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Easy  to  give  . . . and  to  take 

ILOTYCIN  DROPS 

(Erythromycin,  Lilly)  Ethyl  Carbonate 

Unexcelled  antibiotic  spectrum  — notably  safe 

Meets  the  exacting  demands  of 
Physician  — Mother— Baby  
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for  the  epilept] 


Modern  diagnostic  methods  and  effective 
anticonvulsants  now  help  the  patient 
with  epilepsy  enjoy  greater  freedom  from 
seizures.  And  with  a more  understanding 
society,  greater  independence  is  assured. 

DILANTIN® SODIUM  (diphenylhydantoin  sodium,  Parke-Davis) 

an  established  anticonvulsant 
of  choice,  alone  or  in  combination, 
for  control  of  grand  mal  and 
psychomotor  seizures  — without 
the  handicap  of  somnolence. 

DILANTIN  Sodium  is  supplied  in  a 
variety  of  forms  — including  Kapseals® 
of  0.03  Gm.  {Yz  gr. ) and  0.1  Gm.  [lYz  gr. ) 
in  bottles  of  100  and  1,000. 
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THE  BRONCHO-THYMIC  SYNDROME 
by  C.  S.  Larson,  M.D. 

Sioux  Falls,  S.  D. 


For  many  years  the  thymus  gland  has  been 
the  subject  of  much  discussion  in  the  litera- 
ture, particularly  in  regard  to  its  effect  on  the 
well-being  of  infants.  This  gland  varies 
greatly  in  size,  shape  and  position  at  all  ages 
and  is  the  most  sensitive  structure  in  response 
to  fever,  inanition  and  general  debilitating 
conditions.  The  roentgenological  method  of 
demonstrating  the  gland  is  not  an  accurate 
index  of  its  size  because  of  the  difficulty  in 
obtaining  films  of  the  proper  quality  on  an 
uncooperative  infant  and  because  of  the  great 
normal  variation.  Tracheal  kinking,  com- 
pression, or  deviation  has  been  shown  to 
occur  in  normal  infants  if  a film  is  made 
with  a proper  exposure,  especially  with  the 
head  flexed,  whereas  formerly  this  appear- 
ance was  attributed  to  thymic  interference. 
This  organ  has  been  treated  by  irradiation  to 
prevent  sudden  death  in  infants  even  though 
on  many  occasions  this  dramatic  catastrophe 
could  not  be  prevented  by  such  means.  Relief 
of  severe  cyanosis  in  a matter  of  minutes  has 
been  noted  subsequent  to  x-ray  treatment 
of  the  thymus,  but  it  would  be  fallacious  to 
give  credit  to  irradiation  for  such  a rapid  re- 
sponse, particularly  in  the  small  amounts 
usually  given.  According  to  Caffey''  . . . “the 
larger  healthy  thymuses,  which  are  found  in 
all  well-nourished  individuals  who  die  sud- 
denly, have  no  more  causal  lethal  significance 
than  the  more  abundant  subcutaneous  fat 
which  is  also  found  in  healthy  individuals  who 
die  suddenly.  There  is  no  doubt  that  many 


large  mediastinal  shadows  shrink  after  ra- 
diation treatment  and  do  therefore  represent 
large  thymuses,  but  there  is  great  doubt  that 
such  thymuses  ever  cause  dyspnea  or  cy- 
anosis.” 

Review  of  over  a thousand  records  of  in- 
fant patients  treated  here  by  irradiation  for 
the  so-called  “thymus”  reveals  much  inter- 
esting information.  The  vast  majority  was 
reported  to  have  noisy  and  difficult  breathing 
since  birth  — many  with  varying  degrees  of 
cyanosis.  Many,  too,  were  reported  as  treated 
because  the  parents  had  other  children  who 
were  treated  previously  with  such  excellent 
results  that  they  wished  their  subsequent 
children  to  undergo  similar  treatment  to  pre- 
vent future  “thymic”  trouble.  The  over-all 
results  in  this  series  are  striking:  approx- 
imately one  percent  failed  to  show  improve- 
ment clinically  demonstrable  to  the  mother 
or  referring  physician.  There  is  undoubtedly 
an  occasional  psychological  response  in  doting 
parents  but  these  instances  are  few.  Many 
physicians  who  believe  the  thymus  is  unre- 
lated to  respiratory  symptoms  nevertheless 
request  the  infants  to  be  treated  because 
through  experience  they  know  that  good  re- 
sults are  obtainable  in  most  cases. 

The  problem  arises  then,  why  does  irradia- 
tion relieve  noisy  breathing,  difficulty  in 
breathing,  transient  cyanosis  and  numerous 
other  symptoms  related  to  the  respiratory  sys- 
tem? 

I believe  that  the  efficacy  of  irradiation 
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treatment  to  the  chest  for  relief  of  pulmonary 
symptoms  is  due  not  to  shrinking  of  the  thy- 
mus gland  but  to  its  effect  upon  the  lym- 
phatic system.  “The  lymph  nodes  are  involved 
in  almost  all  mild  and  moderate  pulmonary 
bronchial  infections.  In  such  circumstances 
the  nodes  are  usually  not  enlarged  sufficiently 
to  deform  the  lateral  margins  of  the  medias- 
tinum, and  such  nodes  are  therefore  not 
visible  roentgenographically.  The  hilar 
shadows  are  enlarged  during  most  of  the 
acute  lower  respiratory  infections  and  dur- 
ing the  active  stages  of  measles  and  pertussis. 
Much  of  this  roentgen  hilar  enlargement  is 
due  to  engorgement  of  the  pulmonary  ves- 
sels as  well  as  to  enlargement  of  the  peribron- 
chial lymph  nodes. ”2 

It  appears  then  that  sufficient  enlargement 
of  lymph  nodes  and  lymphoid  structures  in 
the  chest  of  an  infant  occurs  from  very  mild 
causes  that  may  produce  respiratory  distur- 
bance which  would  not  noticeably  effect  an 
adult.  These  lymphoid  structures  may  not  be 
large  enough  to  be  visible  on  the  roentgen- 
ogram and  yet  cause  pressure  disturbances 
on  the  minute  air  passageways  of  an  infant. 
Lymphoid  tissue  is  one  of  the  most  sensitive 
tissues  in  response  to  irradiation  — shrinking 
rapidly  with  small  amounts  of  irradiation  — 
just  as  it  is  sensitive  to  infection  and  enlarges 
rapidly  when  exposed  to  infection.  The  pro- 
cess is  more  striking  in  either  direction  in 
infant  than  in  adult  life.  Therefore  it  would 
seem  that  delivery  of  small  amounts  of  irrad- 
iation to  the  chest  of  infants  exhibiting  minor 
respiratory  difficulties  of  relatively  long 
duration  and  without  demonstrable  patho- 
logical changes  on  the  roentgenogram  pro- 
duces consistently  good  results  — not  by  its 
action  on  the  thymus  gland  but  primarily  by 
shrinking  the  enlarged  lymphoid  structures 
of  the  chest.  There  is  no  evidence  to  date  that 
such  treatment  is  detrimental  and  every  clin- 
ical indication  that  such  treatment  is  war- 
ranted. A future  study  with  a similar  group 
of  infants  for  control  should  be  made  al- 
though it  would  be  difficult  to  convince  many 
parents  and  physicians  that  irradiation  treat- 
ment is  ineffective  in  these  mild  chronic 
respiratory  difficulties  in  infants. 

SUMMARY 

1.  Enlargement  of  the  thymus  gland  is  believed 
to  be  of  no  clinical  significance  in  the  vast  majority 
of  infants  having  respiratory  symptoms. 


2.  Review  of  histories  of  over  one  thousand  in- 
fant patients  treated  by  irradiation  reveals  striking 
clinical  improvement  of  respiratory  difficulties  in 
most  of  them. 

3.  Relief  of  symptoms  is  believed  to  be  effected 
by  the  rapid  response  of  pulmonary  lymphoid 
structures  to  irradiation. 
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T.  J.  WOOD,  M.D. 

1869-1954 

Tillson  J.  Wood,  M.D.,  Huron,  passed  away 
on  December  3rd  at  St.  John’s  Hospital  at  the 
age  of  83. 

Dr.  Wood  was  born  in  Eaton  Rapids,  Mich- 
igan, moving  to  South  Dakota  14  years  later. 
He  graduated  from  Rush  Medical  College  in 
1897  and  began  practice  in  Huron  soon  there- 
after. He  was  surgeon  general  of  the  South 
Dakota  National  Guard  and  served  for  two 
years  as  a major  in  the  U.  S.  Army. 

Dr.  Wood  was  honored  four  years  ago  by 
the  Medical  Association  when  he  received 
membership  in  the  “Fifty-Year  Club.” 
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HYPERTENSION** 

Arthur  Grollman,  M.D.,  Ph.D.,  F.A.C.P.* 
Dallas,  Texas 


The  possibility  of  inducing  hypertension  in 
the  experimental  animal  has  led  to  an  exten- 
sive study  of  this  common  disorder  and  has 
modified  many  of  the  views  formerly  held 
concerning  its  nature,  pathogenesis  and  treat- 
ment. Although  much  remains  to  be  learned 
concerning  this  ubiquitous  disorder,  the  avail- 
able established  facts  allow  us  to  account  ade- 
quately for  the  clinical  data  and  point  the 
way  for  the  ultimate  attainment  of  a rational 
therapeutic  approach  to  the  problem  of  its 
management. 

The  term  hypertension  is  often  used  loosely 
as  synonymous  with  an  elevation  in  blood 
pressure.  This  is  unfortunate,  for  the  level  of 
the  blood  pressure  is  a physiological  function 
of  the  circulatory  system  which  may  be  al- 
tered under  a variety  of  conditions,  e.g.,  in 
exercise,  during  excitement,  in  thyrotoxicosis, 
in  generalized  arteriosclerosis,  etc.  The  con- 
dition under  discussion  here  is  a specific  clin- 
ical disorder  which  affects  approximately  5 
per  cent  of  our  adult  population  and  which 
may  be  designated  best  as  “hypertensive 
cardiovascular  disease”  in  order  to  emphasize 
the  fact  that  the  disorder  involves  the  heart 
and  vascular  system  as  well  as  an  elevation 
in  blood  pressure.  The  rise  in  blood  pressure 

* Professor  and  Chairman  of  the  Department 
of  Experimental  Medicine,  Southwestern 
Medical  School  of  The  University  of  Texas, 

**Read  before  the  annual  meeting  of  the  South 
Dakota  Medical  Association  at  Huron,  South  Da- 
kota, May  18,  1954. 


involves  not  only  the  systolic  but  more  im- 
portantly, the  diastolic  level.  The  latter  re- 
flects the  increased  peripheral  arteriolar  re- 
sistance which  is  the  fundamental  hemo- 
dynamic characteristic  of  the  disease.  How- 
ever, the  rise  in  blood  pressure  is  only  one 
manifestation  of  the  disease;  this  rise,  indeed, 
may  for  a time  be  absent  as,  for  example, 
following  a coronary  occlusion  or  during  ser- 
ious illness.  Moreover,  from  a prognostic 
point-of-view  the  level  of  the  blood  pressure 
per  se  may  be  of  lesser  significance  as  com- 
pared to  the  observed  changes  in  the  heart, 
kidney  and  blood  vessels  — the  complications 
of  the  disease  which  ultimately  cause  the 
death  of  the  patient. 

It  was  long  suspected  that  hypertensive 
cardiovascular  disease  might  be  of  renal  origin, 
since  it  often  accompanied  chronic  nephritis 
and  other  disorders  of  the  kidney.  However, 
the  acceptance  of  the  renal  origin  of  hyper- 
tension in  so-called  essential  or  benign  hyper- 
tension had  to  await  the  experimental  demon- 
stration by  Goldblatt  that  application  of  a 
clamp  to  one  kidney  and  removal  of  the  con- 
tralateral organ  induced  a condition  com- 
parable to  that  observed  in  man,  namely  an 
elevation  in  blood  pressure  without  marked 
interference  with  the  excretory  function  of 
the  kidney  or  morphologically  evident  dam- 
age to  the  kidney.  Hypertensive  cardiovas- 
cular disease  having  the  same  hemodynamic 
features,  clinical  course  and  pathological  find- 
ings as  that  observed  in  the  human  can  be  in- 
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duced  by  a variety  of  procedures  all  of  which 
have  in  common  the  fact  that  they  in  some 
way  affect  the  kidney.  These  procedures  in- 
volve partial  or  complete  removal  of  the  kid- 
ney, interference  with  its  blood  supply,  die- 
tary restrictions  during  early  life  (with  sub- 
sequent development  of  nephrosclerosis),  in- 
jury by  various  agents  (salt,  steroids,  poisons), 
etc. 

A labile  and  intermittent  rise  in  blood  pres- 
sure which  has  been  designated  as  “neuro- 
genic hypertension”  may  also  be  produced 
experimentally  by  section  of  the  moderator 
nerves.  However,  the  hemodynamic,  patho- 
logic and  clinical  features  of  this  disorder  dif- 
fer radically  from  that  of  hypertensive  car- 
diovascular disease.  The  condition  should  be 
considered  as  a different  entity  unrelated  to 
that  of  the  disease  under  consideration.  It  is 
questionable  if  an  analogous  disorder  occurs 
spontaneously  in  man,  although  some  have 
applied  the  term  “neurogenic  hypertension”  to 
nervous  individuals  manifesting  a greater  rise 
in  blood  pressure  under  emotional  stress  than 
that  seen  in  normal  individuals.  Most  of  these 
patients  are  probably  suffering  from  mild  hy- 
pertension in  its  incipient  stage.  There  is  no 
justification  for  considering  the  condition  as 
distinct  from  other  forms  of  hypertensive  car- 
diovascular disease. 

Pathogenesis 

The  mechanism  whereby  the  above- 
mentioned  alterations  in  the  kidney  induce 
hypertensive-cardiovascular-disease  has  been 
the  subject  of  much  study  and  several 
theories  have  been  advanced  to  explain  its 
genesis.  If  a clip  be  attached  to  one  renal 
artery  of  a rat  or  a figure-of-eight  applied 
tightly  to  the  parenchyma  of  one  kidney,  one 
frequently  observes  lesions  induced  in  the  op- 
posite kidney  and  a transient  rise  in  blood 
pressure.  Similar  lesions  may  be  produced 
by  the  injection  of  crude  extracts  of  kidney 
tissue.  It  is  believed  that  such  acute  injuries 
to  the  kidney  lead  to  the  production  of  a pres- 
sor agent  which  is  responsible  for  the  ob- 
served temporary  rise  in  blood  pressure  and 
the  lesions  in  the  opposite  kidney.  A similar 
condition  apparently  occurs  under  certain 
clinical  conditions  in  man,  viz.  following  in- 
farction of  the  kidney,  in  acute  glomerulo- 
nephritis and  in  eclampsia.  These  acute 
episodes  of  hypertension  must  be  differen- 
tiated from  the  chronic  disorder  which  the 


available  evidence  indicates  is  not  due  to  the 
presence  in  the  circulation  of  a pressor  agent 
but  which,  in  the  author’s  opinion,  may  best  be 
explained  by  assuming  that  the  kidney  norm- 
ally exerts  (in  addition  to  its  excretory  func- 
tion) some  incretory  function  which  is  essen- 
tial for  the  maintenance  of  the  normotensive 
state  and  in  the  abeyance  of  which  chronic 
hypertension  ensues. 

Role  of  Emotional  Stress 

The  common  observation  that  emotional 
tension  and  chronic  anxiety  states  may  cause 
a marked  elevation  in  blood  pressure  has  led 
to  the  assumption  that  such  repeated  episodes 
may  lead  to  permanent  hypertension  and  that 
this  may  be  an  etiological  factor  in  the  causa- 
tion of  the  disease  in  the  human.  Although 
this  view  is  widely  accepted,  there  is  no  good 
evidence  to  support  this  assumption.  The 
statement  is  also  often  made  that  hyperten- 
sion does  not  exist  in  primitive  peoples  and 
that  its  occurence  in  civilized  society  and 
among  modern  urban  dwellers  is  due  to  sen- 
sitization of  the  cardiovascular  system  to  the 
stresses  of  modern  life.  Such  data  as  are  avail- 
able, however,  oppose  this  contention,  for  it 
has  been  demonstrated  that  the  incidence  of 
hypertensive  cardiovascular  disease  is  as  high 
in  many  primitive  native  populations  as  it  is 
in  the  same  ethnic  groups  subjected  to  the 
stresses  of  modern  civilized  life. 

In  the  case  of  the  experimental  animal,  it 
has  been  found  that  trained  dogs  manifest  a 
marked  rise  in  blood  pressure  to  many  trivial 
factors  such  as  strangers  in  the  laboratory, 
or  slight  changes  in  daily  experimental 
routine,  as  recently  shown  by  Wilhelmj  and 
his  collaborators.  Despite  the  fact  that  these 
animals  are  under  such  constant  vasopressor 
stimuli  it  is  noteworthy  that  examination  of 
the  blood  pressure  in  animals  obtained  at 
random  do  not  show  spontaneous  hyperten- 
sion except  in  very  rare  instances  in  which 
case  one  finds  destruction  of  the  kidney  or 
other  obvious  disease  of  the  urinary  tract. 
This  would  argue  strongly  against  constant 
trivial  factors  playing  a part  in  the  induction 
of  hypertension  at  least  in  the  dog  and,  as  far 
as  we  know,  the  same  appears  to  be  true  in 
man. 

Etiology 

The  above-mentioned  theory  regarding  the 
genesis  of  hypertensive  cardiovascular  disease 
would  explain  essential  hypertension  as  re- 
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suiting  from  some  congenital  deficiency  in 
the  normal  incretory  function  of  the  kidney. 
This  explanation  accords  with  the  established 
hereditary  tendency  of  this  form  of  the  di- 
sease. In  addition,  a variety  of  disorders 
which  interfere  with  this  same  normal  func- 
tion either  by  damage  to  the  renal  circulation 
or  to  the  renal  parenchyma  would  lead  to  hy- 
pertension. One  may  accordingly  find  hyper- 
tension secondary  to  vascular  diseases  (dis- 
seminated lupus  erythematosus,  polyarteritis, 
thromboangiitis  obliterans,  vascular  anoma- 
lies, obstruction,  etc.);  affections  of  the  renal 
parenchyma  (as  in  the  chronic  nephritides, 
congenital  renal  disease,  tumors,  etc.);  in  en- 
docrine disorders  (e.g.  Cushing’s  disease) 
which  affect  the  renal  circulation;  and  in  fact 
in  any  condition  (e.g.,  renal  lithiasis)  in  which 
the  functional  integrity  of  the  kidneys  are  af- 
fected. 

Pathological  Anatomy 

Hypertensive  cardiovascular  disease  is 
characterized  pathologically  by  the  presence 
of  arteriolar  sclerosis  with  thickening  of  the 
media  of  the  vessels  throughout  the  body  and 
cardiac  hypertrophy,  as  well  as  by  other  less 
notable  changes  in  the  brain,  gut,  etc.  With 
rapid  progression  of  the  disease  there  is  also 
proliferation  of  the  intima  of  the  arterioles. 
To  what  extent  these  changes  in  the  vascular 
system  are  secondary  to  the  long-standing 
elevation  in  blood  pressure,  and  to  what  ex- 
tent they  reflect  the  effect  of  the  disease  it- 
self on  these  structures  is  still  a matter  of 
argument.  The  available  experimental  data 
would  indicate  that  the  disease  per  se  is  re- 
sponsible primarily  for  the  observed  changes, 
but  that  the  elevated  blood  pressure  with  its 
mechanical  stress  probably  contributes  to  the 
evolution  of  the  observed  morbid  anatomical 
changes. 

When  hypertensive  cardiovascular  disease 
reaches  an  advanced  stage,  necrotizing  ar- 
teriolitis  occurs.  This  is  the  so-called  malig- 
nant phase  of  hypertension  which  was  form- 
erly looked  upon  erroneously  as  a special 
form  of  the  disease.  At  this  stage  of  the  di- 
sease there  is  nitrogen  retention  secondary 
to  alterations  in  renal  function  with  necrosis 
of  the  arterioles  in  the  kidneys  as  well  as  else- 
where in  the  body.  These  arteriolitic  changes 
are  evident  in  the  retina  where  exudates,  neu- 
roretinal  edema,  papilledema,  flame-shaped 
hemorrhages,  etc.  become  evident  on  ophthal- 


moscopic examination. 

Clinical  Course 

The  clinical  course  of  hypertensive  cardio- 
vascular disease  follows  usually  a set  pattern 
but  varies  as  to  the  speed  with  which  it  pro- 
gresses. In  many  cases  it  follows  a slowly 
progressive  course  over  many  decades  during 
which  the  patient  is  relatively  free  of  symp- 
toms and  the  disorder  is  designated,  accord- 
ingly, as  benign.  During  its  earliest  stages, 
even  the  elevation  in  blood  pressure  may  be 
intermittent  and  labile.  As  the  disease  pro- 
gresses and  the  blood  pressure  becomes  fixed 
at  a higher  level,  changes  in  the  blood  vessels, 
evident  on  ophthalmoscopic  examination,  car- 
diac hypertrophy,  and  damage  in  other 
organs,  particularly  the  kidney  and  nervous 
system,  become  evident  and  give  rise  to 
symptoms.  These  complications  lead  to  heart 
failure,  encephalopathy  and  changes  in  the 
eye-grounds  characteristic  of  advanced  stages 
of  the  disease. 

In  younger  individuals,  particularly,  a rapid 
evolution  of  the  disease  may  lead  within  a 
brief  period  to  the  rapid  deterioration  of  the 
malignant  phase  of  the  disease,  as  described 
in  the  preceding  section.  This  is  characterized 
by  the  appearance  of  severe  cerebral  symp- 
toms, a rapid  deterioration  in  cardiac  and 
renal  function,  and  failure  of  vision..  The  pa- 
tient may  die  in  uremia  or  succumb  to  con- 
gestive heart  failure  or  a cerebral  hemor- 
rhage. 

Diagnosis 

The  diagnosis  of  well-established  hyperten- 
sion involves  little  difficulty.  The  earliest 
stages  of  the  disease  before  the  appearance  of 
detectable  changes  in  the  heart,  retina  or  kid- 
ney will  obviously  entail  greater  difficulty. 
The  physician  must  ensure  himself  that  he  is 
dealing  with  true  hypertensive  cardiovascular 
disease  and  that  the  observed  rise  in  systolic 
blood  pressure  is  not  secondary  to  athero- 
sclerosis, hyperthyroidism,  an  arterio-venous 
aneurysm,  aortic  insufficiency,  heart  block, 
a patent  ductus  arteriosus  or  to  an  anxiety 
state.  Attention  to  the  level  of  the  diastolic 
pressure  as  well  as  to  the  symptoms  charac- 
teristic of  these  disorders  will  render  their 
differentiation  easy.  The  presence  of  coarc- 
tation of  the  aorta,  a pheochromocytoma  or 
some  remediable  renal  disease  must  be  ex- 
cluded since  these  are  amenable  to  surgical 
treatment. 
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The  presence  of  complications  of  the  disease 
as  outlined  above,  the  rate  of  progression  of 
the  disease,  as  well  as  the  level  of  the  blood 
pressure,  must  be  considered  in  the  prognostic 
evaluation  and  in  deciding  which  therapeutic 
measures  are  to  be  followed  in  any  given 
patient. 

Treatment 

The  treatment  of  hypertension  must  still 
be  considered  to  be  in  an  unsatisfactory  state 
since  we  possess  no  specific  measures  to  com- 
pensate for  the  primary  defect  responsible  for 
the  disorder.  Only  in  the  rare  cases  where  a 
surgically  remediable  disorder  has  given  rise 
to  acute  hypertension  is  the  condition  curable, 
but  these  constitute  only  a very  small  fraction 
of  all  cases. 

During  the  earliest  presymptomatic  stage 
of  the  disease,  therapy  is  not  indicated  and 
care  must  be  taken  to  avoid  an  iatrogenically 
induced  anxiety.  Such  simple  measures  as 
elevation  of  the  head  of  the  bed,  the  judicious 
use  of  sedatives  when  indicated,  and  reassur- 
ance will  suffice  to  overcome  such  symptoms 
as  headache  and  nervousness  which  the  pa- 
tient may  manifest.  Whether  drastic  sodium 
restriction  at  this  stage  of  the  disease  will 
slow  its  progress  and  the  development  of  com- 
plications is  still  open  to  argument. 

The  recognition  that  even  moderate  eleva- 
tions in  blood  pressure  will  ultimately  lead 
to  cardiovascular  complications  has  prompted 
the  search  for  drugs  and  other  measures  to  re- 
duce the  blood  pressure.  It  must  be  recog- 
nized, however,  that  those  available  at  pres- 
ent are  non-specific  and  irrational  in  the  sense 
that  they  do  not  compensate  for  the  under- 
lying defect  of  the  disease  but  merely  lower 
the  blood  pressure,  often  with  disastrous  con- 
sequences. The  inadequacy  of  these  agents  is 
reflected  in  their  transient  popularity. 

Many  drugs  acting  as  peripheral  dilators 
either  by  acting  directly  on  the  vessels  (e.g., 
the  nitrites  or  thiocyanate),  by  paralyzing  the 
sympathetic  nerves  or  autonomic  ganglia 
(e.g.  hexamethonium  or  hydrallazine),  by  de- 
pressing the  moderator  nerves  (e.g.  the  vera- 
trum  alkaloids)  or  by  acting  on  the  cerebral 
centers  (the  Rauwolfia  derivatives)  may,  in 
sufficiently  large  doses,  lower  the  blood  pres- 
sure at  least  in  the  upright  position  in  normal 
as  well  as  in  hypertensive  individuals.  How- 
ever, this  action  is  often  accompanied  by  such 
severe  side-reactions  that  their  usefulness  is 


limited.  The  chief  value  of  these  drugs  is  as 
temporary  expedients  as  in  encephalopathy, 
eclampsia,  acute  glomerulonephritis  and  in 
the  malignant  phase  of  hypertension  where 
immediate  lowering  of  the  excessively  ele- 
vated pressure  is  urgent.  The  use  of  these 
drugs  and  drastic  sodium  restriction  permits 
reversal  of  the  malignant  phase  of  hyperten- 
sion, and  prolong  the  life  of  patients  manifest- 
ing this  serious  stage  of  the  disorder. 

Surgical  measures,  likewise,  except  in  in- 
stances of  infarction  of  the  kidney,  in  phaeo- 
chromocytoma  and  rarely  in  the  presence  of 
other  remediable  lesions,  are  only  of  limited 
usefulness.  Sympathectomy,  with  the  advent 
of  sympatholytic  drugs,  has  lost  its  former 
popularity,  although  the  more  critically 
minded  have  always  considered  this  measure 
as  of  value  in  only  a small  percentage  of  all 
patients.  Adrenalectomy,  of  more  recent  in- 
terest, must  be  considered  as  an  experimental 
procedure  of  doubtful  rationale. 

Of  the  older  methods  of  treatment,  drastic 
sodium  restriction  has  the  virtue  of  harmless- 
ness, except  in  cases  of  renal  disease,  and  in 
some  patients  may  lower  the  blood  pressure 
considerably.  This  method  too  must  be  con- 
sidered as  a “stop-gap”  procedure  to  be  dis- 
carded v/hen  some  truly  rational  procedure 
becomes  available.  If  properly  carried  out, 
it  remains  a safe  and  at  least  insofar  as  symp- 
tomatic control  is  concerned,  useful  pro- 
cedure. 
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of  five  conferences  sponsored  by  the  Josiah 
Macy,  Jr.  Foundation  and  published  by  this 
foundation.  New  York,  1947-1951. 

4.  Hypertension;  A Symposium,  edited  by  E.  T. 
Bell.  Univ.  of  Minn.  Press,  Minneapolis,  1951. 

5.  A Symposium  on  Essential  Hypertension;  An 
Epidemiologic  Approach.  The  Commonwealth 
of  Massachusetts.  Wright  and  Potter,  Boston, 
1951. 
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COST  OF  PRESCRIPTIONS 

The  public  relations  of  physicians  are  often 
harmed  by  the  cost  of  the  medications  which 
the  doctor  prescribes.  Expensive  medications 
can  do  much  to  stir  the  resentment  of  a family 
of  moderate  means,  and  these  costs  are 
lumped  with  the  doctor’s  bill  in  the  cost  of 
medical  care. 

If  physicians  would  just  take  a little  time 
to  explain  to  their  patients  that  certain  pre- 
scriptions nowadays  cost  more  than  they  did 
years  ago,  the  patient  would  not  receive  such 
a shock  when  the  pharmacist  breaks  the  news 
to  the  patient.  Today  rapid  recoveries  often 
are  achieved  with  a single  prescription  be- 
cause modern  drugs  used  in  many  prescrip- 
tions today  go  to  work  chemically  in  the 
body  to  destroy  disease-causing  germs.  90% 
of  today’s  prescriptions  could  not  have  been 
filled  10  years  ago.  15  years  ago  sulfa  drugs 
were  just  coming  into  use  and  even  a dozen 
years  ago  antibiotics  were  not  available. 

Modern  drugs  help  patients  get  well  quicker 
and  everyone  who  has  to  earn  a living  knows 
that  no  matter  how  much  insurance  one  has, 
any  illness  is  still  an  economic  loss.  Many 
serious  illnesses  which  used  to  keep  the  pa- 
tient in  bed  for  weeks  and  months,  may  now 
be  cured  in  a week  or  two  and  thus  save  the 
cost  of  more  calls  by  the  physician. 

Modern  drugs  have  also  cut  the  length  of 
stay  in  the  hospitals  almost  in  half,  and  if 
these  drugs  were  not  available,  many  more 
hospital  beds  would  be  needed.  Modern  pre- 
scription drugs  have  thus  cut  the  total  cost  of 
illness  considerably.  American  pharmaceu- 


tical firms  spend  many  millions  of  dollars 
annually  in  research  applying  scientific 
methods  to  attack  various  problems  of  health. 
The  antibiotics  of  today  are  outstanding  ex- 
amples of  the  success  of  this  attack.  When 
prescribing  expensive  drugs  it  will  help  the 
public  relations  of  the  doctor  and  the  phar- 
macist if  a few  moments  are  spent  to  explain 
some  of  these  facts  to  the  patient  who  foots 
the  bill.  You  can  honestly  tell  your  patients 
that  their  prescriptions  really  cost  little  be- 
cause they  are  so  effective  and  reduce  the 
total  cost  of  illness  by  helping  them  to  get 
well  quicker.  On  the  other  hand  expensive 
drugs  should  not  be  prescribed  in  large 
amounts  so  that  a large  share  is  wasted. 
Sometimes  it  is  even  much  better  to  prescribe 
less  expensive  drugs  when  the  moderate  cost- 
ing drugs  will  do  the  job  indicated. 


A BOUQUET 

Occasionally  the  medical  profession  sees 
articles  in  print  that  do  not  try  to  smear  the 
doctors  for  the  iniquities  of  the  few.  So  heart- 
warming are  those  comments  that  we  feel 
that  recognition  should  be  given  to  the  writer 
and  also  to  the  doctor  who  is  the  inspiration 
for  the  article. 

We  are  referring  specifically  to  an  editorial 
in  the  December  12  Huronite  which  we  would 
like  to  quote  verbatim; 

PRAISE  FOR  TB  DETECTION 

“The  county  health  superintendent  of  Jerauld 
County  and  those  who  assisted  him  in  the  tuber- 


— 7 — 


SOUTH  DAKOTA 


culosis  detection  drive  there  and  adjoining  Buffalo 
County  deserve  the  highest  praise. 

What  has  happened  in  those  two  counties  is  that 
every  school  child  and  teacher  received  a Mantoux 
test  for  TB  reaction.  Sixty-seven  reacted,  showing 
they  had  been  exposed  to  TB  but  did  not  neces- 
sarily have  an  active  case  of  it.  Tests  by  x-ray 
showed  that  none  of  the  67  had  active  tuberculosis. 

Now  the  people  with  whom  those  67  come  in 
daily  contact  are  being  interviewed  and  gradually 
tested.  In  this  way  the  people  in  those  counties 
who  do  have  active  TB  will  eventually  be  found. 
Then  their  cases  can  be  treated  and  the  exposure 
of  TB  in  their  habitual  contacts  stopped. 

They  are  the  first  two  counties  in  South  Dakota 
to  have  such  a progressive  program.  It  is  to  be 
hoped  that  the  other  counties  will  work  out  a 
similarly  effective  system  among  doctors,  schools 
and  parents. 

Perhaps  the  key  to  the  persistent  work  which 
was  necessary  to  the  program  was  the  fact  that  the 
doctor  in  question  had  himself  spent  one  year 
with  TB,  knew  that  it  could  be  cured  when  detec- 
ted early,  and  had  that  personal  interest  and  in- 
centive to  work  out  the  detection  system. 

It  is  a fine  example  of  a preventive  measirre  in 
public  health.” 

The  editors  of  the  Journal  would  like  to 
acknowledge  the  industry  and  integrity  of 
the  doctor  concerned  and  the  perception  of 
the  Huronite’s  editorial  staff. 


1955  SOUTH  DAKOTA  MARCH  OF  DIMES 
AGAINST  POLIO 

The  polio  attack  rate  in  South  Dakota  in 
the  year  just  ended  was  about  12  percent 
lower  than  the  national  average,  according  to 
provisional  reports.  Nationwide,  the  number 
of  cases  reported  in  1954  was  the  third  highest 
on  record. 

Yet  in  1952,  when  1,017  polio  cases  were  re- 
ported, the  attack  rate  in  South  Dakota  was 
316  percent  higher  than  the  national  average. 
It  is  impossible  to  predict  where  and  when 
polio  epidemics  will  strike,  which  underlines 
the  need  for  more  effective  control  measures. 

Evaluation  of  the  Salk  vaccine,  adminis- 
tered to  440,000  U.  S.  children,  in  the  largest 
medical  experiment  of  its  kind  ever  conduc- 
ted, is  now  in  progress.  Announcement  of  the 
vaccine’s  effectiveness  will  be  made  in  the 
Spring  of  1955. 

During  the  field  trials  last  Spring  about  1,- 
200  children  in  the  state  of  South  Dakota  were 
inoculated  with  the  Salk  vaccine. 

It  is  hoped  that  South  Dakota  physicians 
will  support  the  1955  March  of  Dimes  as  en- 
thusiastically as  approximately  20,000  phys- 
icians throughout  the  United  States  cooper- 
ated in  the  1954  vaccine  field  trials  sponsored 


by  the  National  Foundation  for  Infantile 
Paralysis. 

This  year  the  March  of  Dimes  must  do  a 
bigger  job  than  ever  before.  It  must  raise 
$64,000,000  — because  $9,000,000  is  needed  to 
purchase  vaccine,  $2,700,000  for  scientific  re- 
search, $2,900,000  for  professional  education, 
and  at  least  $29,900,000  for  patient  aid,  in- 
cluding hospitalization.  The  March  of  Dimes 
has  expended  $203,600,000  in  patient  aid  since 
1938. 

For  science  and  humanity,  give  generously 
to  the  1955  March  of  Dimes  in  January.  Let 
your  patients  and  friends  know  that  the 
March  of  Dimes  fights  wisely,  economically 
and  effectively  against  the  polio  threat. 


THE  MONTH  IN  WASHINGTON 

Because  this  is  a new  Congress  and  under 
new  leadership,  a number  of  new  bills  can 
be  expected  in  the  health  field.  But  the 
Democrats  also  can  be  expected  to  devote  a 
vast  amount  of  time  to  health  legislation  that 
was  previewed  last  session  by  the  Repub- 
licans. 

In  fact,  one  of  the  more  prominent  bills  on 
the  list,  that  providing  federal  reinsurance  of 
health  insurance  plans,  was  subjected  to 
lengthy  hearings  before  it  finally  met  defeat 
in  the  House  late  in  the  last  session.  So 
thoroughly  was  it  dissected  then  that  it  will 
be  surprising  if  the  friends  of  reinsurance 
can  find  anything  else  favorable  to  say  about 
it,  or  its  critics  can  find  anything  else  wrong 
with  it.  How  this  Republican  bill  will  fare  in 
Democratic  committees  now  is  one  big  ques- 
tion. 

There  is  always  the  possibilty,  of  course, 
that  some  of  the  major  bills  to  be  presented 
again  will  be  so  amended  that  new  decisions 
will  be  called  for.  For  example,  the  adminis- 
tration’s experts  all  fall  have  worked  tire- 
lessly to  make  the  reinsurance  bill  more 
palatable. 

Like  the  reinsurance  bill,  the  proposal  to 
revamp  the  procedure  for  distributing  public 
health  grants  to  states  was  well  worked  over 
last  session.  It  passed  the  House,  but  the 
Senate  committee  was  unable  to  untangle  all 
the  knots  it  discovered,  so  there  was  no  final 
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action.  This,  too,  is  up  again  this  year,  labeled 
as  difficult  and  touchy  but  nonpartisan. 

Another  well-advertised  bill  coming  up  for 
action  is  that  to  set  up  a program  of  contribu- 
tory health  insurance  for  federal  employees. 
Last  session  a Senate  committee  held  a one- 
day  hearing  on  this  bill,  admittedly  merely 
to  get  the  proposition  “on  the  record”  so  it 
could  be  freely  discussed  between  Congresses. 
A task  force  from  the  Civil  Service  Commis- 
sion has  been  trying  to  hammer  out  a more 
workable  version  of  the  bill,  and  has  found 
the  task  a formidable  one.  But  despite  the 
complications.  Congress  will  be  asked  to  enact 
some  bill  of  this  type. 

Although  the  bill  definitely  is  of  Repub- 
lican origin,  there  is  no  reason  to  expect  that 
it  will  receive  a hostile  reception  from  the 
Democrats  in  either  House.  It  is  generally  ac- 
cepted as  a too-long  delayed  attempt  to  bring 
the  federal  government  into  line  with  private 
industry. 

The  bill  for  expanding  medical  care  for 
military  dependents  has  about  the  same  his- 
tory. After  months  of  planning  and  confer- 
ences, bills  were  introduced  last  year  in  House 
and  Senate  to  get  the  idea  out  into  the  open 
for  the  benefit  of  Congress  and  the  pubhc.  Be- 
cause the  plan  is  so  highly  controversial,  how- 
ever, no  hearings  were  held  last  session.  The 
same  bill  is  going  before  Congress  again. 

Here  the  fundamental  issue  is  whether  mili- 
tary hospitals  and  uniformed  physicians  shall 
supply  the  preponderance  of  this  service  to 


dependents,  or  the  dependents  shall  be  treated 
largely  by  civilian  physicians  and  in  civilian 
hospitals. 

Last  session  the  Defense  Department  pre- 
pared the  draft  of  a bill  to  set  up  a number  of 
military  medical  scholarships.  Because  bills 
originating  in  one  department  that  might 
affect  another  first  must  be  submitted  to  the 
latter  for  comment,  this  bill  was  turned  over 
to  Mrs.  Hobby’s  Department  of  Health,  Edu- 
cation, and  Welfare.  There  it  rested  until 
after  Congress  adjourned.  The  84th  Congress 
will  be  asked  to  enact  the  bill,  possibly  as  an 
alternative  to  extending  the  Doctor  Draft, 
which  is  scheduled  to  expire  next  July  1. 

Efforts  will  be  made,  but  not  necessarily 
with  the  Eisenhower  administration’s  help, 
to  enact  some  sort  of  legislation  for  federal 
guarantee  of  hospital  mortgage  loans.  This 
subject  was  gone  into  in  great  detail  last  ses- 
sion by  Mr.  Wolverton’s  House  Interstate  and 
Foreign  Commerce  Committee,  but  the  com- 
mittee finally  turned  down  Mr.  Wolverton 
and  refused  to  report  out  the  bill  for  action. 
It  had  widespread  labor  support  last  year,  but 
was  opposed  by  the  AMA  as  discriminatory, 
in  that  it  would  offer  more  assistance  to 
closed-panel  practice  than  to  other  forms  of 
medical  practice. 

Indications  are  that  Mrs.  Hobby’s  depart- 
ment will  sponsor  legislation  to  aid  medical 
schools,  a subject  that  was  not  taken  up  in  the 
last  Congress  but  that  attracted  considerable 
attention  in  years  past. 


DON'T  LET  THOSE  TAX  FORMS 
GET  YOU  DOWN! 

If  higher  mathematical  equations  . . . dates 
like  April  15  ...  or  mountains  of  tax  forms 
. . . get  in  your  hair,  doctor,  watch  for  the 
series  of  helpful  articles  on  taxes  appearing 
in  the  Journal  of  the  AMA  during  January 
and  February.  Prepared  by  the  Law  Depart- 
ment staff,  these  articles  especially  pinpoint 
the  changes  in  the  internal  revenue  code  as 
adopted  by  the  83rd  Congress.  These  articles 
later  will  be  incorporated  in  a handbook  on 
taxes  which  will  be  available  from  the  Law 
Department. 


OPPORTUNITIES 

in 

WASHINGTON  STATE 

for 

PHYSICIANS  AND  PSYCHIATRISTS 

Salaries  from  $8,304  to  $9,912  plus  full  main- 
tainance  at  cost  in  growing  mental  health 
and  correctional  programs.  Inquiries  answered 
promptly  by  State  Personnel  Board,  Box  688, 
Olympia,  Washington. 
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The  Journal  of  Thoracic  Surgery. 

The  official  organ  of  the  American  Associa- 
tion of  Thoracic  Surgery. 

V27:  349-360,  1954.  A comparison  of  thora- 
coplasty and  resection  therapy  in  pulmonary 
tuberculosis  by  T.  G.  Baffes  et  al. 

Summary;  A statistical  review  of  474  cases 
of  major  surgical  therapy  in  pulmonary  tub- 
erculosis done  during  the  ten  year  period 
1942-1951,  including  321  thoracoplasties,  81 
lobectomies  and  72  pneumonectomies. 

The  major  factors  affecting  the  mortality 
and  salvage  rates  were  the  race  of  the  patient, 
the  clinical  operative  risk  of  the  patient  and 
the  period  of  time  during  which  the  pro- 
cedure was  done  made  important  because 
after  1947  streptomycin  and  improved  patient 
management  increased  the  safety  of  surgery. 

On  basis  of  observation  on  operative  mor- 
tality, surgical  results,  and  postoperative 
complications,  no  one  procedure  for  pulmon- 
ary tuberculosis  can  be  favored  over  the 
others.  Extra  pleural  thoracoplasty  had  a good 
record  even  when  used  without  antibiotics 
and  improved  patient  management. 

Lobectomy  and  pneumonectomy  have  re- 
sults comparable  to  those  of  extra  pleural 
thoracoplasty.  Extent  and  character  of  pul- 
monary disease,  general  condition  of  patient, 
preoperative  and  postoperative  care  have  a 
greater  influence  upon  results  of  surgery  than 
type  of  procedure  chosen. 

The  Military  Surgeon, 

Official  publication  of  the  Association  of 
Military  Surgeons  of  the  United  States. 

A variety  of  original  articles  in  the  medical 
field  including  tributes,  some  reports  of  cases. 


articles  by  nurses,  editorials,  convention  notes 
and  items  of  interest  to  the  armed  forces  med- 
ical personnel. 

VI 15:  165-175,  1954.  Management  of  genito- 
urinary wounds  in  the  combat  zone. 

Summary;  Management  of  genito-urinary 
wounds  begins  the  moment  the  soldier  is  in- 
jured and  consists  of  (1)  controlling  hemor- 
rhage, (2)  replacing  blood  loss,  (3)  treating 
shock  and  (4)  evaluating  the  patient  for 
priority  and  method  of  transportation  and  is 
continued  in  the  MASH  and  Evacuation  Hos- 
pital where  definitive  treatment  can  be  ac- 
complished. 

Surgery. 

A monthly  journal  devoted  to  the  art  and 
science  of  surgery. 

V36:  960-965,  1954.  Concerning  the  problems 
of  a tissue  committee  reviewing  the  diagnosis 
of  acute  appendicitis  by  E.  T.  Thieme. 

The  American  College  of  Surgeons  has  ad- 
vocated establishment  of  tissue  committees  to 
review  work  carried  out  in  smaller  hospitals 
and  to  check  any  unnecessary  surgery  which 
occurs  more  frequently  in  gynecologic  sur- 
gery and  appendectomies.  In  a fifteen  year 
survey  error  of  20.6  per  cent  found  in  2,071 
patients  treated  for  suppurative  appendicitis. 
Danger  of  “missed  diagnosis”  emphasized. 
Doubtful  cases  should  be  studied  by  consul- 
tation or  further  laboratory  work.  Implica- 
tions of  “unnecessary  surgery”  should  be 
carefully  considered  from  all  angles. 

Surgery,  Gynecology  and  Obstetrics;  With 
International  Abstracts  of  Surgery. 

Official  scientific  journal  of  the  American 
College  of  Surgeons.  This  is  one  of  the  most 
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widely  read  of  the  surgical  journals.  Monthly 
edition  exceeds  25,000  copies. 

V99:  257-267,  1954.  An  interim  reports  upon 
the  second  look  procedure  for  cancer  of  the 
stomach,  colon  and  rectum  and  for  “limited 
intraperitonial  carcinosis.”  A new  concept 
employing  systematic  reoperations  to  remove 
a symptomatic  residual  cancer,  used  for  103 
patients  with  cancers  of  the  stomach,  rectum 
or  colon  in  which  there  were  metastases  of  the 
regional  lymph  nodes  at  original  excision.  Six 
patients  having  residual  cancer,  one  cancer 
of  the  stomach,  one  of  the  rectum  and  four  of 
the  colon,  who  had  residual  cancer  at  second 
operation  were  free  of  cancer  at  some  sub- 
sequent operation  and  are  still  alive  with  no 
more  evidence  of  residual  cancer.  Second 
look  procedure  exhibits  greatest  promise  in 
patients  with  colic  cancer. 

Surgical  Clinics  of  North  America- 

Each  issue  is  a symposium  from  a particular 
state  with  all  articles  by  outstanding  con- 
tributors from  the  various  hospitals,  medical 
colleges  and  others  of  the  medical  profession. 
The  December,  1954  issue  is  the  Philadelphia 
number  and  is  a symposium  on  obstetrics  and 
gynecology. 

V34:  1495-1511.  An  analysis  was  made  of 
1000  sequential  stillbirth  study  cards  cover- 
ing period  from  May  1,  1951  to  Aug.  31,  1952. 
Of  the  cases  10.1  per  cent  considered  preven- 
tative on  part  of  physician  because  of  errors 
in  either  judgment  or  technique  and  20.1  per 
cent  on  part  of  the  patient  owing  to  ignorance, 
failure  to  seek  adequate  prenatal  care  and  in- 
duced abortion.  68.8  percent  considered  ob- 
stetrically  nonpreventable  according  to  pres- 
ent knowledge  and  of  fetal  deaths  1 per  cent 
were  associated  with  severe  nonpreventable 
unobstetric  causes. 

Increase  possible  in  fetal  salvage  by  appli- 
cation of  recognized  obstetric  principles  in  the 
management  of  prolonged  labor,  acute  tox- 
emia, breech  presentation  and  prolapsed  cord. 
Also  in  recognition,  investigation  and  man- 
agement of  pregnant  diabetic,  syphilitic  or 
hypertensive  patient. 

Further  future  salvage  dependent  on  basic 
research  when  applied  to  problems  of  erythro- 
blastosis, anomalies  of  the  uterus,  the  fetus, 
the  cord  and  the  secundines. 

Esther  Howard 

Medical  Librarian 


Something  NEW 
is  Cooking 
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HOW  THESE  AMOUNTS 
WOULD  HELP  IN  PAYING  ESTATE  TAXES  IN 
CASE  YOU  ARE  ACCIDENTALLY' KILLED . 
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SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 

HOSPITAL  INSURANCE  ALSO  FOR  OUR  mem- 
bers AND  THEIR  FAMILIES. 


$4,000,000  Assets 
$20,000,000  Claims  Paid 
52  Years  Old 

Physicians  Casualty  & Health  Ass’n.s. 

Omaha  2,  Nebraska 
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District  Societies 
Elect  Officers 


DR.  JONES  HEADS 
HILLS  DISTRICT 

Dr.  William  Jones,  Sturgis, 
has  been  elected  president  of 
the  Black  Hills  District  Med- 
ical Society  for  the  year  1955. 
Completing  the  slate  of  of- 
ficers for  the  year  are:  T.  E. 
Mead,  M.D.,  Spearfish,  vice- 
president;  and  John  F.  Fee- 
han,  M.D.,  Rapid  City,  secre- 
tary-treasurer. 

The  meeting,  held  in  Lead 
featured  a paper  by  Dr.  Amos 
Michael  of  the  University 
Medical  School  titled  “Can- 
cer of  the  Pelvic  Organs  of 
Women.” 


YANKTON  DISTRICT 
ELECTS  LYSO 

The  Yankton  District  Med- 
ical Society  at  their  Decem- 
ber meeting  elected  Dr.  M.  B. 
Lyso,  president.  Other  of- 
ficers elected  were:  vice- 
president,  Dr.  Marian  Auld; 
secretary.  Dr.  Duane  Reaney, 
and  treasurer.  Dr.  Robert 
Monk. 

The  program  featured  a 
paper  by  Dr.  Walter  VanDe- 
mark,  Sioux  Falls,  on  “Ortho- 
pedic Problems  in  Infants 
and  Children.” 


ROSEBUD  ELECTS 
IN  DECEMBER 

The  Rosebud  District  Med- 
ical Society  meeting  at  Win- 
ner on  December  16th  elected 
Dr.  R.  J.  Quinn,  Burke,  presi- 
dent for  the  year  1955.  Dr. 
J.  E.  Studenberg,  Winner, 
was  named  secretary-treas- 
urer as  well  as  alternate- 
delegate  to  the  State  meet- 
ing. Dr.  R,  H.  Hayes,  Win- 
ner, was  named  delegate. 

The  district  met  to  discuss 
Blue  Shield  with  executive- 
secretary Foster. 


ABERDEEN  DISTRICT 
ELECTS  PERRY 

The  regular  monthly  meet- 
ing of  the  Aberdeen  District 
Medical  Society  was  held  on 
Wednesday  evening,  Decem- 
ber 1 in  the  Mexican  room 
of  the  Sherman  Hotel.  After 
the  dinner  a medical  film  on 
Myocardial  Infarction  was 
shown,  and  officers  were 
elected  for  1955.  President 
Dr.  E.  J.  Perry  of  Redfield; 
Vice  President  — Dr.  R.  G. 
Mayer;  Secretary  Treasurer 
— Dr.  B.  F.  King  (re-elected). 
Directors  — Dr.  McCarthy  (3 
years).  Dr.  C.  L.  Vogele  (2 


years).  Dr.  B.  C.  Murdy  (1 
year).  Board  of  Censors  — 
Dr.  P.  G.  Bunkers  (3  years). 
Dr.  G.  J.  Bloemendaal  of  Ip- 
swich (2  years).  Dr.  J.  A. 
Eckrich  (1  year).  Delegates 
to  the  1955  Convention  — Dr. 
C.  B.  Murdy,  and  Dr.  J.  N. 
Berbos  (2  years).  Alternate 
Delegates  — Dr.  William 
Gorder,  and  Dr.  J.  F.  Cornley 
both  of  Aberdeen. 


WATERTOWN  DISTRICT 
ELECTS  CLARK 

Dr.  Carroll  J.  Clark,  Water- 
town,  was  elected  president 
of  the  Second  District  Med- 
ical Society  at  the  regular 
meeting  at  the  Grand  Hotel, 
December  8th.  Elected  to 
other  offices  were:  M.  Dro- 
binsky,  M.D.,  Estelline,  vice- 
president;  John  Stransky, 
M.D.,  Watertown,  secretary- 
treasurer;  and  Jennings  Fer- 
shing,  M.D.,  Estelline,  and 
Romans  Auskaps,  M.D.,  Lake 
Norden,  delegates  to  the 
State  Association. 

The  program  consisted  of  a 
discussion  of  Blue  Shield. 


BROWN  NAMED 
TO  AMA  GROUP 

Dr.  H.  Russell  Brown, 
Watertown,  has  been  named 
to  a 13-man  American  Med- 
ical Association  Commission 
which  will  make  a study  of 
various  plans  bringing  med- 
ical services  to  the  American 
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people. 

The  commission  was  ap- 
pointed to  undertake  the 
year-long  study  which  is 
aimed  at  improving  the 
health  benefit  plans.  Both 
medical  and  lay-sponsored 
plans  will  be  studied,  includ- 
ing hospital  insurance,  in- 
dustrial medical  programs. 
Blue  Shield,  and  others  op- 
erated as  cooperatives,  etc. 


MEDICAL  SCHOOL 
NEWS 

The  Medical  Library  has 
recently  been  favored  by  a 
fine  collection  of  original 
articles,  books  and  other  pub- 
lications by  members  of  the 
“Big  Four”  of  Johns  Hopkins 
featuring  particularly  the 
writings  of  Doctor  Osier.  The 
fine  collection  has  been 
donated  by  Doctor  T.  F.  Riggs 
of  Pierre,  South  Dakota. 


NEWS  NOTES 

T.  R.  Marvin,  M.D.,  Roches- 
ter, Michigan,  has  returned 
to  practice  at  Faulkton. 

❖ ❖ ❖ 

Robert  K,  Rank,  M.D.  has 

accepted  the  position  as  path- 
ologist at  St.  Luke’s  Hos- 
pital, Aberdeen.  He  is  a dip- 
lomate  of  the  American 
Board  of  Pathologists  and  re- 
ceived his  medical  education 
at  Hahnemann  Medical  Col- 
lege, Philadelphia. 

❖ ^ ❖ 

Dr.  Leonard  Akland  re- 
cently released  from  active 

military  duty  has  established 
practice  at  Canton. 


Dr.  Ted  Hohm  has  been 
elected  president  of  the  St. 
John’s  Hospital  staff  in 
Huron  for  the  year  1955. 

* * * 

Dr.  F.  W.  Freyberg,  form- 
erly at  ‘ Aberdeen  and  Mit- 
chell, passed  away  at  the  age 
of  83  in  Sacremento,  Cali- 
fornia. 

^ 

Dr.  M.  A.  Auld,  Yankton, 
has  been  appointed  to  the 
Sanator  and  Soldiers  Home 
Board  by  Governor  Ander- 
son. 

* * * 

Dr.  J.  L.  Chassell,  Belle 
Fourche,  was  honored  by  his 
home  town  at  dedication  of 
the  Chassell  Memorial  Band- 
shell  in  November.  Dr.  Chas- 
sell started  practice  in  Belle 
Fourche  in  1906. 

* * 

Dr.  Carroll  B.  Welton,  79, 

former  Sioux  Falls  physician 
died  in  Chicago  recently. 

* * * 

Dr.  Kendall  Burns  will  be 
associated  with  Dr.  Erickson, 
Arneson  and  Olson  in  Sioux 
Falls  starting  in  February. 
Dr.  Burns  has  been  a surgeon 
with  the  VA  in  Sioux  Falls. 

* * * 

Dr.  O.  S.  Randall,  Water- 
town,  is  the  new  chief  of  staff 
at  Memorial  Hospital  in  that 
city. 


DOCTOR  JUDD 
RURAL  HEALTH 
SPEAKER 

A physician  statesman  will 
be  the  headline  speaker  at 
the  AMA’s  10  th  National 
Rural  Health  Conference 
February  24-26  at  the  Schroe- 
der  hotel,  Milwaukee,  Wis. 
The  Honorable  Walter  H. 
Judd,  M.D.,  congressional 
representative  from  Minn- 
esota, will  speak  on  “Rural 
Health  and  World  Peace”  at 
the  Friday  evening  banquet. 
Also  featured  on  the  banquet 
program  will  be  the  Medi- 
choir  — composed  of  45  med- 
ical students  from  the  Uni- 
versity of  Wisconsin. 

Other  highhghts  of  the  con- 
ference sponsored  by  AMA’s 
Council  on  Rural  Health  in- 
clude: Panel  discussions  on 
farm  and  home  safety;  family 
responsibility  for  health; 
using  our  present  health  and 
medical  care  resources.  Also, 
a resume  of  success  stories 
including  presentations  on  a 
joint  medical  society-indus- 
try-farm group  medical  clinic 
project  in  Marinette,  Wis.;  a 
seven-northwestern-state  sur- 
vey of  rural  health  facilities; 
a weight  control,  nutrition 
and  health  project  in  Rock- 
ford, 111.,  emphasizing  phys- 
ician-public health-extension 
service  cooperation,  and  se- 
curing a doctor  in  a joint 
community  venture  in  Ten- 
nessee. J.  P.  Schmidt,  pro- 
fessor of  rural  sociology  at 
the  University  of  Ohio,  will 
be  the  general  discussion 
leader. 
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YOUR  INVITATION 

to  the 

59th  ANNUAL  SESSION 

Sioux  Valley  Medical  Association 

Sioux  Falls  — February  22-23 

CATARACT  HOTEL 
TUESDAY.  FEBRUARY  22.  1955 

8:00  P.  M.  Dr.  C.  D.  Cox,  Vermillion,  South  Dakota,  Professor  and  Chairman,  Depart- 

ment of  Microbiology,  School  of  Medical  Sciences,  University  of  South 
Dakota. 

Smoker  and  Dutch  Lunch  to  Follow  (Cottage) 

WEDNESDAY.  FEBRUARY  23.  1955 

8:30  A.  M. Movie. 

9:00  A.  M.  Topic  to  be  Announced  — Robert  Grissom,  M.D.,  Associate  Professor  of 

Internal  Medicine,  University  of  Nebraska  College  of  Medicine,  Omaha, 
Nebraska. 

10:00  A.  M.  “Hypothermia  in  Surgery” 

Intestinal  Obstruction  in  the  Newborn  and  During  Infancy  — F.  J.  Lewis, 
M.D.,  Minneapolis,  Minnesota. 

12:00  A.  M.  Noon  Luncheon 

Medical,  Surgical  and  A.  A.  G.  P.  Round  Table. 

1:30  P.  M.  E.  E.  N.  T.  — Topic  and  Speaker  to  be  Announced. 

2:30  P.  M.  Topic  to  be  Announced  — Robert  Grissom,  M.D.  Associate  Professor  of  In- 

ternal Medicine,  University  of  Nebraska  College  of  Medicine,  Omaha, 
Nebraska. 

3:30  P.  M.  Richard  L.  Varco,  M.D.,  Minneapolis,  Minnesota 

“Surgical  Management  of  Certain  Forms  of  Heart  Disease  — Operative 
Cholangiography  and  Prevention  of  Common  Duct  Strictures.” 

5:30  P.  M.  Social  Hour 

7:00  P.  M.  Banquet 

THURSDAY.  FEBRUARY  24.  1955 

8:30  A.  M.  Movie 

9:00  A.  M.  Pediatric  Gastroenterology  — Gordon  Gibbs,  M.D.,  Associate  Professor  of 

Pediatrics,  University  of  Nebraska  College  of  Medicine,  Omaha,  Nebraska. 

10:00  A.  M.  To  be  Announced  (Orthopedics)  — Robert  T.  McElvenny,  M.D.,  Chicago,  111. 

11:00  A.  M.  . Mannequin  Demonstrations  of  the  Mechanism  of  Labor,  Forceps  Operations 

and  Breech  Delivery  — Ralph  Luikart,  M.D.,  Professor  of  Obstetrics  and 
Gynecology,  University  of  Nebraska,  College  of  Medicine,  Omaha,  Nebraska. 

12:00  Noon  Noon  Luncheon 

Pediatric,  Orthopedic  and  Obstetrical  Round  Table. 

1:30  P.  M.  Pediatric  Endocrinology  — Gordon  Gibbs,  M.D.,  Associate  Professor  of 

Pediatrics,  University  of  Nebraska  College  of  Medicine,  Omaha  Nebraska. 

2:30  P.  M Topic  to  be  Announced  (Orthopedics)  Robert  T.  McElvenny,  M.D.,  Chicago, 

Illinois. 

3:30  P.  M Benign  Lesions  of  the  Cervix;  Diagnosis  and  Treatment  — Ralph  Luikart, 

M.D.,  Professor  of  Obstetrics  and  Gynecology,  University  of  Nebraska  Col- 
lege of  Medicine,  Omaha,  Nebraska. 
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SECTION 


HAROLD  S.  BAILEY,  PH.D. 
EDITOR 

Division  of  Pharmacy 
College  Station,  South  Dakota 
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SMOKING  AND  DEATH  RATES* 
E.  Cuyler  Hammond** 


From  time  immemorial,  men  and  women 
have  derived  pleasure  through  the  artificial, 
unnecessary,  or  excessive  stimulation  of  their 
organs  of  taste  and  smell.  Perhaps  the  gros- 
sest form  of  this  was  banquets  at  which  the 
guests  indulged  in  enormous  quantities  of 
rich  foods  up  to  the  point  of  nausea.  Happily, 
this  is  no  longer  a socially  acceptable  custom; 
but  even  today  no  small  number  of  people  im- 
pair their  health  by  overeating  for  pleasure 
rather  than  for  nourishment.  A far  larger 
number  of  people  — virtually  the  entire  adult 
population  — satisfy  this  urge  by  habitually 
partaking  of  substances  having  little  if  any 
nutritional  value.  The  most  common  of  these 
in  the  Western  world  are  coffee,  tea,  soft 
drinks,  alcoholic  beverages,  perfume,  and 
tobacco.  All  of  them  produce  physiological  or 
psychological  effects  aside  from  taste  and 
smell.  Just  why  people  should  wish  to  use 
them  has  never  been  satisfactorily  explained 
by  either  physiologists  or  psychologists;  but 
any  layman  can  answer  the  question  readily 
enough.  He  will  tell  you  that  he  indulges  in 
his  favorite  habit  because  he  likes  it!  In  my 
opinion,  that  is  a good  and  sufficient  reason 
provided  no  serious  harm  is  done  thereby 
either  to  the  user  or  his  fellow  men.  If  a par- 
ticular habit  is  harmful,  it  is  the  duty  of 
scientists  to  ascertain  the  facts;  it  is  the  duty 
of  public  health  agencies  to  warn  the  public; 

* Presented  before  the  Second  General  Session, 
American  Pharmaceutical  Association  Conven- 
tion, Boston,  August,  1954.  Reprinted  from  the 
Journal  of  the  American  Pharmaceutical  Asso- 
ciation, Practical  Edition,  September,  1954  by 
permission  of  the  A.Ph.A. 

**Director,  Statistical  Research  Section,  Medical 
and  Scientific  Department,  American  Cancer 
Society. 


and  it  is  the  duty  of  the  industry,  with  the 
aid  of  scientists,  to  make  their  products  safe 
for  human  consumption. 

It  is  with  this  point  of  view  in  mind  that  I 
would  like  to  discuss  the  evidence  relating 
to  influence  of  smoking  on  death  rates. 

The  medical  effects  of  smoking  have  been 
under  investigation  for  a great  many  years. 
For  example,  as  early  as  1884  it  was  reported 
that  tobacco  smoke  can  kill  bacteria.  It  looked 
for  a while  as  though  smoking  might  offer 
some  measure  of  protection  against  infections 
of  the  respiratory  system.  There  is  still  a re- 
mote possibility  that  this  may  be  so,  but  it  is 
far  from  being  proved. 

It  was  not  until  1928  that  the  first  important 
scientific  evidence  was  presented  indicating 
that  smoking  might  be  a serious  hazard  to 
life.  In  that  year,  Lombard  and  Doering  of 
the  Massachusetts  Department  of  Health  re- 
ported finding  a far  larger  percentage  of  heavy 
smokers  among  cancer  patients  than  among 
people  free  of  the  disease.  This  was  true  of 
cancer  patients  in  general.  Lung  cancer  was 
not  even  mentioned  in  their  paper. 

Life  Expectancy  of  Smokers 

Some  years  later,  Raymond  Pearl  of  Johns 
Hopkins  University  made  a study  of  the  life 
expectancy  of  white  males  as  related  to  their 
smoking  habits.  His  findings  were  startling. 
Between  the  ages  of  30  and  45,  the  death  rate 
of  heavy  smokers  was  more  than  double  the 
death  rate  of  non-users  of  tobacco.  The  effect 
diminished  with  age,  but  up  to  the  age  of  70 
the  heavy  smokers  had  a higher  death  rate 
than  non-users.  Heavy  smokers  who  survived 
to  70  or  thereabouts  appeared  to  be  “such 
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tough  and  resistant  specimens  that  thereafter 
tobacco  does  them  no  further  measurable 
harm  as  a group.” 

These  findings  may  be  summarized  in  an- 
other way  as  follows:  Consider  a large  num- 
ber of  men  alive  at  age  30.  According  to 
Pearl’s  life  tables,  62  per  cent  of  the  heavy 
smokers  would  die  before  reaching  the  age 
of  65  whereas  only  43  per  cent  of  the  non- 
users would  die  before  the  age  of  65. 

Pearl’s  study  related  to  the  over-all  death 
rate  and  he  published  no  information  as 
to  the  causes  of  death  among  smokers  and 
non-smokers.  However,  such  a large  differ- 
ence as  he  found  could  hardly  have  occurred 
unless  diseases  of  the  cardiovascular  system 
were  involved. 

In  1945  Potter  and  Tully  of  the  Massa- 
chusetts Health  Department  reported  the  re- 
sults of  a study  of  the  smoking  habits  of  2,925 
male  patients  over  40  who  visited  a cancer 
clinic.  They  found  many  more  heavy  smokers 
among  patients  with  cancer  of  the  buccal 
cavity  and  cancer  of  the  lung  than  among 
other  cancer  patients  and  patients  free  of  can- 
cer. A few  years  later,  a number  of  other  in- 
vestigators confirmed  their  findings  in  rela- 
tion to  lung  cancer. 

In  spite  of  all  the  evidence  just  described 
some  doubt  remained  as  to  whether  smokers 
actually  have  a higher  death  rate  than  non- 
smokers.  The  doubt  resulted  from  the  pos- 
sibility that  the  methods  used  in  these  studies 
might  have  yielded  misleading  information. 

Extensive  Study  Under  Way 

In  order  to  ascertain  the  facts  of  the  matter, 
we  in  the  American  Cancer  Society  are  un- 
dertaking a very  large  scale  study  conducted 
by  a totally  different  and  generally  more  re- 
liable method. 

Between  January  1st  and  May  31st  1952, 
22,000  volunteer  researchers  of  the  Society 
collected  information  as  to  the  smoking  habits 
of  190,132  white  men  between  the  ages  of  50 
and  69.  Of  these  187,766  (or  98.8  per  cent) 
were  successfully  traced  through  October  31, 
1953.  A total  of  4,854  of  them  were  reported 
as  having  died  up  to  that  date.  The  findings 
as  reported  in  the  August  7,  1954,  issue  of  the 
Journal  of  the  American  Medical  Association^ 
may  be  summarized  as  follows: 

1 The  Relationship  between  Human  Smoking  Habits 
and  Death  Rates.  E,  C.  Hammond  and  D.  Horn, 
J.  Am.  Med.  Assoc.,  August  7,  1954. 


We  first  classified  the  men  according  to 
their  lifetime  history  of  smoking.  We  then 
computed  the  death  rates  in  each  five-year 
age  group.  The  results  are  shown  in  Figure  1. 
The  solid  line  running  across  the  top  of  the 
chart  indicates  the  death  rates  of  men  who 
said  that  they  had  smoked  cigarettes  regu- 
larly at  some  time  during  their  lives  but  had 
never  smoked  cigars  or  pipes  regularly.  As 
you  see,  these  men  had  by  far  the  highest 
death  rates  in  all  four  age  groups. 

TOTAL  DEATH  RATES 
by 


Figure  1 

The  line  at  the  bottom  represents  death 
rates  among  men  who  said  that  they  had 
never  smoked.  With  one  minor  exception, 
these  non-smokers  had  the  lowest  death  rates. 

Let  us  compare  the  death  rates  per  100,000 
population  of  the  men  who  smoked  cigarettes 
regularly  but  never  smoked  cigars  or  pipes 
with  the  rates  for  men  who  never  smoked. 
In  age  group  50  to  54,  the  rate  for  cigarette 
smokers  was  1,635  as  compared  with  a rate  of 
only  992  for  men  who  never  smoked.  This  is 
a 65  per  cent  difference.  In  age  group  55  to 
59,  the  rates  were  2,773  and  1,729  respectively, 
a difference  of  60  per  cent.  In  age  group  60 
to  64,  the  rates  were  4,322  and  2,145,  respec- 
tively, a difference  of  102  per  cent;  and  in  age 
group  65  to  69,  the  rates  were  5,790  and  4,470, 
respectively,  a difference  of  30  per  cent. 

This  leaves  no  doubt  but  that  men  with  a 
history  of  regular  cigarette  smoking  — at 
least  white  men  between  the  ages  of  50  and 
69  — have  much  higher  death  rates  than  men 
who  never  smoked. 

Men  who  had  smoked  cigarettes  regularly 
but  had  also  smoked  cigars  or  pipes  regularly 
had  somewhat  lower  death  rates  than  men 
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who  had  smoked  cigarettes  only.  This  was  at 
least  partially  due  to  the  fact  that  men  with 
mixed  smoking  habits  smoked  less  cigarettes 
than  men  who  smoked  cigarettes  only. 

TOTAL  DEATH  RATES 


The  death  rates  for  pipe  smokers  were  al- 
most the  same  as  for  men  who  had  never 
smoked,  but  the  death  rates  for  cigar  smokers 
were  a bit  higher. 

Cigarettes  increase  Death  Rates 

Next,  we  wish  to  investigate  the  relative 
effect  of  various  amounts  of  cigarette  smok- 
ing among  men  who  were  smoking  cigarettes 
regularly  at  the  time  of  questioning.  Figure 
2 shows  the  death  rates  of  men  who  were 
smoking  1 pack  or  more  of  cigarettes  a day, 
men  who  were  smoking  1/2  to  1 pack  of  cigar- 
ettes a day,  and  men  who  were  smoking  less 
than  half  a pack  of  cigarettes  a day,  as  com- 
pared with  the  rates  for  men  who  had  never 
smoked.  As  you  can  see  even  men  who 
smoked  regularly  but  less  than  half  a pack 
of  cigarettes  a day  had  higher  death  rates 
than  men  who  never  smoked.  There  is  little 
likelihood  that  this  consistent  finding  in  all 
four  age  groups  was  merely  due  to  chance. 

Except  in  the  oldest  age  group,  the  highest 
death  rates  occurred  among  men  who  smoked 
a pack  or  more  of  cigarettes  a day. 

Having  found  that  regular  cigarette  smokers 
have  a higher  death  rate  than  non-smokers, 
cigar  smokers,  and  pipe  smokers,  our  next 
problem  was  to  ascertain  the  principal  di- 
seases involved. 


Figure  3 

DEATH  RATES  FROM  CORONARY  ARTERY  DISEASE 
by 

Typs  of  Smoking  History  and  by  Age 
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Approximately  46  per  cent  of  the  deaths 
were  due  to  diseases  of  the  coronary  arteries 
according  to  the  doctors  who  signed  the  death 
certificates.  Figure  3 shows  death  rates  from 
coronary  artery  disease  by  smoking  history 
and  by  age.  The  picture  is  very  much  the 
same  as  in  Figure  1 except  that  the  differ- 
ences are  more  extreme.  Men  with  a history 
of  regular  cigarette  smoking  had  the  highest 
coronary  death  rates  in  all  four  age  groups. 

For  example,  compare  the  line  on  the  chart 
for  men  who  never  smoked,  with  the  line  for 
men  with  a history  of  regular  cigarette  smok- 
ing only. 

In  the  youngest  age  group,  the  rate  for  the 
regular  cigarette  smokers  was  766  as  com- 
pared with  only  349  for  the  non-smokers.  In 
age  group  55  to  59  the  comparable  rates  were 
1,331  vs.  689;  in  age  group  60  to  64  they  were 
1,870  vs.  866;  and  in  age  group  65  to  69  they 
were  2,438  vs.  2,084. 

DEATH  RATES  FROM  CANCER  (ALL  SITES) 

by 


Figure  4 
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\ Cancer  was  recorded  as  the  primary  cause 
\ of  death  on  17.4  per  cent  of  the  death  cer- 
j tificates.  Figure  4 shows  the  cancer  death 
t rates  in  relation  to  smoking  habits  and  age. 
All  sites  of  cancer  are  included.  Again  you 
will  note  that  cigarette  smokers  had  by  far  the 
! highest  death  rates.  In  the  two  older  age 
groups  cigar  smokers  had  appreciable  higher 
cancer  death  rates  than  men  who  had  never 
i smoked.  There  is  an  indication  that  pipe 
I smokers  may  also  have  slightly  higher  can- 
cer death  rates  than  men  who  never  smoked. 

A further  analysis  by  site  of  cancer  showed 
that  lung  cancer  death  rates  are  many  times 
higher  among  regular  cigarette  smokers  than 
among  men  who  never  smoked.  However, 
lung  cancer  is  not  the  only  type  of  cancer 
affected  by  smoking.  Cancers  of  other  sites 
are  also  involved.  More  detailed  information 
on  this  will  be  available  after  another  year  of 
follow-up  information  is  available  for 
analysis. 

Clearly,  cigarette  smoking  has  an  influence 
on  death  rates  from  both  coronary  artery  di- 
sease and  cancer.  You  may  ask  which  of  these 
two  effects  is  the  more  important.  The  per- 
centage effect  of  smoking  on  the  death  rate  is 
greater  for  cancer  than  for  heart  disease,  but 
in  terms  of  the  absolute  number  of  people  dy- 
ing the  effect  on  coronary  artery  disease  is 
more  important.  This  is  because  coronary 
artery  disease  is  the  most  common  cause  of 
death  among  men  in  this  age  group. 
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Figure  5 

Figure  5 ilustrates  the  effect  of  smoking  a 
pack  or  more  of  cigarettes  a day.  As  shown 
by  the  tall  bar  at  the  left,  745  deaths  occurred 
among  men  who  were  currently  smoking  a 
pack  or  more  of  cigarettes  a day  at  the  time 
they  were  questioned.  As  shown  by  the  white 


bar  just  to  the  right,  only  426  would  have  died 
had  they  been  subjected  to  exactly  the  same 
death  rates  as  men  who  had  never  smoked. 
This  was  319  more  deaths  than  expected,  or  an 
additional  75  per  cent. 

Of  the  total  additional  deaths,  163  (or  51  per 
cent)  are  attributable  to  disease  of  the  cor- 
onary arteries  and  98  (or  31  per  cent)  are  at- 
tributable to  cancer. 

Having  this  sort  of  evidence,  can  there  be 
any  reasonable  doubt  that  regular  cigarette 
smoking  causes  an  increase  in  death  rates? 
More  specifically  can  there  be  any  reasonable 
doubt  that  regular  cigarette  smoking  causes 
an  increase  in  death  rates  from  coronary 
artery  disease  and  from  lung  cancer  among 
white  men  between  the  ages  of  50  and  69? 

Personally,  I do  not  think  so.  However, 
various  possibilities  should  be  discussed. 

Statistical  studies  are  sometimes  subject  to 
biases  which  invalidate  the  results  or  make 
them  difficult  to  interpret.  This  most  com- 
monly occurs  as  a result  of  some  peculiarity 
in  the  selection  of  subjects  or  as  the  result  of 
some  systematic  error  in  collecting  the  in- 
formation. The  follow-up  method  was  used 
in  our  study  largely  because  it  minimizes 
these  difficulties. 

People’s  memories  as  to  their  past  actions 
are  by  no  means  perfect.  For  this  reason  there 
must  have  been  a certain  margin  of  error  in 
the  information  we  collected  on  the  smoking 
habits  of  the  men.  However,  at  the  time  of 
questioning,  neither  the  men  themselves  nor 
anyone  else  could  have  predicted  which  of 
them  were  destined  to  die  during  the  next 
two  years.  Therefore,  it  is  extremely  unlikely 
that  the  men  who  were  destined  to  die  sys- 
tematically gave  a falsely  high  estimate  of 
their  cigarette  smoking  habits  or  that  those 
destined  to  live  systematically  gave  a falsely 
low  estimate  of  their  cigarette  smoking 
habits.  On  the  contrary,  there  is  every  reason 
to  suppose  that  the  errors  in  the  smoking  his- 
tories were  random  in  this  respect.  If  you 
think  about  the  problem  for  a moment,  you 
will  see  that  such  random  errors  would  tend 
to  lower  rather  than  to  raise  the  association 
between  smoking  habits  and  later  death  rates. 
In  other  words,  the  results  of  our  study  may 
perhaps  give  a slightly  lower  estimate  than 
the  true  degree  of  association  between  cig- 
arette smoking  and  death  rates. 

The  testimony  of  a friend  coupled  with  the 
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issuance  of  a death  certificate  is  certainly 
adequate  proof  that  a man  has  died.  There 
was  no  difficulty  on  this  score  except  for  the 
possibility  that  some  few  deaths  may  not 
have  been  reported  to  us. 

There  is  an  appreciable  margin  of  error  in 
ascertaining  and  reporting  the  primary  cause 
of  death.  This  would  cause  difficulties  only  if 
the  smoking  history  had  an  influence  on  the 
diagnosis  of  the  cause  of  death  made  by  the 
physician  in  dubious  cases.  This  actually  may 
have  occurred  in  some  instances  where  lung 
cancer  was  indicated  as  the  cause  of  death 
without  microscopic  evidence.  However,  this 
could  not  have  invalidated  our  findings  since 
we  found  as  high  an  association  between 
smoking  habits  and  microscopically  proved 
deaths  from  lung  cancer  as  between  smoking 
habits  and  deaths  reported  as  being  due  to 
lung  cancer  without  microscopic  proof. 

It  seems  less  likely,  but  still  possible,  that 
the  smoking  history  may  have  influenced 
some  physicians  to  attribute  death  to  cor- 
onary artery  disease  in  dubious  cases.  How- 
ever, this  would  make  very  little  difference  in 
the  general  conclusions.  We  found  a higher 
death  rate  among  regular  cigarette  smokers 
than  among  non-smokers.  If  by  any  chance 
the  causes  of  death  have  been  incorrectly 
stated,  the  fact  of  death  remains  to  be  reck- 
oned with  — and  from  the  practical  stand- 
point, this  is  the  important  thing. 

Sampling  Was  Comprehensive 

Another  conceivable  source  of  difficulty 
was  in  the  selection  of  men  for  study.  It  is 
hard  to  see  how  this  could  have  occurred,  but 
some  peculiar  selection  of  men  from  different 
parts  of  the  United  States  or  from  cities  and 
rural  areas  might  have  resulted  in  a false  ap- 
pearance of  association  between  smoking 
habits  and  death  rates.  However,  the  study 
was  conducted  in  nine  different  states 
stretching  from  New  Jersey  to  California  and 
the  findings  were  essentially  the  same  in 
each.  We  also  made  separate  analyses  for  men 
living  in  urban  areas  and  men  living  in  rural 
areas  and  again  the  results  were  essentially 
the  same. 

Many  independent  investigators  working  in 
several  countries  and  at  different  times  and 
using  different  techniques  have  all  obtained 
essentially  the  same  results.  There  is  no 
reasonable  doubt  that  the  major  associations 
found  between  smoking  habits  and  death 


rates  are  true  and  are  not  merely  due  to  some 
faulty  statistics.  This,  I believe,  is  now  gen- 
erally accepted. 

However,  some  people  have  suggested  that 
the  relationship  is  not  causal.  In  other  words 
they  have  raised  the  possibility  that  although 
death  rates  from  certain  diseases  are  related 
to  smoking  habits,  nevertheless,  they  suggest, 
cigarette  smoking  is  not  the  cause  of  the 
higher  death  rates. 

How  could  this  be?  It  could  occur  if  the 
same  factor,  at  present  unknown,  causes 
people  to  smoke  and  at  the  same  time  raises 
their  death  rates  from  certain  diseases. 

To  say  the  least,  this  argument  is  difficult 
to  rebut.  I do  not  know  how  one  would  set 
about  disproving  the  existence  of  some  un- 
named, unknown  factor.  In  my  opinion,  the 
burden  of  proof  is  on  those  who  propose  such 
an  hypothesis.  However,  there  are  at  least 
three  possibihties  which  might  be  discussed. 

There  is  a general  impression  that  nervous 
tension  and  certain  types  of  emotional  upset 
tend  to  make  people  smoke  more  heavily. 
Does  such  tension  increase  death  rates  from 
coronary  artery  disease?  If  so,  then  death 
rates  from  this  cause  should  rise  with  increase 
in  tension.  We  have  a little  evidence  bearing 
on  this.  It  is  said,  probably  correctly,  that 
nervous  tension  rose  in  Norway  during  the 
period  of  the  Nazi  occupation  in  World  War 
H.  However,  death  rates  from  cardiovascular 
diseases  declined  markedly.  In  passing,  it 
should  be  noted  that  the  consumption  of  cig- 
arettes also  declined  during  the  Nazi  occupa- 
tion. 

Does  nervous  tension  cause  a tremendous 
increase  in  death  rates  from  lung  cancer?  If 
so,  it  has  yet  to  be  proved. 

Another  idea  is  that  some  abnormality  of 
the  endocrine  system  causes  people  to  smoke 
cigarettes  heavily  and  also  causes  a rise  in 
death  rates  from  coronary  artery  disease  and 
lung  cancer.  This  hypothesis  has  some  in- 
teresting implications.  It  implies  that  cigar- 
ette smokers  are  abnormal  in  this  respect 
which  would  mean  that  a very  large  propor- 
tion of  the  American  people  are  abnormal.  It 
also  implies  that  if  this  malady  is  cured, 
people  will  no  longer  desire  to  smoke  cigar- 
ettes. 

Certain  types  of  hormonal  changes  can 
alter  the  growth  characteristics  of  some  exist- 
ing cancers,  but  there  is  no  evidence  that 
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hormonal  imbalance  is  the  major  cause  of 
lung  cancer  in  man.  Likewise,  I know  of  no 
evidence  that  hormonal  conditions  of  some 
sort  are  the  major  cause  of  smoking.  Consid- 
ering the  number  of  people  who  like  to  smoke 
it  would  appear  that  the  desire  to  smoke  is 
more  normal  than  the  lack  of  such  desire  — 
at  least  by  the  usual  definition  of  the  word 
normal. 

Still  another  possible  suggestion  is  that 
some  inherited  characteristic  predisposes  the 
individual  to  smoke  cigarettes  (usually  start- 
ing when  he  is  in  his  late  teens  or  early 
twenties)  and  also  predisposes  him  to  develop 
coronary  artery  disease  and  lung  cancer 
(usually  after  the  age  of  40).  It  should  be  pos- 
sible to  prove  that  these  two  diseases  are  pri- 
marily hereditary  in  origin,  if  such  is  the  case, 
but  such  proof  is  lacking  at  the  present  time. 
I do  not  know  how  one  would  go  about  prov- 
ing that  smoking  is  a biologically  inherited 
characteristic. 

Relation  of  Cause  and  Effect 

Now  let  us  return  to  the  theory  that 
cigarette  smoking  increases  the  death  rate 
from  these  two  diseases.  Remember  that  an 
association  has  been  established.  The  present 
question  only  concerns  the  problem  as  to 
whether  the  relationship  is  one  of  cause  and 
effect.  Consider  the  following  scattered  bits 
of  evidence: 

1.  Death  rates  from  most  diseases  have  been 
declining  during  the  last  few  decades 
largely  as  the  result  of  the  development 
of  new  drugs  and  more  adequate  public 
health  control  methods.  The  two  most 
notable  exceptions  are  lung  cancer  and 
coronary  artery  disease  both  of  which 
have  risen  dramatically  in  age  standard- 
ized death  rates.  The  consumption  of 
cigarettes  has  risen  greatly  during 
roughly  the  same  period  of  time. 

2.  Death  rates  from  both  of  these  diseases 
are  higher  in  men  than  in  women.  Heavy 
cigarette  smoking  is  more  common 
among  men  than  among  women  in  the 
older  age  groups  where  these  two  di- 
seases are  most  common. 

3.  Death  rates  from  lung  cancer  and  from 
heart  diseases  are  higher  in  urban  areas 
than  in  rural  areas.  We  found  a higher 
percentage  of  heavy  cigarette  smokers 
among  men  living  in  urban  areas  than 
among  men  living  in  rural  areas. 


4.  Material  condensed  from  cigarette  smoke 
has  been  used  to  produce  cancer  of  the 
skin  of  mice. 

5.  Smoking  causes  vasoconstriction  and  an 
increase  in  the  heart  rate  and  blood  pres- 
sure. 

Now  I wish  to  emphasize  that  none  of  the 
bits  of  evidence  just  mentioned  prove  that 
cigarette  smoking  causes  an  increase  in  death 
rates  from  these  two  diseases.  Yet,  I sub- 
mit that  it  would  be  remarkable  coincidence 
for  all  of  these  bits  of  evidence  to  point  in  the 
same  direction  if  the  association  found  be- 
tween cigarette  smoking  and  the  two  diseases 
is  actually  not  due  to  a cause  and  effect  re- 
lationship. Such  coincidences  can  occur,  but 
I would  not  bet  on  it. 

Now,  as  a practical  matter,  what  can  be 
done  about  it? 

A great  many  people,  including  myself, 
like  to  smoke  cigarettes  and  find  it  both  hard 
and  unpleasant  to  give  up  the  habit.  Person- 
ally, I see  nothing  wrong  with  the  desire  to 
smoke  cigarettes  except  for  the  evidence  that 
it  measurably  shortens  life  expectancy. 

A considerable  number  of  farmers,  manu- 
facturers, business  men,  and  others  make 
their  living  out  of  the  sale  of  cigarettes.  This 
is  all  to  the  good. 

In  spite  of  all  evidence,  it  could  be  that  I 
am  wrong  and  that  cigarette  smoking  is  harm- 
less. But  if  I am  right  in  my  conclusions  and 
nothing  is  done  about  it  — and  speedily  — 
thousands  of  people  will  die  at  an  unneces- 
sarily young  age. 

Personally,  I am  hopeful  that  safe  cigarettes 
can  be  developed.  I think  that  there  is  reason 
to  hope  that  this  will  not  take  too  long  if  the 
facts  are  squarely  faced  and  if  well  planned 
research  on  the  subject  is  adequately  sup- 
ported. 

The  reason  for  my  optimism  is  that  differ- 
ent strains  of  tobacco  and  tobaccos  cultivated 
under  different  conditions  vary  greatly  in 
their  chemical  composition.  Differences  in  the 
curing  and  processing  of  tobacco  and  ad- 
ditives put  in  some  cigarettes  increase  the 
variability  still  more.  I am  hopeful  that  only 
certain  types  of  tobacco  now  in  use  are  ser- 
iously harmful  and  that  others  are  relatively 
innocuous.  If  so,  then  the  quickest  solution  to 
the  problem  would  be  to  find  means  of  sep- 
arating the  sheep  from  the  goats. 

(The  graphs  used  in  this  article  are  reproduced 
by  permission  of  the  J.  Am.  Med.  Assoc.  Ed.) 
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ECONOMICS 


STATEMENT  OF  THE  POSITION  OF  THE 
AMERICAN  PHARMACEUTICAL  ASSO- 
CIATION WITH  RESPECT  TO  COMPUL- 
SORY NATIONAL  HEALTH  INSURANCE 


The  issues  involved  in  determining  the  best 
means  for  providing  adequate  medical  care 
to  all  segments  of  the  population  are  suf- 
ficiently urgent  to  require  all  medical  care 
professions  to  make  their  position  clear.  The 
American  Pharmaceutical  Association  does  so 
herewith. 

It  is  recognized  that  public  interest  in  this 
subject  is  becoming  more  intensified  day  by 
day.  Much  information,  both  true  and  false, 
is  being  publicly  disseminated  with  the  result 
that  there  is  need  for  clarifying  the  issues  in 
so  far  as  this  is  possible. 

Not  only  should  the  issues  be  clarified  but 
they  should  be  rationalized  in  terms  of  tra- 
ditional American  principles.  Compulsory 
national  health  insurance  should  be  ex- 
amined in  the  light  of  what  compulsion  in  this 
field  has  accomplished  abroad  and  also  in  the 
light  of  the  changes  which  it  might  conceiv- 
ably bring  about  in  our  democratic  principles. 

If,  as  is  so  strongly  contended  by  some,  com- 
pulsory national  health  insurance  would  bring 
about  the  socialization  of  medicine,  it  would 
seem  totally  unsuited  for  solving  our  prob- 
lems of  medical  care. 

Once  this  socialization  program  is  adopted 
and  enacted  into  law  it  might  well  be  the 
opening  wedge  for  related  movements  which 
might  seek  the  socialization  of  broad  areas  of 
industrial  and  professional  activity. 

Ours  is  not  a socialistic  country  and  there 
would  seem  little  justification  for  resorting 


to  untried  socialistic  experiments  for  meeting 
health  needs  of  our  people. 

There  is,  of  course,  no  proof  that  such  would 
be  the  consequence  of  compulsory  national 
health  insurance.  On  the  other  hand,  it  should 
be  pointed  out  that  this  means  for  providing 
medical  care  has  been  largely  confined  to 
socialistic  countries  where  it  gave  rise  to  or 
became  a part  of  broad  socialistic  movements. 

Basic  Defects  Admitted 

It  must  be  admitted,  too,  that  there  are 
basic  defects  in  the  prevailing  system  of  med- 
ical care.  There  are  certain  segments  of  the 
population  and  certain  sections  of  the  coun- 
try for  which  adequate  medical  care  is  not 
available.  This  deplorable  fact  is  due  in  large 
degree  to  a low  economic  status  and  to  con- 
ditions which  are  not  conducive  to  good  med- 
ical care. 

There  are,  perhaps,  millions  of  our  people 
who  cannot  of  their  own  resources,  provide 
for  themselves  anything  approaching  ade- 
quate medical  care.  There  are  some  parts  of 
the  country  which  are  so  devoid  of  satisfac- 
tory hospital  and  clinical  facilities  as  to  be 
highly  unattractive  to  medical  men  who  are 
accustomed  to  relying  upon  scientific  diag- 
nostic laboratories  such  as  the  modei'n  hos- 
pital provides. 

Obviously  these  two  situations,  not  to  men- 
tion others,  constitute  a challenge  which  must 
be  met.  Such  conditions  are  utterly  inconsis- 
tent with  enlightened  concepts  of  social  and 
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professional  responsibility.  These  defects 
must  be  corrected  as  a matter  of  common  jus- 
tice and  common  decency.  The  question  is  as 
to  the  best  method  to  pursue. 

Competent  Surveys  Needed 

The  American  Pharmaceutical  Association 
is  of  the  opinion  that  competent  surveys 
should  be  made  of  medical  care  conditions  in 
each  state  and  a workable  program  devised  on 
the  basis  of  the  factual  need.  Such  a survey 
would  seem  to  be  necessary  as  obviously  con- 
ditions vary  from  state  to  state  and  between 
sections  of  the  same  state.  Until  the  facts  are 
established  it  would  seem  foolhardy  to  adopt 
a national  health  care  program  based  upon 
sheer  generalities  when  specific  programs 
suited  to  specific  needs  are  so  urgently  re- 
quired. 

The  American  Pharmaceutical  Association 
is  opposed  to  compulsory  national  health  in- 
surance on  several  grounds: 

Among  these  are  its  dubious  value  when 
seen  against  the  background  of  American 
democratic  processes;  the  apprehension  that 
it  would  lower  standards  of  medical  care  and 
probably  make  it  still  more  difficult  to  obtain; 
the  fear  that  it  would  impair  medical  educa- 
tion and  stifle  medical  research;  a conviction 
that  it  would  politicalize  medical  services 
thus  demoralizing  the  field;  a certainty  that 
the  costs  would  be  fantastically  high,  with  no 
one  knowing  what  might  be  the  ultimate  tax 
burden  upon  the  public. 

The  American  Pharmaceutical  Association 
is  also  of  the  opinion  that  compulsory  national 
health  insurance,  while  applicable  at  the  out- 
set to  the  medical  profession  only,  would  in 
due  course  socialize  or  nationalize  pharmacy, 
the  drug  industry  and  all  cognate  branches  of 
medical  care.  The  costs  of  all  phases  of  med- 
ical care  would,  in  time,  have  to  conform  to 
the  financial  exigencies  of  the  insurance  pro- 
gram. Certain  restrictions,  many  of  them  un- 
desirable, would  inevitably  be  placed  upon 
the  scope  and  nature  of  medical  services  if  the 
costs  were  not  to  rise  to  confiscatory  levels. 

The  American  Pharmaceutical  Association 
holds  to  the  conviction  that  voluntary  health 
insurance  programs  should  be  encouraged  by 
the  Federal  government  and  the  public  and 
should  be  expanded  and  amplified  as  rapidly 
as  possible.  These  voluntary  programs  should 
be  examined  to  determine  their  flexibility 
and  also  to  ascertain  how  fully  they  do  or  can 


meet  the  over-all  health  needs  of  the  insured. 

If  these  voluntary  plans  do  not  supply  ade- 
quate coverage  at  a cost  within  the  reach  of 
those  in  need  of  it,  they  should  be  revised  so 
as  to  provide  this  coverage  at  this  cost.  Par- 
tial coverage  at  high  cost  cannot  meet  the 
requirements  for  adequate  medical  care.  This 
phase  of  the  subject  should  be  inquired  into 
promptly  and  proper  steps  taken  to  correct 
whatever  defects  may  be  found. 

The  American  Pharmaceutical  Association 
is  also  of  the  opinion  that  once  health  con- 
ditions and  medical  facilities  in  each  state 
have  been  competently  surveyed  and  eval- 
uated, medical  care  programs  should  be  de- 
vised to  meet  the  needs  specifically  shown. 

It  may  well  be  that  governmental  partici- 
pation would  be  required  to  provide  hospital 
and  diagnostic  facilities  and  to  aid  in  securing 
physicians  and  other  health  care  professions 
to  participate  in  those  areas  now  so  much  in 
lack  of  them. 

The  nature  of  this  participation  should  be 
carefully  studied  so  as  to  assure  its  being  con- 
sistent with  sound  medical  administration. 

Facts  Required  on  Medically  Indigent 

It  may  be,  too,  that  surveys  are  required  to 
ascertain  the  number  of  medically  indigent 
in  all  portions  of  the  United  States.  Once  the 
facts  are  in  hand,  some  plan  should  be  worked 
out  with  governmental  support  and  coopera- 
tion for  providing  the  medically  indigent  with 
adequate  medical  care. 

This  should  be  done  not  on  a charitable 
basis,  but  as  a matter  of  right.  This  country 
should  be  intelligent  enough  and  resourceful 
enough  to  see  to  it  that  adequate  medical  care 
is  denied  none. 

In  this  phase  of  the  subject,  however,  the 
federal  government  should  supplement  activ- 
ities of  the  medical,  pharmaceutical  and  other 
health  professions  rather  than  attempt  to 
supplant  them.  Medical  care  is  basically  and 
essentially  a medical  problem.  It  can  only  be 
solved  with  the  active  support  and  under- 
standing cooperation  of  the  health  profes- 
sions. 

It  is  the  conviction  of  the  American  Phar- 
maceutical Association  that  greater  progress 
would  be  made  toward  the  solution  of  na- 
tional health  problems  if  they  were  regarded 
less  from  the  standpoint  of  their  political  sig- 
nificance and  more  as  truly  medical  matters. 

(Continued  on  Page  34) 
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^HHuai  Clinical  Ccn^etence 

CHICAGO  MEDICAL  SOCIETY 

March  1-2-3-4,  1955  . . . Palmer  House,  Chicago 

DAILY  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS  AND  SPEAKERS  on  sub- 
jects of  interest  to  both  general  practitioner  and  specialist. 

PANELS  ON  TIMELY  TOPICS. 

MEDICAL  COLOR  TELECASTS. 

TEACHING  DEMONSTRATIONS. 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time-saving  TECHNICAL  EX- 
HIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservation 
at  the  Palmer  House. 


Whenever  You  Are  In  Sioux  Falls 

Be  Sure  and  Visit  Our  New  Store  . . . 


Complete  Line  of  Exjuipment,  Supplies  and  Drugs 

KREISER’S  Inc.  2Ist  & Minn.  Sioux  Falls,  S.  D. 
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PHELANTIN  KAPSEALS 

Description:  A combonation  of  100  mg.  (iy2 
gr.)  Dilantin,  30  mg.  (1/2  gr.)  phenobarbital 
and  2.5  mg.  (1/25  gr.)  desoxyephedrine  hy- 
drochloride in  capsule  form. 

Indications:  The  specific  anticonvulsive  ac- 
tivity of  Dilantin  and  phenobarbital  is  well 
known.  Many  patients  are  adequately  pro- 
tected by  the  use  of  Dilantin  alone.  How- 
ever, some  patients  require  a combination 
of  both  Dilantin  and  phenobarbital  to  ob- 
tain the  specific  effects  of  each  agent  on  the 
cerebral  cortex.  In  many  of  these  instances, 
the  phenobarbital  has  the  disadvantage  of 
causing  the  patient  to  become  drowsy  due 
to  its  sedative  effect.  The  cerebral  stimu- 
lating action  of  desoxyephedrine  tends  to 
overcome  or  minimize  such  effects.  Phelan- 
tin  Kapseals  fill  this  need. 

Dosage:  The  recommended  initial  dosage  for 
children  over  six  years  of  age  and  adults  is 
one  Kapseal  two  or  three  times  daily.  The 
dosage  can  be  increased  gradually  until  the 
desired  clinical  effect  is  reached.  For  most 
adults,  the  average  maintenance  dosage  is 
three  or  four  Kapseals  daily.  This  can  be 
increased  to  six  Kapseals  daily,  if  necessary. 
In  children,  the  average  maintenance  dos- 
age is  two  or  three  Kapseals  daily. 

How  Supplied:  In  bottles  of  100  Kapseals 
each. 

Source:  Parke,  Davis  and  Company. 

ROBITUSSIN  A-C 

Description:  Each  5 cc.  (1  teaspoonful)  of  Ro- 
bitussin  A-C  (Robitussin  with  Antihis- 
tamine and  Codeine)  contains  glyceryl 
guaiacolate  100  mg.,  desoxyephedrine  hy- 
drochloride 1 mg.,  prophenpyridamine 
maleate  7.5  mg.,  and  codeine  phosphate  10.0 


mg.,  in  a palatable  aromatic  syrup. 

Action  and  Indications:  Robitussin  A-C  pro- 
vides the  expectorant-antitussive  action  of 
glyceryl  guaiacolate  and  desoxyephedrine 
hydrochloride  augmented  by  the  antihis- 
taminic  action  of  prophenpyridamine  and 
the  cough-suppressant  effects  of  codeine.  It 
is  an  “exempt  narcotic.”  Indicated  in  com- 
prehensive treatment  of  cough  in  acute 
head  and  chest  colds;  acute  and  chronic 
bronchitis;  laryngitis,  pharnygitis,  tra- 
cheitis; pertussis;  influenza;  measles;  pul- 
monary tuberculosis;  spasmodic  bronchial 
cough,  without  dyspnea,  in  children  as 
manifestation  of  allergy;  cough  associated 
with  or  accompanying  cardiac  disease. 

Dosage:  Adults,  1 or  2 teaspoonfuls  every  2 to 
3 hours  as  necessary.  Children,  1/2  to  1 tea- 
spoonful according  to  age,  3 or  more  times 
daily. 

Contraindications:  Caution  is  recommended 
in  advanced  cardiovascular  disease  on  the 
basis  of  desoxyephedrine  if  there  is  any 
trend  toward  acceleration  of  the  pulse  or 
elevation  of  the  blood  pressure. 

Available:  Pints  and  gallons. 

Source:  A.  H.  Robins  Co.,  Inc.,  Richmond  20, 
Va. 

DEPO-TESTADIOL 

Description:  A combination  of  testosterone 
cyclopentylpropionate  and  estradiol  17- 
cyclopentylpropionate  (50  mg.  and  2 mg.) 
with  chlorbutanol  in  cottonseed  oil. 

Indications:  Designed  for  control  of  meno- 
pausal symptoms  and  for  its  anabolic  effects 
in  older  patients,  Depo-Testadiol  is  said 
to  give  smoother  and  more  prolonged 
effects  than  the  more  rapidly  absorbed  male 
and  female  hormones  now  generally  used. 
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A one  cc.  dose  provides  from  three  to 
eight  weeks  duration  of  action. 

Dosage:  Parenterally,  one  cc. 

How  Supplied:  10  cc.  multiple  dose  vials. 

Source:  The  Upjohn  Company. 

PERITRATE  — NEW  DOSAGE  FORMS 

Description:  Two  new  dosages  of  Peritrate 
tetranitrate,  the  vasodilator  used  in  the 
long-term  preventive  treatment  of  angina 
pectoris,  are  being  made  available. 

Peritrate  10  mg.  enteric  coated  is  offered 
for  patients  who  are  subject  to  nighttime 
attacks.  One  or  two  tablets  of  the  enteric 
coated  tablets  plus  the  regular  Peritrate 
dosage  are  suggested  for  all-night  protec- 
tion. 

Peritrate  is  also  being  made  available  in 
20  mg.  plain  tablets,  supplementing  the 
standard  10  mg.  tablets  currently  available. 

How  Supplied:  Both  dosage  forms  are  sup- 
plied in  bottles  of  100  and  500  tablets. 

Source:  Warner-Chilcott  Laboratories. 

ROMILAR  HYDROBROMIDE 

Description:  Romilar  hydrobromide,  brand  of 
dextromethorphan  HBr,  is  d-3-methoxy-N- 
methylmorphinan  HBr. 

Action  and  Indications:  Romilar  is  a synthetic, 
non-narcotic  drug  having  the  same  anti- 
tussive  action  as  codeine. 

Romilar  represents  a significant  advance 
in  cough  therapy  since  it  has  a specific 
effect  in  suppressing  the  cough  reflex  — 
without  causing  addiction  or  constipation. 
Published  statistical  analyses  of  more  than 
18,000  observations  made  during  clinical 
comparison  of  Romilar  and  codeine  have 
established  that  10  mg.  of  Romilar  is 
equivalent  in  antitussive  activity  to  15  mg. 
of  codeine.  Unlike  codeine,  however,  Rom- 
ilar is  non-narcotic;  it  has  no  analgesic  ac- 
tivity, no  constipating  effect  and  no  addic- 
tion liability. 

How  Supplied:  Double-scored  oral  10-mg. 
tablets  in  bottles  of  20,  100  and  500.  A syrup 
form  containing  10  mg/4  cc.  is  supplied  in 
4 oz.,  16  oz.  and  gallon  size. 

AUREOMYCIN  CALCIUM  CREAM 

Description:  Aureomycin  Calcium  3%  with 
zinc  oxide  is  a cream  base. 

Indications:  Intended  for  the  prevention  and 
treatment  of  infection  in  minor  cuts  and 
abrasions. 

Dosage:  Applied  topically,  preferably  on 
sterile  gauze  once  or  twice  a day. 


Source:  Lederle  Laboratories. 

AUREOMYCIN  POWDER 

Description:  One  percent  benzocaine  and  two 
percent  aureomycin  in  powder  base. 

Indications:  For  veterinary  use  in  the  treat- 
ment of  pink  eye  and  superficial  skin 
wounds. 

Dosage:  The  flexible  plastic  spray  bottle 
allows  the  powder  to  be  dispersed  in  a fine, 
even  spray  that  penetrates  to  the  skin  and 
spreads  over  the  infected  area. 

How  Supplied:  In  35  grams  polyethylene 
bottles. 

Source:  Lederle  Laboratories. 

VETSTREP  SPRAY 

Description:  Dihydrostreptomycin  supplied  in 
a 12  oz.  aerosol  pressurized  spray. 

Indications:  For  treating  chronic  respiratory 
disease  of  chickens  (CRD;  air  sac  disease). 

Dosage:  ‘Vetstrep’  Spray  is  administered  to 
the  affected  birds  at  night.  Doors  and  win- 
dows in  the  poultry  house  are  closed,  and 
lights  are  kept  off.  The  operator  locates  the 
birds  with  a hooded  flashlight,  and,  at  a 
distance  of  four  or  five  feet  from  the  near- 
est bird,  directs  the  spray  just  over  the 
birds’  heads,  so  that  the  medication  settles 
over  them.  Contents  of  the  container  are 
discharged  in  about  30  seconds,  and  during 
this  period,  the  spray  is  moved  over  a group 
of  100  birds  so  that  the  flock  is  uniformly 
exposed  to  the  aerosol. 

How  Supplied:  In  a 12  oz.  pressurized  spray 
container.  One  container  treats  100  birds. 

Source:  Merck  and  Co.  (The  product  is  being 
made  available  to  wholesale  distributors 
and  to  veterinary  product  manufacturers 
for  sale  under  the  Merck  trade  name  ‘Vet- 
srep’  Spray,  or  under  their  own  trade 
names. 

BIOLATOR  NEWCASTLE  VACCINE 

Description:  A live  virus  vaccine  for  immun- 
ization against  Newcastle  Disease  in  chic- 
kens prepared  in  dust  form. 

Dosage:  Immunization  by  dust  must  be  ac- 
complished in  a closed  area.  All  doors  and 
windows  should  be  closed  and  ventilating 
fans  should  be  shut  off  for  15  to  30  minutes 
so  that  the  birds  will  breathe  the  dust  par- 
ticles in  high  concentrations.  The  dust 
pump  should  be  reserved  exclusively  for 
immunization  purposes. 

Each  dose  vial  of  Biolator  Newcastle  Vac- 
(Continued  on  Page  34) 
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PHARMACY  STUDENTS 
GIVE  CARE  PACKAGES 

Four  needy  families  in 
foreign  countries  will  receive 
$10.00  CARE  packages  as  a 
result  of  a Christmas  party 
given  by  the  South  Dakota 
State  College  Student  Branch 
of  the  American  Pharmaceu- 
tical Association. 

Instead  of  exchanging  gifts 
at  the  annual  Christmas 
party  Wednesday  evening, 
December  8,  the  State  Col- 
lege group  donated  to  the 
fund  to  purchase  the  parcels. 
A total  of  $40.00  was  collec- 
ted. 

Attending  the  party  were 
members  of  the  student 
branch,  students  in  the  nurs- 
ing education  department, 
faculty  members  in  the  Di- 
vision of  pharmacy  and 
families. 


UPJOHN  COMPANY 
OPENS  DENVER 
BRANCH  TO  SUPPLY 
WESTERN  SOUTH 
DAKOTA 

A modern,  new  branch  of- 
fice, designed  to  more  ef- 
ficiently serve  the  rapidly- 
growing  Rocky  Mountain 
area,  has  been  placed  in  op- 
eration by  The  Upjohn  Com- 
pany, Kalamazoo,  Michigan, 
pharmaceutical  firm. 

W.  F.  Allen,  vice  president 


and  director  of  sales,  an- 
nounced that  George  H.  For- 
ney, formerly  divisional  sales 
manager  of  the  Upjohn  office 
in  Kansas  City,  has  been 
named  sales  manager  of  the 
new  Denver  branch.  William 
F.  Barry,  formerly  of  Chi- 
cago, has  been  appointed  of- 
fice manager  in  Denver. 

The  new  branch,  modern 
in  design,  contains  more  than 
24,000  square  feet  of  floor 
space  and  has  warehouse 
space  to  expedite  the  distri- 
bution of  pharmaceuticals  to 
a six-state  area  including 
Colorado,  Utah,  New  Mexico 
and  parts  of  Wyoming,  Ne- 
braska and  South  Dakota. 


LILLY  SETS  UP  AG 
PRODUCTS  DIVISION 

Eli  Lilly  and  Company  has 
set  up  a new  Agricultural 
Products  Division  to  enter 
the  farmers’  market. 

O.  B.  Swearingen,  director 
of  the  new  division,  says  that 
advance  orders  already  in- 
dicate a heavy  demand  for 
the  division’s  first  product, 
‘Stilbosol’  (Diethylstilbestrol 
Premix,  Lilly). 

Research  trials  have  dem- 
onstrated that  oral  diethyl- 
stilbestrol greatly  stimulates 
the  growth  of  fattening  cattle. 
Swearingen  said  that  in  100 
days  ‘Stilbosol’  can  put  an 


extra  50  to  75  pounds  of  beef 
on  a fattening  steer  for  an  in- 
vestment of  $1  or  less. 

The  discovery  of  the 
growth-stimulating  effects  or 
oral  diethylstilbestrol  on 
both  steers  and  heifers  was 
announced  last  February  by 
Iowa  State  College.  Dr.  Wise 
Burroughs,  C.  C.  Culbertson, 
and  their  associates  in  the 
animal  husbandry  depart- 
ment conducted  the  basic  re- 
search. Eli  Lilly  and  Com- 
pany has  been  licensed  to 
make  and  market  the  premix 
under  an  application  for  a 
patent  by  the  Iowa  State  Col- 
lege Research  Foundation  at 
Ames.  The  Lilly  product  is 
the  first  to  become  available 
to  the  farmer  and  feeder  in 
cattle  feed  supplements. 

The  premix  is  not  sold  di- 
rectly to  farmers  and  feeders 
but  to  qualified  feed  manu- 
facturers for  addition  to  their 
supplement  formulas. 

Swearingen  said  the  new 
product  is  being  mixed  at  the 
company’s  Tippecanoe  Lab- 
oratories near  Lafayette,  In- 
diana, and  shipped  only  to 
those  manufacturers  who 
qualify  under  federal  and 
state  government  regula- 
tions. 

‘Stilbosol’  is  being  mark- 
eted in  10-pound  bags  (four 
to  a carton)  and  in  50-pound 
bags.  A 10-pound  bag  of  pre- 
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mix  is  added  to  a ton  of  feed 
supplement.  When  it  is  scien- 
tifically distributed  through 
the  feed,  the  daily  ration  of 
2 pounds  per  head  provides  10 
milligrams  of  diethylstilbes- 
trol.  This  is  the  amount 
which  gave  best  results  in 
the  Iowa  State  experiments. 

Nearly  100  feed  manufac- 
turers, including  most  of  the 
top  feed  producers  in  the 
country,  already  have  made 
supplemental  applications  to 
include  ‘Stilbosoh  in  their 
formulas.  The  applications 
are  supplemental  to  Lilly’s 
effective  new  drug  applica- 
tion. 

Field  trials  of  the  premix 
by  cattle  feeders  have  im- 
pressed the  feed  manufac- 
turers by  demonstrating  that 
the  results  obtained  in  re- 
search by  Iowa  State  and 
Lilly  can  be  duplicated  or 
even  exceeded  in  commercial 
drylot  feeding  operations. 

A summary  of  Iowa  State 
and  Lilly  research  studies 
shows  that  oral  diethylstil- 
bestrol  in  proper  amounts: 

1.  Cut  feed  costs  by  2 to  4 
cents  per  pound  of  grain. 

2.  Increased  daily  gains  by 
¥2  to  % pound. 

3.  Produced  good  to  choice 
beef  for  as  little  as  18.3 
cents  a pound,  based  on 
feed  costs  during  the 
period  from  October  23, 

1953,  to  February  12, 

1954. 

4.  Boosted  the  profit  mar- 
gin per  steer  as  much  as 
$21.90. 


VICK  CHEMICAL 
SPONSORS  PHARMACY 
AWARDS 

The  Vick  Chemical  Com- 
pany has  announced  the  in- 
auguration of  the  Lunsford 
Richardson  Pharmacy 
Awards  for  senior  and  grad- 
uate students  in  pharmacy. 

Cash  awards  of  $1,000  will 
be  given  to  senior  and  grad- 
uate students  of  pharmacy  in 
each  of  four  different  regions 
of  the  United  States  for  the 
best  papers  on  any  of  the 
selected  subjects  listed. 

Cash  awards  of  equal 
amount  will  be  given  to 
schools  attended  by  winning 
students  in  each  region. 

Established  in  honor  of 
Lunsford  Richardson  (1854- 
1919),  founder  of  the  Vick 
Chemical  Company,  and  his 
son  Lunsford  (1891-1953),  who 
became  President  and  later 
Chairman  of  the  Board  of 
Directors  of  the  Company, 
the  first  awards  will  be  made 
about  June  1,  1955. 

The  purpose  of  the  Luns- 
ford Richardson  Pharmacy 
Awards  is  to  encourage  and 
stimulate  the  senior  and  grad- 
uate student; 

1.  To  explore  and  investigate 
current  problems  of  phar- 
macy. 

2.  To  summarize  and  present 
their  findings  for  the  bene- 
fit of  other  students  and 
investigators. 

3.  To  broaden  the  scope  of 
their  interest  in  the  pro- 
fession of  pharmacy. 

The  applicant  may  submit 
a paper  on  any  pharmaceu- 
tical aspect  of  one  of  the  fol- 
lowing general  subjects: 

1.  Drug  Analysis 

Entries  may  include  papers 
on  instrumentation,  an- 
alytical problems,  includ- 


ing general  procedures  like 
chromatography  or  new 
methods  for  specific  com- 
pounds or  classes  of  com- 
pounds, etc. 

2.  Formulation  and  Stability 

Problems 

Entries  may  include  papers 
on  specific  and  general 
formulation  and  stability 
problems,  new  dosage 
forms,  preservatives,  tablet 
manufacture,  etc. 

3.  Vegetable  Drugs 

Entries  may  consist  of 
papers  on  isolation,  iden- 
tification, analysis,  proof 
of  structure,  synthesis, 
evaluation  and  experimen- 
tation of  any  vegetable 
drug. 

4.  The  Pharmacist's  Role  in 
Civic  and  Professional  Life 

Entries  may  include  papers 
on  such  topics  as  “How 
Can  Pharmacists  Keep  A- 
breast  of  Advances  in 
Therapy?”,  “Improving 
the  Relationship  Between 
Pharmacists  and  Phys- 
icians,’’ “The  Role  of 
Pharmacy  in  the  Health 
Profession,”  “Responsi- 
bility of  the  Pharmacist  to 
His  Community,”  etc. 

Dr.  Louis  C.  Zopf,  Dean, 
School  of  Pharmacy,  State 
University  of  Iowa  and 
Chairman,  Executive  Com- 
mittee American  Association 
of  Colleges  of  Pharmacy;  Dr. 
Justin  Powers,  Editor,  Scien- 
tific Edition,  Journal  of  the 
American  Pharmaceutical 
Association  and  Chairman, 
Committee  on  National  Form- 
ulary; ; and  Dr.  Lloyd  Miller, 
Director  of  Revision,  U.  S. 
Pharmacopeia  have  been 
selected  to  judge  the  manu- 
scripts. 
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MASSACHUSETTS 

OUTLAWS  DOCTOR 

DISPENSING  OF 

HARMFUL  DRUGS 

Governor  Christian  Herter 
on  June  7,  1954  signed  into 
law  a bill  which  amends  the 
prescription  sections  of  the 
Massachusetts  food  and  drug 
law. 

The  most  notable  feature 
of  this  law  is  that  under  its 
provisions  it  is  made  illegal 
for  a pharmacist  to  prescribe 
and  for  a doctor  to  dispense 
any  “harmful  drug.” 

The  law  defines  a “harm- 
ful drug”  as  one  whose  label 
bears  the  words  “Caution  — 
Federal  law  prohibits  dispen- 
sing without  prescription.” 

The  doctor  and  pharmacist 
limitations  are  so  clearly 
stated  in  the  law  that  no  ex- 
planation is  required.  They 
are  as  follows:  "No  person 
shall  sell  or  offer  for  sale  at 
retail  or  dispense  or  give 
away  any  harmful  drug  to 
any  person  other  than  a 
physician,  dentist  or  vet- 
erinarian, except  upon  oral 
or  written  prescription  . . .” 
“A  physician,  dentist  or  vet- 
erinarian may  personally  ad- 
minister any  harmful  drug  at 
such  time  and  under  such 
circumstances  as  he,  in  good 
faith  and  in  the  legitimate 
practice  of  medicine,  believes 
to  be  necessary  for  the  alle- 
viation of  pain  and  suffering 
or  for  the  treatment  or  alle- 
viation of  disease.” 

These  limiting  provisions 
are  so  completely  in  accord 
with  the  codes  of  ethics  of 
both  medicine  and  pharmacy 
that  it  is  widely  felt  by  mem- 
bers of  both  professions  that 
the  provisions  may  well  be  a 
model  for  drug  laws  in  other 
states. 

Like  the  federal  food,  drug. 


and  cosmetic  law,  the  new 
law  allows  all  drugs,  except 
narcotic  drugs,  to  be  pre- 
scribed by  oral  or  written 
prescription. 

A “written  prescription” 
is  defined  for  a “harmful 
drug.”  To  be  a legal  pre- 
scription each  of  the  follow- 
ing elements  must  be  on  the 
prescription  before  it  may  be 
filled  (only  the  doctor’s  sig- 
nature must  be  in  his  hand- 
writing) the  date,  the  pa- 
tient’s name,  the  name  and 
amount  of  the  drug  pre- 
scribed, the  directions  for  use 
and  any  cautionary  state- 
ments needed,  the  number  of 
times  to  be  refilled,  the  doc- 
tor’s signature,  and  the  doc- 
tor’s address. 

An  “oral  prescription”  to 
be  legal  must  be  immediately 
copied  on  a regular  pre- 
scription form  by  the  phar- 
macist and  must  contain  the 
following:  the  name  and  ad- 
dress of  the  prescriber,  and 
if  the  prescription  was  trans- 
mitted to  the  pharmacist  by 
an  expressly  authorized  rep- 
resentative of  the  prescriber, 
the  name  of  such  authorized 
representative  of  the  pre- 
scriber, the  name  of  the  pa- 
tient (except  when  an  an- 
imal), the  name  and  amount 
of  the  drug,  the  directions 
and  cautionary  statements, 
the  number  of  refillings  per- 
mitted, the  name  of  the  phar- 
macist receiving  the  prescrip- 
tion, and  the  date  when  the 
prescription  was  received. 
Before  the  prescription  is 
completely  legal,  it  must  be 
given  a serial  number  by  the 
pharmacist. 

Oral  prescriptions  for 
“harmful  drugs”  must  be  re- 
placed or  substantiated  by 
written  prescriptions.  The 
law  places  solely  upon  the 


prescribing  doctor  the  duty 
of  delivering  to  the  phar- 
macist, within  seven  days 
thereafter,  a written  prescrip- 
tion for  the  “harmful  drug” 
prescribed  orally.  A fine  of 
twenty-five  dollars  for  each 
violation  or  failure  to  de- 
liver such  written  prescrip- 
tion is  provided,  except  that 
the  assessment  of  such  fines 
is  delayed  until  after  January 
1,  1956.  Neither  medicine  nor 
pharmacy  representatives 
were  convinced  that  this  pro- 
vision was  necessary,  but 
agreed  that  in  theory  at  least 
it  may  aid  enforcement  work 
and  should  therefore  be  al- 
lowed a fair  trial. 

The  sale  and  delivery  of 
“harmful  drugs”  by  manu- 
facturers, wholesalers,  and 
distributors  is  restricted  to 
licensed  wholesale  drug 
dealers,  licensed  pharmacists 
in  licensed  establishments, 
licensed  hospitals,  sanitar- 
iums, and  clinics,  govern- 
mental hospitals  or  sanitar- 
iums, and  officials  of  scien- 
tific institutions. 

The  enforcement  of  the  law 
and  the  rule  and  regulation 
making  authority  is  granted 
by  the  law  to  the  board  of 
pharmacy  and  the  depart- 
ment of  public  health  acting 
jointly. 

In  other  respects  the  Massa- 
chusetts law  is  like  the  fed- 
eral law.  Both  oral  and  writ- 
ten prescriptions  may  be  re- 
filled for  the  “harmful  drug” 
if  the  authorization  is  present 
on  the  original  prescription 
or  is  later  received  orally  or 
in  writing. 

Because  the  law  is  based 
upon  a clear  understanding 
of  the  professional  obliga- 
tions and  ethics  of  both  med- 
icine and  pharmacy,  and  be- 
cause joint  and  cooperative 
(Continued  on  Page  34) 
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RECENT  PHARMACEUTICAL  SPECIALTIES 
INDEX 

Volume  VII,  1954 
By  Product 


Abdol  with  Minerals 422  Nov. 

(Parke-Davis) 

Achromycin  Intramuscular  290  Aug. 

(Lederle) 

Achromycin  Ointment 291  Aug. 

(Lederle) 

Achromycin  Ophthalmic  Oint.  338  Sept. 

(Lederle) 

Achromycin  Tablets  87  Mar. 

(Lederle) 

Achromycin  Tablets 291  Aug. 

(Lederle) 

Acylanid  455  Dec. 

(Sandoz) 

Aerodrin  Intranasal  Solution 455  Dec. 

(Burroughs-Wellcome) 

Alevaire  . 383  Oct. 

(Winthrop-Stearns) 

Ambenyl  422  Nov. 

(Parke-Davis) 

Ambodryl  Hydrochloride,  Steri-Vial 292  Aug. 

(Parke-Davis) 

Amphedase  Kapseals 128  Apr. 

(Parke-Davis) 

Amphedase  with  Phenobarbital 423  Nov. 

(Parke-Davis) 

Ansolysen 456  Dec. 

(Wyeth) 

Antepar  Citrate  Syrup 162  May 

(Burroughs-Wellcome) 

Antirabies  Serum  235  July 

(Lederle) 

Arfonad  __  384  Oct. 

(Hoffmann-LaRoche) 

Aureomycin  Calcium  Oral  Drops 129  Apr. 

(Lederle) 

Bardase  197  June 

(Parke-Davis) 

Blastomycin 337  Sept. 

(Parke-Davis) 

Blue  Tongue  Vaccine  ....  338  Sept. 

(Lederle) 

Broxolin  Vaginal  Tablets 383  Oct. 

(Breon) 

Brucella  Abortus  Tube  Antigen  424  Nov. 

(Lederle) 

BSP  Liquid 236  July 

(Glidden) 

Caligesic  Ointment 24  Jan. 

(Sharp  & Dohme) 

Camoform 422  Nov. 

(Parke-Davis) 

Cebenase 423  Nov. 

(Upjohn) 

Century-Pak 23  Jan. 

(Lederle) 

Chloromycetin  Hydrocortisone 

Ophthalmic  382  Oct. 

(Parke-Davis) 

Chloromycetin  Intramuscular 340  Sept. 

(Parke-Davis) 

Chloromycetin,  Intravenous  form 163  May 

(Parke-Davis) 

Cogentin 454  Dec. 

(Shaij)  & Dohme) 

Co  Pyronil  Suspension 163  May 

(Lilly) 

Coricidin  with  Penicillin  Powder 456  Dec. 

(Schering) 

Dental  X-ray  Developer 132  Apr. 

(Dupont) 

Diamox  Intravenous  422  Nov. 

(Lederle) 

Donnagel  291  Aug. 

(Robins) 


Duotrone  Oral  and  Injectable 197  June 

(U.  S.  Standard  Products) 

Elixir  Gerix 198  June 

(Abbott) 

Erysipelas  Vaccine 88  Mar. 

(Lederle) 

Expasmus 383  Oct. 

(Smith) 

Extralin  F 162  May 

(Lilly) 

Femandren  Linguets 133  Apr. 

(Ciba) 

Furadantin  Diagnostic  Tablets 23  Jan. 

(Eaton) 

Furadantin  Pediatric  Suspension 163  May 

(Eaton) 

Furoxone  24  Jan. 

(Eaton) 

Gantrisin  Ophthalmic  Solution  384  Oct. 

(Hoffmann-LaRoche) 

Hydrocortone  Acetate  Ophthalmic 

Preparations 25  Jan. 

(Merck) 

Hydrocortone  Acetate  Topical  Ointment  ....  24  Jan. 
(Merck) 

Hydrocortone  Infusion  Concentrate 383  Oct. 

(Sharp  & Dohme) 

Hydrocortone  Lotion 383  Oct. 

(Sharp  & Dohme) 

Ilotycin  Drops 423  Nov. 

(Lilly) 

Ilotycin  I.  V.  Glucoheptonate  Ampoules 87  Mar. 

(Lilly) 

Ilotycin,  Ophthalmic  Oint. 291  Aug. 

(Lilly) 

Indon 197  June 

(Parke-Davis) 

Infiltrase 339  Sept. 

(Armour) 

Intribex  Kapseals 382  Oct. 

(Parke-Davis) 

Ledercillin  in  Oil  __  — . 236  July 

(Lederle) 

Lederle  Professional  Veterinary 

Products 290  Aug. 

(Lederle) 

Lente  Iletin  338  Sept. 

(Lilly) 

Marezine  Hydrochloride  133  Apr. 

( Burroughs- W ellcome) 

Mumps  Antigen  for  skin  test  86  Mar. 

(Lederle) 

Mycostatin  454  Dec. 

(Squibb) 

Neosporin  Antibiotic  Oint.  Ophthalmic 424  Nov. 

(Burroughs-Wellcome) 

Nidar 235  July 

(Armour) 

Pagitane  Hydrochloride 87  Mar. 

Pamine  Bromide  Syrup 457  Dec. 

(Upjohn) 

Pamine  with  Phenobarbital  drops 457  Dec. 

(Upjohn) 

Paratyphoid  Cantigen  290  Aug. 

(Lederle) 

Penasoil  Suspension 128  Apr. 

(Parke-Davis) 

Penasoid  Suspension 236  July 

(Parke-Davis) 

Penasoid  Suspension  with  triple  sulfas 457  Dec. 

(Parke-Davis) 

Pentids 455  Dec. 

(Squibb) 

Primoplex  236  July 

(Lederle) 
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Pro-K-Mycin  291  Aug. 

(Lederle) 

Pronemia  Capsules 86  Mar. 

(Lederle) 

Pyribenzamine  Hydrochloride  132  Apr. 

(Ciba) 

Rau-Sed  — . 385  Oct. 

(Squibb) 

Salmonella  Group  A antigens 290  Aug. 

(Lederle) 

Salmonella  Group  B antigens 290  Aug. 

(Lederle) 

Salmonella  (3roup  C antigens 290  Aug. 

(Lederle) 

Salmonella  (iroup  E antigens 290  Aug. 

(Lederle) 

Sandril 292  Aug. 

(Lilly) 

Sebizon 456  Dec. 

(Schering) 

Serf  in  421  Nov. 

(Parke-Davis) 

Serpasil 26  Jan. 

(Ciba) 


Steclin  HCl  454  Dec. 

(Squibb) 

Sucaryl  Calcium  Sweetener  198  June 

(Abbott) 

Surital  Sodium  in  Rectal  Form 421  Nov. 

(Parke-Davis) 

Target  Mastitis  Ointment 456  Dec. 

(Lederle) 

Thiomerin  Suppositories  456  Dec. 

(Wyeth) 

Thytropar  48  Feb. 

(Armour) 

Tolseram 455  Dec. 

(Squibb) 

Trinsicon 23  Jan. 

(Lilly) 

Tronothane  Hydrochloride  384  Oct. 

(Abbott) 

Yuvral  424  Nov. 

(Lederle) 

Ziradryl  Cream 337  Sept. 

(Parke-Davis) 


INDEX  BY  MANUFACTURER 


Abbott  Laboratories 

Elixir  Gerix  198  June 

Sucaryl  Calcium  Sweetener 198  June 

Tronothane  Hydrochloride  384  Oct. 

The  Armour  Laboratories 

Infiltrase  339  Sept. 

Nidar l 235  July 

Thytropar 48  Feb. 

George  A.  Breon  and  Company,  Inc. 

Broxolin  Vaginal  Tablets 383  Oct. 

Burroughs-Wellcome  and  Co.  (USA).  Inc. 

Aerodrin  Intranasal  Solution 455  Dec. 

( Burroughs-W  ellcome) 

Antepar  Citrate  Syrup 162  May 

‘Marezine’  Hydrochloride  133  Apr. 

Neosporin  Antibiotic  Oint. 

Ophthalmic 424  Nov. 

Ciba  Pharmaceutical  Products,  Inc. 

Femandren  Linguets  133  Apr. 

Pryibenzamine  Hydrochloride 132  Apr. 

Serpasil 26  Jan. 

Dupont  Chemical  Co.,  Inc. 

Dental  X-ray  Deceloper  132  Apr. 

Eaton  Laboratories 

Furadantin  Diagnostic  Tablets 23  Jan. 

Furadantin  Pediatric  Suspension 163  May 

Furoxone  24  Jan. 

Otis  E.  Glidden  and  Co.,  Inc. 

BSP  Liquid 236  July 

Hoffmann-LaRoche  Inc. 

Arfonad 384  Oct. 

Gantrisin  Ophthalmic  Solution 384  Oct. 

Lederle  Laboratories  Division,  American  Cyanamid 
Company 

Achromycin  Intramuscular 290  Aug. 

Achromycin  Ointment 291  Aug. 

Achromycin  Ophthalmic  Oint.  338  Sept. 

Achromycin  Tablets 87  Mar. 

Achromycin  Tablets 291  Aug. 

Antirabies  Serum  235  July 

Aureomycin  Calcium  Oral  Drops 129  Apr. 

Blue  Tongue  Vaccine  338  Sept 

Brucella  Abortus  Tube  Antigen 424  Nov. 

Century-Pak  23  Jan. 

Diamox  Intravenous 422  Nov. 

Erysipelas  Vaccine 88  Mar! 

LedercUlin  in  Oil 236  July 

Lederle  Professional  Veterinary 

Products  290  Aug. 

Mumps  Antigen  for  skin  test  86  Mar. 

Paratyphoid  Cantigen 290  Aug. 


Primoplex  236  July 

Pro-K-Mycin  291  Aug. 

Pronemia  Capsules 86  Mar. 

Salmonella  Group  A antigens 290  Aug. 

Salmonella  Group  B antigens  290  Aug. 

Salmonella  Group  C antigens 290  Aug. 

Salmonella  Group  E antigens 290  Aug. 

Target  Mastitis  (jintment 456  Dec. 

Yuvrl  424  Nov. 

Eli  Lilly  and  Company 

Co  Pyronil  Suspension 163  May 

Extralin  F 162  May 

llotycin  Drops  423  Nov. 

Ilotycin  I.  V.  Glucoheptonate 

Ampoules  87  Mar. 

Ilotycin,  Ophthalmic  Oint.  291  Aug. 

Lente  Iletin  338  Sept. 

Pagitane  Hydrochloride 87  Mar. 

Sandril  292  Aug. 

Trinsicon  23  Jan. 

Merck  and  Co.,  Inc. 

Hydrocortone  Acetate  Ophthalmic 

Preparations  25  Jan. 

Hydrocortone  Acetate  Topical 

Ointment  24  Jan. 

Parke,  Davis  and  Company 

Abdol  with  Minerals 422  Nov. 

Ambenyl  422  Nov. 

Ambodryl  Hydrochloride, 

Steri-Vial 292  Aug. 

Amphedase  Kapseals 128  Apr. 

Amphedase  with  Phenobarbital 423  Nov. 

Bardase  197  June 

Blastomycin 337  Sept. 

Camoform 422  Nov. 

Chloromycetin  Hydrocortione 

Ophthalmic  382  Oct. 

Chloromycetin  Intramuscular  340  Sept. 

Chloromycetin,  Intravenous  form 163  May 

Indon 197  June 

Intribex  Kapseals  382  Oct. 

Penasoid  Suspension  128  Apr. 

Penasoid  Suspension 236  July 

Penasoid  Suspension  with  triple  sulfas  457  Dec. 

Serfin 421  Nov. 

Surital  Sodium  in  Rectal  Form 421  Nov. 

Ziradryl  Cream 337  Sept. 

A.  H.  Robins  Company,  Inc. 

Donnagel  ' 291  Aug. 

Sandoz  Pharmaceuticals 

Acylanid 455  Dec. 
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Schering  Corporation 

Coricidin  with  Penicillin  Powder 456  Dec. 

Sebizon 456  Dec. 

Sharp  and  Dohme  Division,  Merck  and  Company 

Caligesic  Ointment  - 24  Jan. 

Cogentin  454  Dec. 

Hydrocortone  Infusion  Concentrate  383  Oct. 

Hydrocortone  Lotion 383  Oct. 

Martin  H.  Smith  Co, 

Expasmus 383  Oct. 

E.  R.  Squibb  and  Sons 

Mycostatin 454  Dec. 

Pentids  455  Dec. 

Rau-Sed  385  Oct. 

Steclin  HCl  454  Dec. 

Tolseram 455  Dec. 

U.  S.  Standard  Products 

Duotrone  Oral  and  Injectable  197  June 

The  Upjohn  Company 

Cebenase  423  Nov. 

Pamine  Bromide  Syrup 457  Dec. 

Pamine  with  Phenobarbital  drops 457  Dec. 

Winthrop-Stearns,  Inc. 

Alevaire  383  Oct. 

Wyeth,  Inc. 

Ansolysen 456  Dec. 

Thiomerin  Suppositories 456  Dec. 


(Continued  from  Page  25) 

Compulsory  Insurance  Unsuited 

The  American  Pharmaceutical  Association 
holds  the  view  that  compulsory  national 
health  insurance  would  retard  rather  than  ad- 
vance fundamentally  sound  contributions  to 
medical  care.  It  is  too  inconclusive,  too  un- 
suited to  the  American  way  of  doing  things 
to  be  relied  upon  in  correcting  the  defects  in 
medical  care.  Whatever  plan  is  adopted  must 
be  consistent  with  the  professional  ideals  and 
objectives  of  medicine  and  in  harmonious  ac- 
cord with  those  social  and  political  concepts 
to  which  this  country  owes  its  progress  and  its 
greatness.  This  is  not  the  time  to  encourage 
socialistic  experiments  either  in  medical  care 
or  in  any  other  phases  of  our  national  life. 
This  is  not  the  time  to  centralize  in  Washing- 
ton control  over  the  medical  profession,  med- 
ical education  and  medical  research.  Rather, 
every  attempt  governmental  and  otherwise 
should  be  directed  at  strengthening  medical 
care  within  the  limits  of  free  enterprise.  Once 
personal  initiative  is  stifled  or  emasculated 
it  can  no  longer  be  depended  upon  to  give  the 
American  people  those  high  standards  of  med- 
ical services  to  which  they  have  long  been 
accustomed. 

While  the  American  Pharmaceutical  Asso- 
ciation is  opposed  to  any  attempt  to  socialize 
or  nationalize  the  field  of  medical  care,  such 
as  would  be  the  likely  effect  of  the  adoption 
of  compulsory  national  health  insurance,  it 
recognizes  the  urgent  need  of  providing  ade- 


quate medical  care  to  all  within  the  frame- 
work of  free  enterprise  medicine. 

The  realization  of  this  objective  is  so  basic 
to  the  perpetuation  of  American  constitu- 
tional principles  as  to  command  the  coopera- 
tion of  medicine,  pharmacy,  the  drug  industry 
and  all  other  professional  and  business  men 
who  are  devoted  to  the  traditions  which  have 
given  us  the  highest  standard  of  living  any- 
where in  the  world. 

(Conlinued  from  Page  28) 
cine  contains  3 grams  of  dust,  enough  for 
the  immunization  of  500  chickens,  regard- 
less of  size.  Although  the  vaccine  can  be 
used  on  healthy  birds  of  any  age,  it  is 
recommended  that  it  be  administered  to 
birds  at  5 to  7 days  of  age.  For  maximum 
protection  of  breeders  and  layers,  immun- 
ization every  4 to  6 months  is  suggested.  A 
temporary  decrease  in  egg  production  may 
result  when  healthy,  susceptible  laying 
birds  are  immunized. 

How  Supplied:  Vials  of  500  doses. 

Source:  Lederle  Laboratories. 

CREMOMYCIN 

Description:  A fruit  flavored  suspension  of 
neomycin,  sulfasuxidine,  pectin  and  kaolin. 
Indications:  An  antidiarrheal  preparation 
combining  the  antibacterial  action  of  neo- 
mycin and  sulfasuxidine,  the  detoxicant 
action  of  pectin  and  the  protective  and  ad- 
sorbent action  of  kaolin. 

How  Supplied:  In  8-ounce  bottles. 

Source:  Sharp  and  Dohme. 

SUSPENSION  REMANDEN  — 100 
Description:  A combination  of  100,000  units  of 
penicillin  and  0.25  gm.  of  Benemid  (pro- 
benecid) in  5 cc.  for  oral  administration. 
Indications:  For  treatment  of  infections  where 
penicillin  is  indicated.  Benemid  is  par- 
ticularly effective  in  increasing  and  pro- 
longing high  plasma  levels  of  penicillin. 
How  Supplied:  Packaged  in  60  cc.  bottles. 
Source:  Sharp  and  Dohme. 

(Continued  from  Page  31) 

action  of  the  enforcement  authorities  is  re- 
quired, it  is  felt  that  Massachusetts  may  look 
forward  to  even  finer  public  health  team  acti- 
vity than  has  been  enjoyed  in  the  past.  The 
outlawing  of  raiding  practices  by  a few  mem- 
bers of  each  profession  upon  the  preogatives 
and  rights  of  the  other  is  bound  to  increase 
mutual  respect  and  cooperation  of  the  pro- 
fessions and  advance  public  health. 
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RECENT  ADVANCES  IN  SURGERY  OF 
THE  HEART  AND  GREAT  VESSELS* 

F.  Henry  Ellis,  Jr.,  M.D., 

' Section  of  Surgery, 

Mayo  Clinic  and  Mayo  Foundation,+ 
Rochester,  Minnesota 


The  rapid  strides  that  have  been  made  in 
surgery  of  the  heart  and  great  vessels  in  the 
past  10  years  mark  one  of  the  most  fruitful 
and  stimulating  periods  in  the  history  of  sur- 
gery. The  possibilities  for  future  develop- 
ment in  this  field  are  limitless;  and  we  are,  in 
fact,  now  witnessing  only  the  beginning  of 
a new  and  brilliant  era  of  surgery. 

These  advances  have  been  brought  about 
by  a variety  of  factors.  The  ease  and  safety 
with  which  surgery  of  the  thorax  is  now  car- 
ried out  have  made  it  possible  to  perform  long 
and  complicated  procedures  on  the  heart.  The 
anesthesiologists  have  called  to  the  attention 
of  surgeons  the  possible  deleterious  effects  of 
inadequate  ventilation  of  the  lungs  during  in- 
trathoracic  procedures  with  a consequent 
elevation  of  carbon  dioxide  levels  in  the 
blood.  The  dangers  of  anoxia,  particularly 
relative  to  the  development  of  cardiac  arrest, 
are  now  well  appreciated  and  guarded 
against.  Light  anesthesia  is  utilized  by  the 
anesthesiologists  at  the  Mayo  Clinic  during 
intrathoracic  operations  on  the  heart  and 
great  vessels  because  of  the  hypotensive  effect 
of  deep  anesthesia  regardless  of  the  agent 
employed. 

Perfection  of  certain  diagnostic  tools  by  the 
cardiologists,  the  physiologists  and  the  en- 
gineers has  improved  tremendously  the  ac- 

*Read at  the  meeting  of  the  South  Dakota  Heart 
Association,  Sioux  Falls,  South  Dakota,  January 
8,  1955. 

tThe  Mayo  Foundation,  Rochester,  Minnesota,  is 
a part  of  the  Graduate  School  of  the  University  of 
Minnesota. 


curacy  of  preoperative  diagnoses.  I refer 
specificly  to  cardiac  catheterization.  By  this 
technic  it  is  possible  to  measure  pressures, 
oxygen  saturations  and  direction  of  blood 
flow  within  the  heart.  When  carefully  per- 
formed and  intelligently  interpreted,  the  re- 
sults of  such  studies  allow  accuracy  of 
diagnosis  never  before  possible. 

The  radiologists’  contribution  in  the  field 
of  diagnosis  has  been  considerable.  Angio- 
cardiography and  aortography  can  further 
increase  the  accuracy  of  preoperative  diag- 
nosis. 

The  clinical  surgeon,  working  in  the  ex- 
perimental laboratory,  has  perfected  tech- 
nics of  vascular  anastomosis  which  make  it 
possible  to  suture  large  blood  vessels  without 
fear  of  leakage.  Development  of  special 
clamps  and  the  marketing  of  fine  but  rela- 
tively strong  silk  fashioned  to  fine  and  per- 
fectly formed  needles  have  been  of  great 
assistance  in  this  field.  The  use  of  vascular 
grafts  has  greatly  broadened  the  field  of  vas- 
cular surgery. 

Certain  new  concepts  have  been  introduced 
which  allow  operation  on  the  open,  bloodless 
heart.  These  include  hypothermia,  cross- 
circulation and  the  mechanical  heart-lung 
machine. 

This  discussion  will  be  concerned  with  a 
few  of  the  conditions  which  have  been  of 
particular  interest  to  my  colleagues  and  me 
and  for  which  operations  have  only  recently 
been  carried  out.  These  include  patent  duc- 
tus arteriosus  with  pulmonary  hypertension. 
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atrial  septal  defect,  anomalous  pulmonary 
venous  connection  and  aortic  aneurysms. 

Patent  Ductus  Arteriosus  With 
Pulmonary  Hypertension 

The  clinical  picture  presented  by  an  un- 
complicated case  of  patent  ductus  arteriosus 
is  well  known.  The  finding  of  a continuous 
murmur  on  auscultation  over  the  pulmonic 
area  is  diagnostic  of  this  condition.  Recently, 
however,  it  has  become  apparent  that  there 
exists  a small  number  of  cases  of  patent  duc- 
tus arteriosus,  perhaps  5 to  10  per  cent  of  the 
total  group,  in  which  the  characteristic  to- 
and-fro  murmur  is  not  observed,  and  in  which 
a somewhat  different  clinical  picture  is  pre- 
sented. These  patients  present  a problem  in 
diagnosis  and  the  indications  for  operation  in 
this  group  are  not  well  standardized. 

The  absence  of  a continuous  murmur 
characterizes  these  patients  clinically,  al- 
though it  must  be  remembered  that  an  un- 
complicated patent  ductus  arteriosus  in 
infancy  and  early  childhood  may  be  asso- 
ciated only  with  a systolic  murmur.  A systolic 
murmur  is  heard  at  the  base  of  the  heart.  This 
is  believed  to  be  due  to  shunting  of  blood  from 
left  to  right  across  the  ductus,  mainly  during 
cardiac  systole.  Roentgenograms  of  the  thorax 
reveal  right  ventricular  hypertrophy,  dila- 
tation of  the  main  pulmonary  arteries,  and 
increased  vascularity  of  the  lung  fields.  Elec- 
trocardiograms show  evidence  of  right  ventri- 
cular hypertrophy.  These  patients  may  or 
may  not  be  cyanotic.  Cyanosis  is  present 
when  the  pressure  in  the  pulmonary  artery  is 
equivalent  to  that  in  the  aorta,  so  that  un- 
oxygenated blood  in  the  pulmonary  artery 
may  flow  into  the  aorta,  that  is,  a right-to- 
left  shunt  exists  instead  of  a left-to-right 
shunt.  If  cyanosis  is  present,  it  is  often  more 
severe  in  the  lower  than  in  the  upper  ex- 
tremities. 

Two  factors  may  account  for  the  presence 
of  pulmonary  hypertension  in  cases  of  patent 
ductus  arteriosus.  The  first  is  increased  blood 
flow  through  the  pulmonary  vasculature  from 
a large  left-to-right  shunt.  This  may  result  in 
damage  to  the  small  pulmonary  arteries  and 
to  the  arterioles.  Muscular  hypertrophy  of 
the  medial  coats  of  the  arteries  and  intimal 
proliferation  may  result  in  response  to  this 
increased  flow  and  increase  the  resistance  to 
pulmonary  blood  flow  and  thereby  increase 
the  pulmonary  artery  pressure. 


To  explain  the  occurrence  of  high  pul- 
monary artery  pressures  in  young  children 
with  patent  ductus  arteriosus,  another  ex- 
planation must  be  offered.  Conceivably  in 
these  children  the  fetal  type  of  small  pul- 
monary vessels  with  thick  walls  and  narrow 
lumina  may  be  maintained.  This  would  tend 
to  maintain  a high  pulmonary  resistance,  pos- 
sibly as  a compensatory  mechanism  to  large 
flows  through  the  ductus. 

Cardiac  catheterization  is  usually  required 
for  an  accurate  diagnosis,  for  cases  of  patent 
ductus  arteriosus  with  pulmonary  hyperten- 
sion may  be  confused  with  other  conditions  in 
which  there  is  pulmonary  recirculation,  such 
as  atrial  septal  defect,  ventricular  septal 
defect  and  anomalous  pulmonary  venous  con- 
nection. 

The  findings  on  cardiac  catheterization  in- 
clude arterialization  of  the  pulmonary  artery 
blood  and  an  elevated  pressure  in  the  pul- 
monary trunk.  A pulmonary  artery  mean 
pressure  of  not  less  than  40  mm.  of  mercury 
is  taken  to  indicate  pulmonary  hypertension. 
A right-to-left  shunt  may  be  demonstrated 
by  the  presence  of  peripheral  arterial  desat- 
uration and  by  the  use  of  special  indicator 
dilution  technics. 

On  the  basis  of  catheterization  data,  cases 
of  patent  ductus  arteriosus  have  been  divided 
into  the  following  categories: 

1.  Cases  with  normal  or  slightly  elevated 
pulmonary  artery  pressure. 

2.  Cases  with  elevated  pulmonary  artery 
pressure,  which,  however,  is  lower  than 
systemic  pressure. 

3.  Cases  with  pulmonary  artery  pressure 
equivalent  to  systemic  pressure. 

a.  Left-to-right  shunt. 

b.  Bidirectional  shunt,  predominantly 
left  to  right. 

c.  Bidirectional  shunt,  predominantly 
right  to  left. 

4.  Cases  with  pulmonary  artery  pressure 
greater  than  systemic  pressure. 

There  is  some  difference  of  opinion  regard- 
ing the  advisability  of  surgical  closure  of  a 
patent  ductus  arteriosus  when  pulmonary  hy- 
pertension is  present.  The  risk  of  operation  is 
higher  in  these  cases  than  in  uncomplicated 
cases  and  the  results  are  variable.  Decision 
regarding  closure  of  the  ductus  has  been  made 
on  the  basis  of  pressure  studies  carried  out 
at  the  time  of  operation  through  a catheter  in- 
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serted  into  the  pulmonary  artery.  If  the  pul- 
monary artery  pressure  falls  when  the  ductus 
is  obliterated,  closure  of  the  ductus  is  carried 
out.  If  it  rises,  surgical  closure  is  not  under- 
taken, since  the  pulmonary  pressure  will  be 
higher  after  closure  than  it  was  preopera- 
tively.  Consequently,  the  right  ventricle, 
laboring  under  an  increased  rather  than  a 
decreased  load,  will  tend  to  fail,  and  death 
may  ensue. 

Certain  factors  of  technical  importance 
must  be  appreciated  in  the  surgical  treatment 
of  these  special  cases.  Surgical  division  of  the 
ductus  is  essential  because  of  the  danger  of 
recanalization.  The  ductus  is  always  short 
and  wide  and  does  not  lend  itself  to  successful 
closure  by  the  suture-ligation  technic.  The 
pulmonary  artery  is  exceedingly  thin  and 
friable.  Serious  hemorrhage  from  this  vessel 
may  occur,  and  for  this  reason  it  is  wise  not  to 
place  clamps  directly  on  it.  It  is  sometimes 
wise  to  clamp  the  ductus  itself  on  one  side  and 
on  the  other  to  place  an  occluding  clamp,  such 
as  a Potts  coarctation  clamp,  across  the  aorta 
above  and  below  the  ductus,  utilizing  a mod- 
erate degree  of  hypothermia  to  protect 
against  ischemia  of  the  spinal  cord  with  re- 
sulting paraplegia. 

Pulmonary  artery  pressure  may  fall  to  nor- 
mal levels  or  be  markedly  reduced  following 
division  of  the  ductus  in  suitable  cases. 

Atrial  Septal  Defect 

Communication  between  the  two  atria  has 
long  been  recognized  as  a frequent  occur- 
rence. Probe  patency  of  a valve-competent 
foramen  ovale  is  said  to  be  present  at  post- 
mortem examination  in  25  per  cent  of  cases. 
Normally  the  pressure  in  the  left  atrium  is 
higher  than  that  in  the  right  atrium,  so  that 
the  valve  flap  is  kept  closed  and  a left-to- 
right  shunt  cannot  occur  with  a probe-patent 
foramen  ovale. 

A true  atrial  septal  defect  may  be  of  the  so- 
called  valve-incompetent  foramen  ovale  type. 
Such  defects  vary  considerably  in  size  and 
location.  They  may  be  single  or  multiple, 
small  or  large.  In  fact,  the  atrial  septum  may 
be  completely  absent. 

Another  type  of  true  atrial  septal  defect 
consists  of  a defect  in  the  lower  portion  of 
the  atrial  septum,  the  so-called  ostium  pri- 
mum  type  of  atrial  septal  defect.  These  de- 
fects lie  just  above  the  mitral  and  tricuspid 
■valve  rings,  and  may  indeed  in  some  instances 


involve  the  valves  and  extend  into  the  ven- 
tricular septum  as  a partial  or  complete  per- 
sistent common  atrioventricular  canal. 

In  uncomplicated  cases  of  atrial  septal  de- 
fect there  is  primarily  a shunt  of  blood  from 
left  to  right.  This  leads  to  recirculation  of 
blood  through  the  pulmonary  system  with 
consequent  overloading  of  the  lesser  circula- 
tion. This  left-to-right  shunt  may  amount  to 
as  much  as  85  per  cent  of  the  pulmonary 
blood  flow.  It  is  somewhat  characteristic  of 
cases  of  atrial  septal  defect  that  these  high 
flows  are  accompanied  by  only  slight  in- 
creases in  pulmonary  artery  pressure.  How- 
ever, as  in  cases  of  patent  ductus  arteriosus, 
secondary  changes  may  occur  in  the  pulmon- 
ary vascular  system  leading  to  pulmonary 
hypertension  with  a reversal  of  the  over-all 
interatrial  shunt  and  the  development  of 
cyanosis. 

The  diagnosis  of  this  defect  can  often  be 
made  with  reasonable  certainty  on  clinical 
grounds  alone,  although  the  differentiation 
from  patent  ductus  arteriosus  with  pulmon- 
ary hypertension  may  be  difficult.  There  is 
usually  a systolic  murmur  heard  over  the 
pulmonic  area.  Roentgenographic  and  roent- 
genoscopic  examination  of  the  thorax  dis- 
closes a large  pulmonary  artery  segment,  a 
small  aortic  knob,  enlargement  of  the  arteries 
in  the  hili  of  both  lungs,  right  atrial  enlarge- 
ment and  some  evidence  of  right  ventricular 
hypertrophy.  The  electrocardiogram  in  most 
cases  shows  varying  degrees  of  right  bundle- 
branch  block. 

Cardiac  catheterization  is  always  carried 
out  at  the  Mayo  Clinic  to  verify  the  clinical 
diagnosis  of  atrial  septal  defect  and  to  aid  in 
the  correct  diagnosis  of  certain  complicated 
cases.  These  include  particularly  those  cases 
of  interatrial  septal  defect  in  association  with 
anomalous  pulmonary  venous  connection. 

The  characteristic  finding  on  cardiac  cathe- 
terization is  arterialization  of  the  blood  in  the 
right  atrium.  There  may  be  some  elevation 
of  right  ventricular  pressure  with  a gradient 
of  pressure  across  the  pulmonary  valve.  That 
this  is  probably  due  to  increased  blood  flow 
across  the  valve  rather  than  to  any  anatomic 
obstruction  at  the  pulmonary  valve  is  attes- 
ted to  by  the  fact  that  this  gradient  of  pres- 
sure disappears  after  successful  surgical 
closure  of  the  defect. 

Some  patients  may  tolerate  a small  in- 
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teratrial  shunt  for  many  years,  as  indicated 
by  the  fact  that  the  average  age  at  death  is 
49  years  if  calculated  on  the  basis  of  all  pa- 
tients who  have  an  interatrial  defect  and 
without  regard  for  the  cause  of  death.  If,  how- 
ever, only  the  persons  who  die  of  an  in- 
teratrial defect  are  considered,  then  the  aver- 
age age  at  death  is  36  years. 

Patients  with  this  defect  who  have  fatigue 
and  dyspnea  and  show  signs  of  strain  due  to 
overloading  of  the  right  side  of  the  heart  or 
the  lungs  should  be  considered  for  operation 
provided  there  are  no  other  complicating 
features.  A patient  who  has  a shunt  of  blood 
from  left  to  right  of  50  per  cent  or  more  of 
the  pulmonary  blood  flow  should  be  con- 
sidered for  operation  even  if  symptoms  are 
minimal.  Certainly  such  a patient  has  a large 
defect,  and  right  ventricular  hypertrophy, 
pulmonary  hypertension  and  cardiac  failure 
will  later  develop.  The  presence  of  pulmon- 
ary hypertension  is  an  urgent  indication  for 
operation  if  the  shunt  is  predominantly  from 
left  to  right.  As  in  cases  of  patent  ductus 
arteriosus  with  pulmonary  hypertension,  the 
presence  of  a predominantly  right-to-left 
shunt  may  contraindicate  surgical  interven- 
tion. 

Surgical  procedures  for  the  correction  of 
atrial  septal  defects  are  far  from  standard- 
ized. They  vary  from  the  closed  methods, 
such  as  Bailey’s  atrioseptopexy  and  Cra- 
foord’s  encircling  ligature  technic,  to  the 
completely  open  methods  carried  out  on  the 
bloodless  heart  either  with  the  patient  under 
hypothermia  as  described  by  Swan,  cross- 
circulation as  described  by  Varco  and  Lillihei 
or  the  heart-lung  bypass  as  described  by  Gib- 
bon and  others. 

My  colleagues  and  I have  preferred  the 
atrial-well  technic  described  by  Gross.  This 
is  essentially  a semiopen  technic  and  can  be 
carried  out  with  accuracy  and  precision,  with 
a low  mortality  rate.  The  operation  is  carried 
out  directly  on  the  septum  through  a cylin- 
drical rubber  prosthesis  sutured  to  the  wall 
of  the  open  right  atrium. 

Pieces  of  polyvinyl  sponge  (ivalon)  have 
been  used  for  closure  of  these  defects.  The 
sponge  is  pliable,  and  connective  tissue  from 
the  septum  invades  the  sponge  to  hold  it 
firmly  in  place  and  the  surfaces  are  rapidly 
endothelialized.  It  is  important  that  a large 
number  of  sutures  placed  close  together  be 


employed  to  attach  the  sponge  to  the  remnant 
of  the  atrial  septum.  The  completeness  of  the 
closure  can  be  determined  while  the  patient 
is  on  the  operating  table  by  determining  the 
oxygen  saturation  of  blood  in  the  superior 
vena  cava,  inferior  vena  cava  and  right  ven- 
tricle by  the  use  of  the  cuvette  oximeter. 

Twenty-five  patients  with  atrial  septal  de- 
fects and  left-to-right  shunts  have  been  opera- 
ted on  with  only  one  death.  This  death  was 
of  a 48-year-old  woman  with  severe  pulmon- 
ary hypertension  and  heart  failure.  The  re- 
maining 24  patients  are  alive.  Many  of  these 
patients  have  been  restudied  by  cardiac  cathe- 
terization. Early  in  our  experience  slight 
residual  left-to-right  shunts  could  be  demon- 
strated in  four  patients.  Clinically,  however, 
these  patients  are  all  progressing  satisfac- 
torily. All  of  the  remaining  20  patients  are 
considered  as  having  an  excellent  result  al- 
though one  has  not  yet  been  restudied. 

Anomalous  Pulmonary  Venous  Connection 

The  term  “anomalous  pulmonary  venous 
drainage”  has  been  used  in  the  past  to  signify 
a condition  in  which  a major  pulmonary  ven- 
ous pathway  fails  to  join  the  left  atrium.  In 
certain  cases  of  atrial  septal  defect,  however, 
it  has  been  our  experience  that  anomalous 
pulmonary  venous  drainage  may  occur  in  a 
physiologic  sense  even  though  the  pulmonary 
veins  are  normally  connected.  This  is  due  to 
the  fact  that  in  cases  of  large  atrial  septal 
defect  the  entrance  of  the  righ  pulmonary 
veins  into  the  left  atrium  may  lie  so  close  to 
the  atrial  septum  that  preferential  shunting 
of  blood  into  the  right  atrium  occurs.  My 
colleagues  and  I have,  therefore,  adopted  the 
term  “anomalous  pulmonary  venous  connec- 
tion” to  describe  the  condition  that  exists 
when  a pulmonary  vein  fails  to  join  the  left 
atrium  but  instead  joins  the  right  atrium  or 
a venous  tributary  thereof.  This  condition 
may  be  total  or  partial,  depending  on  whether 
the  venous  drainage  of  both  lungs  or  only 
that  of  one  lung  or  part  of  one  lung  is  ab- 
normally connected.  There  is  commonly  an 
atrial  septal  defect  in  the  total  form,  and 
there  may  be  one  associated  with  the  partial 
form. 

It  is  important  to  consider  total  and  partial 
anomalous  pulmonary  venous  connection  as 
separate  and  distinct  entities.  In  the  total 
form  no  direct  pulmonary  venous  connections 
with  the  left  atrium  exist.  Instead,  all  the 
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pulmonary  venous  blood  saturated  with  oxy- 
gen enters  the  right  atrium  where  it  mixes 
with  incompletely  saturated  blood  from  the 
systemic  veins.  Some  of  the  mixed  blood 
then  follows  the  normal  pathway  to  the  right 
ventricle  and  the  lungs,  while  the  remainder 
passes  through  an  opening  in  the  atrial  sep- 
tum into  the  left  atrium,  whence  it  reaches 
the  systemic  circulation.  It  is  apparent,  then, 
that  both  a right-to-left  and  a left-to-right 
shunt  exist.  Because  of  the  right-to-left  shunt 
the  systemic  arterial  blood  is  incompletely 
saturated  with  oxygen,  and  this  condition 
should  therefore  be  classified  among  the  cy- 
anotic types  of  congenital  heart  disease.  The 
prognosis  in  total  anomalous  pulmonary  ven- 
ous connection  is  usually  considered  to  be 
poor,  although  rarely  patients  survive  into 
adult  life. 

Although  the  majority  of  patients  with  total 
anomalous  pulmonary  venous  connection  die 
before  1 year  of  age,  some  may  live  to  adult 
life.  Increasing  fatigue  and  dyspnea  are 
prominent  symptoms.  Cyanosis,  however,  is 
not  prominent  clinically  until  the  terminal 
stages  of  the  disease,  even  though  the  sys- 
temic arterial  blood  of  these  patients  is 
slightly  desaturated  because  of  the  right-to- 
left  shunt.  There  is  no  characteristic  murmur 
but  not  uncommonly  a short  systolic  mur- 
mur of  moderate  intensity  may  be  heard  in 
the  left  second  to  fourth  intercostal  spaces 
near  the  sternum.  The  electrocardiographic 
tracings  of  these  patients  show  evidence  of 
right  ventricular  hypertrophy. 

Thoracic  roentgenograms  are  often  diag- 
nostic. Cardiac  enlargement  is  present,  owing 
chiefly  to  dilatation  of  the  right  atrium  and 
hypertrophy  of  the  right  ventricle.  The  pul- 
monary vessels  are  prominent  and  pulsate 
actively.  Snellen  and  Albers  have  demon- 
strated that  in  cases  of  total  anomalous  pul- 
monary venous  connection  in  which  all  the 
pulmonary  veins  drain  into  a left  vertical 
vein  (sometimes  called  a left  superior  vena 
cava)  and  thence  via  the  left  innominate  vein 
into  the  right  superior  vena  cava,  routine 
postero-anterior  roentgenograms  present  a 
typical  appearance  termed  the  “figure  8 con- 
figuration.” This  configuration  is  charac- 
terized by  a wide,  quietly  pulsatile  arc  seen 
on  either  side  of  the  supracardiac  area  in  the 
superior  mediastinum.  This  shadow  is  due 
to  the  abnormal  vessel  entering  the  left  in- 


nominate vein  and  to  widening  of  the  su- 
perior vena  cava  as  a result  of  the  increased 
flow  of  blood  through  it. 

Cardiac  catheterization  in  these  cases  of 
total  anomalous  pulmonary  venous  connec- 
tion demonstrates  a high  oxygen  saturation 
of  the  blood  in  the  right  atrium,  which  is  the 
same  as  that  in  the  peripheral  systemic  ar- 
teries. The  catheter  tip  may  enter  the  ab- 
normal vessel  and  thus  demonstrate  its  ana- 
tomic location. 

Patients  who  have  total  anomalous  pul- 
monary venous  connection  have  such  a poor 
prognosis  if  left  untreated  that  surgical  cor- 
rection should  be  considered,  provided  that 
proper  facilities  are  available,  and  provided 
the  information  afforded  by  the  various  diag- 
nostic methods  indicates  that  a suitably 
placed  vessel  is  available  for  transplantation 
into  the  left  atrium.  Complete  surgical  cor- 
rection of  this  malformation  necessitates 
temporary  interruption  of  the  circulation; 
therefore,  the  operation  must  be  carried  out 
with  the  patient  under  hypothermia  or  cross- 
circulation, or  a pump-oxygenator  system 
must  be  available  to  bypass  the  heart  and 
lungs. 

Partial  anomalous  pulmonary  venous  con- 
nection, on  the  other  hand,  should  be  class- 
ified with  the  acyanotic  forms  of  congenital 
heart  disease  and  may  be  well  tolerated  by 
patients  for  many  years.  The  functional  dis- 
turbance in  the  partial  form  of  this  condition 
is  similar  to  that  found  in  uncomplicated 
cases  of  atrial  septal  defect.  There  is  a left-to- 
right  shunt,  with  pulmonary  venous  blood 
fully  saturated  with  oxygen  entering  the 
right  atrium  instead  of  the  left,  and  passing 
again  through  the  lungs. 

In  the  partial  form  of  anomalous  pulmon- 
ary venous  connection,  symptoms  may  be  ab- 
sent and  there  may  be  nothing  to  indicate  the 
presence  of  any  abnormality.  It  has  been 
estimated  that  50  per  cent  of  the  pulmonary 
venous  return  must  enter  the  right  atrium 
before  symptoms  develop.  When  present, 
dyspnea  and  fatigue  are  the  usual  symptoms 
and  the  condition  is  difficult  to  differentiate 
from  atrial  septal  defect.  Increase  in  pulmon- 
ary blood  flow  may  be  suspected  by  accentua- 
tion of  the  second  heart  sound  in  the  pulmonic 
region.  Occasionally  a systolic  murmur  may 
be  heard  in  this  area,  but  often  no  murmur 
can  be  heard.  Electrocardiograms  may  show 
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partial  or  complete  right  bundle-branch  block, 
evidence  of  right  ventricular  enlargement  or 
no  abnormalities. 

Thoracic  roentgenograms  may  demonstrate 
enlargement  of  the  pulmonary  arterial  seg- 
ment. When  the  right  pulmonary  vein  en- 
ters the  inferior  vena  cava  this  abnormal 
vessel  may  be  seen  in  routine  postero-anterior 
thoracic  roentgenograms  as  a crescentic  or 
saber-shaped  shadow  of  vascular  density  run- 
ning downward,  parallel  to  or  behind  the  right 
side  of  the  heart,  and  disappearing  from  view 
in  the  region  of  the  right  cardiophrenic  angle. 

Because  of  the  difficulty  in  differentiating 
partial  anomalous  pulmonary  venous  connec- 
tion from  atrial  septal  defect  on  clinical 
grounds,  cardiac  catheterization  should  be 
employed.  When  the  usual  catheterization 
technics  are  employed,  differentiation  be- 
tween the  two  conditions  may  be  difficult. 
However,  the  use  of  indicator  dilution  tech- 
nics allows  greater  accuracy  in  diagnosis. 
When  the  anomalous  vein  enters  a vessel 
leading  to  the  right  atrium,  a diagnosis 
usually  may  be  made  with  greater  certainty 
than  if  the  vein  enters  the  right  atrium  itself. 

Not  all  patients  with  partial  anomalous  pul- 
monary venous  connection  should  be  con- 
sidered for  operation.  Those  patients  who 
have  only  a small  shunt  of  blood  from  left  to 
right  and  are  asymptomatic  may  well  be  left 
untreated.  However,  if  progressive  symptoms 
of  fatigue  and  dyspnea  are  present,  if  the 
heart  is  enlarged  and  if  the  left-to-right  shunt 
is  excessive,  operation  should  be  carried  out. 

A direct  attack  on  the  anomalous  venous 
connection  necessitates  the  disconnection  of 
the  anomalous  trunk  from  its  site  of  termina- 
tion and  reimplantation  of  it  by  some  method 
into  the  left  atrium. 

When  the  entrance  of  an  anomalously 
draining  vein  lies  near  an  atrial  septal  defect, 
opportunity  is  afforded  for  repair  of  both  de- 
fects by  a single  operation.  If  a pliable  pros- 
thesis can  be  sutured  into  place  in  such  a 
manner  that  the  actual  septal  defect  is  closed 
while  the  entrance  of  the  anomalous  vein  is 
made  to  lie  to  the  left  of  the  closure,  there 
will  then  be  a complete  separation  of  the  two 
atria  and  the  blood  from  the  anomalously 
draining  lung  will  pass  through  the  atrial 
septal  defect  into  the  left  atrium,  as  it  should. 
Such  a procedure  can  be  carried  out  directly, 
working  through  the  atrial  well  of  Gross.  The 


same  objective  has  been  achieved  by  Bailey 
with  atrioseptopexy,  but  we  have  preferred 
the  atrial-well  technic. 

Aneurysms  of  the  Aorta 

Arteriosclerotic  aneurysms  of  the  aorta 
constitute  a serious  threat  to  life.  This  is 
attested  to  by  the  fact  that  more  than  50  per 
cent  of  such  patients  are  dead  3 years  after 
the  time  the  diagnosis  is  made,  while  more 
than  80  per  cent  fail  to  survive  5 years.  Past 
methods  of  treatment  have  had  only  partial 
success.  They  include  ligation  of  the  aorta 
above  the  aneurysm,  intrasaccular  wiring 
with  endothermic  coagulation,  protective 
wrapping  and  endo-aneurysmorrhaphy.  A 
method  of  surgical  attack  on  this  serious 
lesion  is  now  available  which  has  given  ex- 
cellent results.  This  consists  of  resection  of 
the  aneurysm  followed  by  replacement  with 
an  aortic  homograft. 

The  diagnosis  of  this  condition  is  best  made 
by  careful  physical  examination  of  the  ab- 
domen. Aneurysms  usually  present  as  a mass 
at  or  slightly  above  the  umbilicus.  The  mass 
is  pulsatile  and  may  or  may  not  be  tender. 
Symptoms  of  abdominal  pain  and  back  pain 
are  often  present.  These  symptoms  may  rep- 
resent evidence  of  leakage  of  blood  into  the 
abdomen  or  retroperitoneal  tissues. 

Aortography  is  of  limited  assistance  in  the 
diagnosis  of  this  condition,  since  bizarre  and 
varied  aortograms  may  result.  Occasionally, 
the  aortogram  is  of  value  in  determining  the 
proximity  of  the  aneurysm  to  the  renal  ar- 
teries. Of  course,  if  a normal  aortogram  is 
obtained  in  a doubtful  case,  one  can  with  as- 
surance dismiss  the  diagnosis  of  aortic  aneur- 
ysm. 

Because  of  the  seriousness  of  aortic  an- 
eurysm, my  colleagues  and  I believe  that  all 
patients  in  whom  the  diagnosis  has  been  made 
should  be  considered  candidates  for  opera- 
tion. Age  alone  is  not  a contraindication  to 
operation.  Many  of  these  patients  have  asso- 
ciated hypertension  and  coronary  artery  di- 
sease, but  only  occasionally  does  the  serious- 
ness of  the  associated  diseases  preclude  sur- 
gical intervention. 

The  aneurysm  almost  always  is  located  suf- 
ficiently below  the  renal  arteries  to  allow  the 
placing  of  a Potts  or  Gross  vascular  clamp 
across  the  aorta  below  the  renal  arteries  and 
above  the  aneurysm.  Similar  clamps  are  then 
placed  across  the  iliac  vessels  below  the  an- 
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eurysm,  and  the  aneurysm  is  carefully  dis- 
sected out.  Extreme  care  is  necessary  in  the 
region  of  the  inferior  vena  cava  and  the  iliac 
veins  because  of  the  close  adherence  of  the 
aneurysm  to  these  structures. 

Continuity  is  restored  by  use  either  of  a 
Y-shaped  graft  or  of  a straight  graft  of  thor- 
acic aorta  by  the  method  of  Dubost.  The  latter 
method  has  some  advantages,  since  the  lumen 
of  the  thoracic  graft  is  more  likely  to  be  large 
enough  to  fit  the  widened  abdominal  aorta 
usually  seen  in  these  cases.  Recently  in  some 
instances  my  colleagues  and  I have  made  use 
of  plastic  materials.  Among  those  available 
are  nylon,  orlon,  dacron  and  vinyon.  The 
cloths  are  fashioned  into  appropriately  shaped 
tubes  and  sutured  into  place  with  running  000 
silk  anchored  at  each  end  with  an  interrupted 
stitch.  Bilateral  lumbar  sympathectomy  is 
then  carried  out. 

My  colleagues  and  I have  now  carried  out 
resection  of  the  aneurysm  with  aortic  replace- 
ment in  30  patients.  There  have  been  three 
postoperative  deaths.  Of  the  surviving  pa- 
tients all  are  still  alive  and  free  of  pain.  The 
longest  follow-up  period  is  a little  more  than 
2 years,  so  it  cannot  be  stated  with  assurance 
that  all  the  patients  are  permanently  cured. 
However,  the  results  to  date  seem  to  be  excel- 
lent. 

Newer  Technics  in  Cardiovascular  Surgery 

Future  developments  in  cardiovascular  sur- 
gery depend  to  a great  extent  on  the  perfec- 
tion of  methods  which  will  allow  direct  opera- 
tions on  the  open  bloodless  heart.  By  the  use 
of  these  technics  not  only  will  it  be  possible 
to  operate  on  conditions  hitherto  beyond  the 
surgeon’s  reach  but  also  a more  accurate  and 
effective  operation  will  be  available  for  pa- 
tients for  whom  present  technics  are  inade- 
quate or  only  palliative. 

As  indicated  previously  in  this  discussion, 
three  methods  are  now  available  whereby 
operations  may  be  carried  out  on  the  widely 
opened  heart.  These  include  hypothermia, 
cross-circulation,  and  the  mechanical  heart- 
lung  bypass. 

Operations  with  the  patient  under  hypo- 
thermia with  inflow  stasis  have  been  carried 
out  on  a number  of  clinical  patients  in  sev- 
eral large  medical  centers  with  very  gratify- 
ing results.  Bigelow  is  largely  responsible  for 
laying  the  foundation  for  the  work  in  this 
! field,  although  Swan  has  probably  had  the 
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widest  clinical  experience  in  the  use  of  this 
technic. 

The  concept  of  carrying  out  operations 
under  hypothermic  conditions  stems  from  the 
knowledge  that  the  body’s  oxygen  require- 
ments can  thereby  be  markedly  reduced.  This 
not  only  allows  the  surgeon  greater  leeway  in 
dealing  with  cardiac  patients  for  whom  the 
risk  is  high  but  permits  him  to  interrupt  the 
circulation  for  a longer  period  than  would  be 
possible  at  normal  body  temperature. 

At  normal  temperatures  the  circulation  can 
be  interrupted  safely  for  IV2  to  3 minutes, 
with  increasing  periods  of  interruption  pos- 
sible up  to  15  to  20  minutes  at  20°  C.  How- 
ever, below  24°  C.  the  danger  of  ventricular 
fibrillation  is  considerable.  Adult  patients 
apparently  tolerate  low  temperatures  less 
well  than  do  infants  and  children,  and  ven- 
tricular fibrillation  may  develop  more  read- 
ily- 

This  technic,  then,  has  certain  distinct  dis- 
advantages for  clinical  use.  It  may  be  dan- 
gerous when  used  in  adults,  and  the  period 
of  time  during  which  the  circulation  may  be 
interrupted  is  short,  thus  restricting  its  use 
to  operative  procedures  that  can  be  performed 
rapidly. 

For  these  reasons  we  have  used  moderate 
degrees  of  hypothermia  only  in  some  cyanotic 
patients  for  whom  the  risk  is  high  as  a means 
of  reducing  the  operative  risk  and  not  as  a 
method  to  allow  open  operations  on  the 
bloodless  heart.  We  have  used  deep  hypo- 
thermia, to  27°  C.,  to  allow  cross-clamping  of 
the  thoracic  aorta  for  1 hour  in  a man  with  a 
thoracic  aneurysm. 

The  brilliant  investigative  and  clinical 
work  of  Varco  and  Lillihei  at  the  University 
of  Minnesota  has  resulted  in  another  method 
of  operating  on  the  open  bloodless  heart.  With 
their  technic,  interruption  of  the  circulation 
may  be  possible  for  longer  periods  than  with 
hypothermia.  This  method  employs  cross- 
circulation between  two  individuals,  utiliz- 
ing a living  donor’s  lungs  as  the  oxygenator. 

Because  we  are  convinced  that  it  is  pref- 
erable to  perform  operations  necessitating 
an  open  cardiotomy  by  some  procedure  which 
does  not  involve  another  healthy  person,  my 
colleagues  and  I began  a research  project  3 
years  ago  on  the  perfection  of  a mechanical 
heart-lung  machine.  This  machine  is  similar 
(Continued  on  Page  70) 
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The  opportunity  to  participate  in  the  South 
Dakota  State  Medical  Association  meeting  is 
a privilege  and  honor  of  which  I am  indeed 
grateful. 

The  subject  which  I was  asked  to  discuss  is 
“Cardiac  Arrest.”  This  tragedy  may  happen 
during  the  induction  phase  of  anesthesia,  dur- 
ing any  surgical  procedure,  or  in  the  early 
postoperative  period.  It  does  not  occur  fre- 
quently, yet  any  such  catastrophe  will  be 
listed  as  too  common  a complication  of  sur- 
gery. In  the  past,  deaths  due  to  this  cause 
were  commonly  diagnosed:  “death  due  to  un- 
determined origin,”  “anesthesia  death,”  “car- 
diac death,”  “thymic  death,”  and  many  others 
which  have  no  basis  or  proof.  The  facts  are 
that  all  of  us  have  seen  such  an  accident  occur 
and  have  not  recognized  it,  nor  did  we  know 
what  the  usual  cause  was  or  that  a well  direc- 
ted treatment  could  have  prevented  a death. 

The  importance  of  various  drugs,  methods 
of  administration,  and  differences  in  opinions 
concerning  the  dosages  are  of  interest.  Much 
time  is  spent  on  the  active  therapy  in  pro- 
ducing an  artificial  circulation,  and  the  im- 
portance of  starting  this  within  a minute  to 
three  minutes  after  arrest  is  usually  em- 
phasized. The  terminology  for  this  artificial 
circulation  may  be  cardiac  massage  or  cardiac 
compression.  The  latter  term,  we  believe,  is 
preferred  because  it  more  clearly  describes 
what  is  necessary  to  maintain  an  artificial 
circulation.  Authors  are  now  emphasizing 
that  the  most  important  factor  in  the  preven- 
tion and  cure  of  the  catastrophe  is  an  open 
airway  which  delivers  oxygen  and  takes  away 
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the  waste  products,  this  being  essential  for  a 5 
good  respiration.  Furthermore,  surgeons  and- 
anesthetists  are  realizing  the  importance  of^ 
keeping  the  anesthetic  agents  as  simple  andj 
as  minimal  as  possible. 

This  problem  is  one  for  the  anesthetist  and 
surgeon,  and  together  they  should  study  every 
possible  means  of  prevention  of  this  entity. 
Most  surgeons  know  that  cardiac  arrest  may 
occur  yet  have  not  recognized  it,  nor  would 
they  know  how  to  handle  such  a situation  if 
it  did  occur.  Neither  do  they  realize  that  to- 
gether with  the  anesthetist  they  are  fre- 
quently responsible  for  the  prevention  or  the 
development  of  an  arrest.  Every  doctor  here ; 
should  encourage  their  surgical  and  anes- 1 
thetic  departments,  regardless  of  size  or  loca-| 
tion,  to  develop  together  their  skills  in  the  I 
dog  laboratories  for  the  prevention,  recog- 1 
nition,  and  treatment  of  this  emergency.  Most 
hospitals  do  not  have  an  organized  dog  labora- 
tory, but  one  can  easily  be  set  up  for  this  im- 
portant problem.  Dogs  can  be  purchased  or 
obtained  from  the  city  dog  pound,  and  put  to  ’ 
sleep  by  means  of  intravenous  injection  of  J 
pentobarbital  (Nembutal).  Intratracheal  in- 1 
tubation  of  the  dog  is  essential,  and,  after  the 
chest  is  opened,  positive  pressure  is  main- 
tained by  the  anesthetist.  For  demonstration 
purposes  a midline  sternal  incision  is  best. 
The  pericardium  is  opened,  completely  ex- 
posing the  heart  and  region  of  the  great  ves- 
sels. The  anesthetist  will  now  play  the  im- 
portant part  in  the  demonstration.  Attention 
is  called  to  the  free  airway  and  the  bright-red 
color  of  the  blood  and  the  well-oxygenated 
appearance  of  the  cardiac  muscle,  the  lungs, 
and  other  tissues.  Various  methods  of  pro- 
ducing obstruction  to  the  free  exchange  of 
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oxygen  can  then  be  tried,  showing  how  easily 
and  rapidly  cyanosis  and  cardiac  irregular- 
' ities  develop.  When  the  tracheal  catheter  is 
[ completely  occluded  the  heart  rate  speeds  up, 
},  cyanosis  develops,  the  heart  dilates  and  slows. 
One  marvels  that  the  heart  does  not  rupture, 
it  becomes  so  distended  and  cyanotic.  If  at 
this  time  the  airway  is  opened  and  oxygen  is 
delivered  to  the  lungs,  a dramatic  response  is 
I seen.  The  heart  receives  oxygen,  and  at  once 
it  renews  its  work  with  great  vigor;  cyanosis 
clears  and  the  heart  size  returns  to  normal. 
The  importance  of  this  open  airway  and  of 
oxygen  to  the  cyanotic  dilated  heart  that  is  at 
the  point  of  arrest  has  been  most  beautifully 
shown.  The  airway,  again,  should  then  be 
completely  closed  off,  allowing  at  this  time 
the  heart  to  pass  through  the  above  stages  to 
a complete  arrest.  The  heart  will  be  markedly 
dilated,  cyanotic,  and  without  contraction. 
When  allowed  to  stay  in  this  condition  one- 
half  to  one  minute,  an  open  airway  may  not 
I be  sufficient  to  resuscitate  the  heart  action. 
Manual  compression  of  the  heart  should  then 
be  started,  completely  emptying  the  heart  by 
: forcefully  compressing  the  heart  and  then  re- 
leasing it,  thus  allowing  the  heart  to  refill. 
Just  as  soon  as  it  refills  to  normal  size,  rapid 
j vigorous  compression  should  be  repeated, 
i Systole  and  diastole  must  be  continued  by 
compression  and  relaxation  of  the  hand  or 
j hands  so  that  good  color  returns  to  the  tissues 
and  a pulse  can  be  felt  in  the  peripheral  ves- 
sels. The  arrest  may  be  overcome  in  two  or 
three  compressions,  or  a considerable  length 
of  time  may  be  required  to  restore  cardiac 
rhythm. 

Careful  observation  of  the  cardiac  muscle 
is  essential  to  differentiate  between  complete 
cardiac  arrest  and  ventricular  fibrillation. 
The  appearance  of  the  fibrillating  ventricles 
has  been  described  in  various  ways:  worm- 
like motion  of  the  muscles,  no  uniform  motion 
of  the  ventricles,  independent  motion  of  each 
muscle  bundle,  so  that  no  function  of  the  ven- 
tricles occurs.  When  fibrillating  ventricles 
are  seen,  cardiac  compression  must  be  in- 
stituted until  the  defibrillator  is  ready  to 
function.  (A  defibrillator  should  be  a part  of 
the  emergency  equipment  of  each  surgical 
department.) 

Ventricular  fibrillation  may  not  occur  after 
this  above  experiment,  and,  in  our  experience, 
a severe  electric  shock  is  required  to  cause  the 


heart  to  go  into  ventricular  fibrillation.  This 
shock  is  produced  by  clamping  one  electrode 
to  the  neck  and  the  other  to  the  groin  of  the 
dog  and  allowing  the  electric  current  re- 
ceived from  a wall  plug  to  pass  through  the 
dog.  Two  or  three  shocks  may  be  necessary 
in  the  larger  dogs  to  produce  fibrillating  ven- 
tricles. When  this  occurs,  it  is  easily  seen  that 
the  heart  is  not  functioning,  yet  all  muscle 
fibers  are  in  motion.  There  is  no  pulse  beat 
and  no  heart  sounds,  and  only  direct  vision  or 
an  electrocardiogram  can  be  used  in  making 
the  diagnosis.  The  heart  distends  and  becomes 
very  cyanotic  and,  except  for  the  fibrillating 
muscle,  appears  like  the  heart  in  complete 
arrest.  Manual  compression  of  the  heart  is 
essential  for  oxygenation  of  the  heart  and 
brain,  and,  when  the  heart  muscle  is  well 
oxygenated,  the  defrillator  should  then  be 
used.  The  dog  laboratory  is  the  place  to  ac- 
quaint the  house  and  attending  staffs  with 
the  technique  and  dangers  of  this  instrument, 
as  well  as  to  realize  that  it  may  take  con- 
siderable time  and  effort  to  accomplish  de- 
fibrillation. 

SUMMARY  AND  CONCLUSIONS 

Any  patient  that  has  the  following  findings  or 
combination  of  findings  is  a likely  candidate  for 
cardiac  arrest  because  of  the  associated  difficulty 
with  the  free  exchange  of  gases.  The  obese,  the 
anemic,  the  cardiac,  the  patient  with  infections 
about  face,  nasopharynx  or  lung,  and  patients  with 
an  obstruction  in  the  gastro-intestinal  tract,  all 
present  added  hazards  that  are  easily  recognizable. 
The  healthy  young  adult  is  not  exempt  from  this 
tragedy,  and  as  above,  the  most  common  cause  for 
cardiac  arrest  is  some  mechanical  cause  or  disease 
process  that  interferes  with  the  free  exchange  of 
gases  during  an  anesthesia. 

Cardiac  resuscitation  is  only  possible  if  one  is 
able  to  recognized  a cardiac  arrest  and  institute  a 
bold  well-organized  plan.  The  animal  laboratory  is 
invaluable  in  this  training  program. 

The  most  important  lesson  to  be  learned  in  this 
demonstration,  both  for  the  anesthetist  and  sur- 
geon, is  the  realization  of  the  importance  of  an 
open  airway  in  the  prevention  of  this  catastrophe. 
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THE  RESEARCH  PROGRAM 
OF  THE 

AMERICAN  HEART  ASSOCIATION* 
Charles  D.  Marple,  M.D.** 

New  York,  New  York 


Although  the  history  of  medicine  can  be 
traced  back  to  ancient  times,  the  scientific  dis- 
coveries made  by  primitive  peoples  and  by 
ancient  civilizations  were  the  result  largely 
of  the  painfully  slow  process  of  trial  and 
error,  or  of  chance  observation.  In  some  in- 
stances discoveries  were  made  through  the 
genius  of  those  occasional  historical  figures 
whose  names  have  been  handed  down  to  us; 
Imhotep,  the  Egyptian,  Aesculapius,  the 
Greek,  Galen,  the  Roman,  and  others,  but  it 
must  be  kept  in  mind  that  these  men  lived 
centuries  apart  and  progress  in  science  was 
measured  in  centuries  rather  than  in  years, 
or  even,  as  is  true  today,  in  weeks  and  months. 

Roughly  four  hundred  years  ago  there  first 
developed  what  is  today  called  “the  scientific 
method,”  the  basic  approach  to  nearly  all 
modern  scientific  discovery.  This  is  true  of 
all  science,  not  alone  medicine,  and  it  is  as 
important  in  agriculture  and  in  industry  as 
it  is  biological  science.  The  method  may  be 
descrbed  briefly  as  follows.  The  investigator 
in  the  course  of  his  work  becomes  interested 
in  a particular  problem  and  desires  to  learn 
more  about  it.  He  first  reviews  existing 
knowledge  on  the  subject  until  he  is  reason- 
ably certain  that  he  knows  most  of  what  is 
known  about  it.  He  then  thinks  about  it  and 
speculates  as  to  possible  explanations.  Fin- 

♦Address  presented  at  quarterly  meeting  of  S.  D.  Heart 
Association.  Sioux  Falls,  Saturday.  June  8.  1955. 

**Medical  director,  American  Heart  Association, 

New  York. 


ally,  he  develops  an  hypothesis  which  seems 
to  him  to  be  the  most  likely  explanation. 
Then,  and  only  then  does  he  plan  a controlled 
experiment  which  test  out  this  phyothesis, 
which  will  prove  or  disprove  whether  his  ex- 
planation is  the  correct  one  or  not.  Thus  the 
scientific  method  is  a philosophy  and  research 
is  the  technique  by  which  new  facts  are 
added  to  the  old. 

Research  is  merely  the  search  after  the 
truth,  utilizing  the  scientific  method.  It  in- 
volves thought  and  planning  in  advance  of 
the  actual  investigation;  it  also  involves  plan- 
ning and  control  of  the  investigation.  The 
scientific  method  is  employed  by  the  architect 
when  he  sketches  and  measures  out  the  struc- 
ture which  is  going  to  be  built.  It  is  em- 
ployed by  the  football  coach  when  he  devises 
simple  or  elaborate  “plays”  to  outwit  the  op- 
posing team.  The  research  involved  in  these 
instances  is  the  testing  out  of  the  plans  drawn 
or  the  plays  devised  on  paper,  by  models,  or 
in  practice  so  that  the  best  possible  result 
will  be  obtained  when  the  plan  is  put  into 
action.  In  science,  however,  much  of  the 
testing  is  done  in  the  laboratory  and  is  re- 
ferred to  as  research.  Obviously,  scientific 
research  is  often  much  more  complex  than 
this  and  is  done  with  all  sorts  of  complex  ap- 
paratus, but  the  principle  involved  is  the 
same. 

The  end-result  of  research  is  discovery,  the 
discovery  of  new  things,  new  facts,  or  new 
ideas.  Stangely  enough,  such  an  end-result 
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may  be  something  which  was  not  suspected 
at  the  time  the  investigation  was  started.  In 
fact,  there  have  been  investigations  in  which 
the  main  object  was  not  attained,  or  was  found 
to  be  unimportant,  whereas  some  by-product 
of  the  research  became  a world-stirring  dis- 
covery. The  discovery  of  penicillin  by  Sir 
Alexander  Fleming  is  probably  the  best- 
known  recent  discovery  of  this  sort.  We  call 
this  “serendipity,”  the  chance  discovery  aris- 
ing as  the  by-product  of  a planned  research. 
We  know  also  that  the  trained  and  exper- 
ienced observer  is  more  apt  to  recognize  the 
importance  of  chance  observations  than  are 
unskilled  workers.  The  reason  that  modern 
research  places  so  high  a premium  on  brain- 
power is  that  only  the  trained  and  exper- 
ienced mind,  only  the  alert  and  interested 
mind,  only  the  skillful  and  devoted  mind  is 
likely  to  get  the  most  out  of  research. 

We  live  today  in  what  has  been  called  The 
Age  of  Science,  the  direct  result  of  the  de- 
velopment of  modern  research.  There  is  an 
ever-increasing  need  for  research  and,  con- 
sequently, for  individuals  who  are  trained  to 
be  investigators.  There  are  at  least  five  essen- 
tials which  are  required  for  modern  research: 
adequate  physical  facilities  and  equipment, 
adequate  trained  personnel,  a suitable  in- 
tellectual environment  in  which  these  people 
can  work,  adequate  means  of  communication 
for  the  exchange  of  ideas,  and  the  funds 
necessary  to  make  all  of  these  possible.  This 
is  true  of  all  research,  including  medical  re- 
search, and  it  is  just  as  true  of  research  in 
the  field  of  heart  disease  as  it  is  in  the  field 
of  other  diseases.  That  is  why  the  American 
Heart  Association  emphasizes  research  in  its 
program. 

The  Research  Program  of  Ihe  American 
Heart  Association. 

The  total  program  of  the  American  Heart 
Association  is  often  described  by  the  phrase 
“Research,  Lay  and  Professional  Education, 
and  Community  Service.”  This  is  an  ade- 
quate, if  abbreviated  description  of  the 
things  which  the  Association  does.  On  a na- 
tional level,  one  half  of  all  funds  coming  to 
the  national  office  must  be  spent  in  the  sup- 
port of  research;  all  other  functions  and  ac- 
tivities are  supported  by  the  other  one-half  of 
the  funds  received.  The  Association  supports 
research  financially;  it  does  not  perform  re- 
search itself. 


The  primary  objectives  of  the  research  pro- 
gram are  (1)  to  support  basic  or  fundamental 
research  is  contradistinction  to  applied  or 
clinical  research,  and  (2)  to  support  individuals 
rather  than  projects.  What  do  we  mean  by 
these  statements  and  why  does  the  Associa- 
tion take  these  particular  views? 

Basic  or  fundamental  research  is  that  re- 
search which  adds  to  the  sum  total  of  scien- 
tific knowledge,  even  if  no  immediately  prac- 
tical benefits  from  it  can  be  foreseen.  The 
sort  of  information  obtained  is  the  real  foun- 
dation of  modern  science,  since  all  practical 
research  is  built  upon  this  base  of  fundamen- 
tal knowledge.  Applied  or  clinical  research, 
which  is  the  application  of  such  basic  facts  to 
practical  medical  problems,  is  important  too, 
and  cannot  be  neglected.  It  is  hoped  that  this 
type  of  research  will  be  increasingly  sup- 
ported on  a local  level  by  the  affiliated  heart 
associations  and  their  chapters,  whose  pro- 
fessional members  will  appreciate  the  prac- 
tical results  obtained  and  whose  people  will 
benefit  thereby. 

The  support  of  individuals  in  preference  to 
the  support  of  specific  research  projects  is 
sound  from  the  long-range  view.  The  object 
is  to  get  young  scientists  into  research  and  to 
keep  them  there  on  a full-time  basis  until 
they  have  established  themselves,  or,  as  will 
be  the  case  occasionally,  have  decided  that 
they  want  to  do  clinical  medicine  in  pref- 
erence to  research.  It  is  hoped  and  intended 
that  the  support  of  most  of  these  men  will  be 
taken  over  by  medical  schools  or  research 
institutes  where  the  individuals  will  become 
full-fledged  and  permanent  members  of  the 
faculties  and  staffs.  What  the  Association  is 
trying  to  do  is  to  make  it  possible  for  more 
young  men  to  train  themselves  and  to  be- 
come sufficiently  experienced  that  they  will 
be  sought  after  by  these  schools  and  other 
institutions.  We  are  simply  trying  to  in- 
crease the  number  of  educated  and  trained  in- 
dividuals in  the  pool  of  scientific  manpower 
available  to  the  scientific  world. 

In  the  light  of  these  concepts,  then,  the  As- 
sociation offers  several  types  of  research  fel- 
lowship support,  by  which  the  investigator  is 
paid  a stipend,  or  wage,  for  periods  of  from 
one  to  five  years,  so  that  he  may  become 
established  in  the  scientific  world.  The  Asso- 
ciation does,  however,  also  offer  support  for 
research  work  in  the  form  of  grants-in-aid. 
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which  are  funds  designed  to  buy  the  equip- 
ment and  facilities  by  which  investigations 
can  be  carried  out. 

The  Research  Program  of  the  American 
Heart  Association  has  existed  only  since  1949 
and  its  experience  is  still  limited.  The  funds 
for  it  are  obtained  as  follows.  Of  all  monies 
collected  in  heart  drives  throughout  the  coun- 
try each  year,  three-quarters  (755^)  remains 
within  the  local  areas  where  the  money  is 
collected  and  one-quarter  (25%)  goes  to  the 
national  office.  Fifty  per  cent,  or  one-half, 
of  all  the  money  which  comes  to  the  national 
office,  must  be  spent  in  the  support  of  re- 
search. Additional  amounts  of  money  are 
spent  in  the  support  of  research  locally,  from 
the  funds  which  are  retained  locally,  and 
some  heart  associations  spend  as  much  as  50 
per  cent  of  their  budget  in  the  support  of  re- 
search in  their  own  community,  in  their  own 
state  or  in  their  own  region.  Local  funds  are 
allocated  by  local  committees  and,  in  general, 
support  work  being  done  by  local  physicians 
and  other  scientists. 

On  the  national  level,  funds  available  for 
research  have  increased  over  the  past  five 
years  from  less  than  a quarter  of  a million 
dollars  ($250,000)  to  more  than  one  and  one 
quarter  million  dollars  ($1,250,000).  How- 
ever, the  number  of  requests  for  support  in- 
creases as  rapidly,  and  in  fact,  more  rapidly 
than  do  the  available  funds.  There  is  still  a 
serious  need  for  additional  funds  for  the  sup- 
port of  research  and  this  situation  is  likely  to 
prevail  for  some  years  to  come,  no  matter  how 
successful  is  the  Heart  Drive  during  the  com- 
ing years. 

Affiliated  heart  associations  and  their  chap- 
ters can  play  a definite  and  direct  role  in  ad- 
vancing medical  science  by  supporting  local 
research.  Where  no  research  is  being  done 
and  where  there  are  not  facilities  or  person- 
nel available  to  conduct  research,  support  can 


be  offered  to  nearby  research  centers,  or  ad- 
ditional sums  can  be  invested  through  the 
national  organization.  Research  cannot  be 
performed  everywhere  and  local  pride  should 
not  prevent  the  investment  of  needed  money 
in  other  areas.  Research  knows  no  geographic 
boundaries;  the  results  of  it  are  available  for 
the  benefit  of  everyone,  everywhere. 

In  our  modern  society,  it  is  evident  that 
scientific  advances  are  of  tremendous  im- 
portance to  each  of  us  in  his  daily  life.  Med- 
ical science  depends  upon  the  discoveries 
made  in  the  scientific  laboratory  and  in  the 
hospital  wards  for  its  progress.  With  the  in- 
creasing complexity  of  science  and  with  its 
ever  expanding  frontiers,  there  is  an  accel- 
erated need  for  trained  personnel,  improved 
facilities  and  highly  complex  equipment. 
Furthermore,  there  is  a consistant  competition 
between  industry  and  research  centers,  in- 
cluding the  universities,  for  the  trained 
scientist.  The  only  solution  to  this  problem 
is  to  train  more  people  for  careers  in  science. 
This  means  more  graduate  schools,  more  lab- 
oratories, more  scientific  equipment.  That  is 
why  the  American  Heart  Association  em- 
phasizes so  strongly  its  research  program  and 
why  that  program  emphasizes  the  support  of 
young  and  promising  investigators. 

Remember,  when  the  next  Heart  Drive  is 
held  in  your  community,  that  the  Association 
is  seeking  funds  to  develop  medical  science, 
especially  in  the  research  field.  The  results 
of  this  research  program,  directly  or  indirec- 
tly, will  improve  medical  knowledge  and, 
consequently,  medical  care  in  the  cardiovas- 
cular field.  The  beneficiary  of  this  is  the  pub- 
lic, in  fact,  the  beneficiary  is  the  peoples  of 
the  world.  The  return  on  your  investment  is  j 
the  greatest  return  on  any  investment  in  the 
world  — the  improved  health  and  increased 
longevity  of  mankind.  You  could  not  ask  for 
more. 
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PUBLIC  RELATIONS  AND  THE  DOCTOR 
OF  MEDICINE* 

L.  J.  Pankow.  M.D.,  Sioux  Falls,  South  Dakota 


The  days  of  the  Corner  Drug  Store  as  the 
Community  Center  and  the  Family  Physician 
as  Community  Counsellor  seem  to  have 
pretty  well  passed.  Today  the  family  goes  to 
the  tavern  for  its  gossip  and  to  the  Medical 
Center  for  its  medical  care.  This  is  not  a plea 
for  the  return  of  those  not-so-“good  old  days,” 
but  an  effort  to  deermine  why  the  Doctor  of 
Medicine  is  too  often  relegated  to  a position 
slightly  lower  than  the  dog-catcher,  from 
once  being  on  a par  with  the  local  clergyman 
as  an  advisor  for  emotional  as  well  as  medical 
problems. 

No  doubt  there  is  some  interrelationship 
with  the  ascendency  of  a Welfare  State  for 
the  past  quarter  of  a century,  but  what  1 am 
trying  to  determine  is  not  the  politics  that 
have  effected  this  change,  but  what  the  Med- 
ical Profession  has  done,  or  not  done,  that  has 
produced  a situation  that  apes  Big  Business 
and  Labor  Unions.  Big  Business  spends  big 
money  to  convince  the  public  that  low  wages 
to  Labor  and  high  prices  for  Product  are 
justified.  Labor  hires  public  relations  experts 
to  promote  sympathy  for  its  strikes,  destruc- 
tion and  violence. 

Why  is  there  a need  for  our  profession  to 
try  to  woo  public  opinion  in  our  favor?  What 
have  we  done  to  require  this? 

Financially,  the  individual  practicing  med- 
icine is  mighty  small  business.  True,  we  are 
unique  in  that  we  have  a monopoly  for  the 
healing  of  human  ills  and  the  alleviation  of 
suffering.  Despite  the  flourishing  cults  exis- 
tant,  we  actually  have  no  competitors. 
As  individuals  practicing  medicine,  however, 

* Presented  at  the  McKennan  Hospital  Staff  Clinic, 

November  23,  1954. 


we  are  mighty  small  enterprises. 

No  apparent  public  relations  problems  exist 
for  any  small  business  that  1 can  think  of. 
These  have  their  merchandise  or  their  ser- 
vices to  sell.  If  the  customer  wants  that  mer- 
chandise or  service,  he  buys  and  pays  for  it. 
Competition  with  others  in  the  same  line, 
quality  of  the  article  or  service,  and  the  re- 
ception and  treatment  of  the  buyer  deter- 
mines prices  and  the  success  of  the  business. 
Inferior  merchandise,  overcharges,  poor  ser- 
vice or  an  unfriendly  attitude,  would  soon 
close  up  a small  business  despite  public  re- 
lations experts. 

Flagrant  monopolistic  combines  of  such 
small  businesses  would  soon  bring  clamorings 
for  governmental  control.  But  if  each  such 
business  limits  his  profits  to  a legitimate  re- 
turn, furnishes  good  quality  merchandise,  and 
gives  his  own  personality  with  each  trans- 
action he  does  not  have  to  worry  about  public 
relations.  Why  does  not  our  profession  enjoy 
these  same  benefits?  Can  it  be  that,  somehow, 
we  are  individually  to  blame? 

Is  our  product  good?  Never  has  our  pro- 
fession had  so  much  to  offer  the  patient  for 
relief  and  cure,  as  today.  Never  has  medical 
knowledge  been  so  great  or  results  so  good 
as  today.  The  incurable  of  yesteryear  is  read- 
ily healed  today.  The  average  enjoyable  life 
span  has  been  so  lengthened  in  our  time  that 
it  would  appear  as  magic  to  medical  men  of 
but  a few  decades  past.  No,  our  product  is 
good. 

Are  we  overcharging  for  our  product? 
There  is  no  need  for  quoting  a lot  of  statistics 
on  this.  All  you  have  to  do  is  compare  your 
own  charges  of  today  and  twenty  or  thirty 
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years  ago.  Almost  none  of  your  charges  have 
been  doubled  and  are  consequently  reduced 
by  comparison  for  the  times.  There  may  be  a 
few  areas  in  the  United  States  where  this  is 
not  true,  but  certainly,  locally,  we  are  not 
overcharging. 

Is  our  service  at  fault  or  our  attitude 
wrong?  Since  I have  answered  the  other  ques- 
tions in  our  favor,  by  elimination  then,  if  we 
have  a need  for  improved  public  relations,  it 
must  be  some  fault  in  our  attitude  and  our 
personal  handling  of  patients.  This  I believe. 
None  of  us  are  entirely  innocent  of  fault. 

Since  our  medical  forefathers  enjoyed  ex- 
cellent public  standing,  and  we  are  seeming 
to  lose  it,  perhaps  by  recalling  to  memory,  the 
old  family  doctor,  we  can  recognize  qualities 
he  had  that  we  lack. 

The  old  family  doctor  was  a dedicated  soul. 
He  felt  a call  to  healing  not  unlike  the  call  of 
the  clergyman  to  his  work.  No  questions  did 
he  raise  to  prestige,  wealth,  social  position, 
days  off,  extended  vacations  or  early  retire- 
ment. 

Prestige  he  didn’t  think  of.  Some  commun- 
ity needed  him  to  look  after  its  sick.  Maybe 
he  would  be  unpopular  at  times  for 
standing  firm  on  problems  of  quarantine  or 
sanitation  or  water  supply.  He  was  an  ideal- 
ist and  stood  by  his  guns  until  his  community 
eventually  came  to  like,  if  not,  indeed,  revere 
him.  He  had  no  time  to  worry  about  prestige. 

Wealth  he  may  have  envied,  but  not  cove- 
tously. He  knew,  like  the  Preacher,  that  he’d 
get  along  somehow,  and  that  although  he 
might  never  be  rich,  he’d  make  a good  living. 
He  might  not  have  much  time  to  be  with  his 
children,  but  the  chances  were  that  they 
would  always  be  warm,  clothed  and  fed,  and 
that  sometime  they’d  get  an  education. 

Social  position  he  didn’t  much  give  a damn 
about.  People  who  called  him  in  when  they 
were  sick,  and  often  named  their  children 
after  him  weren’t  going  to  “snoot”  him  on  the 
street.  He  didn’t  have  time  for  much  society 
anyhow,  or  to  play  golf  much,  if  any.  His 
dedication  to  his  work  kept  him  from  taking 
much  time  for  anything  else,  and  he  didn’t 
dare  to  get  sick.  More  than  a few  of  them 
died  from  disease  contracted  by  overwork 
and  exhaustion.  Maybe  he’d  get  off  once  in  a 
while  for  a medical  meeting. 

He  didn’t  know  a great  deal  about  medicine 


as  we  know  it  today,  but  he  knew  a heap 
about  human  nature,  and  when  his  drugs 
failed  he  bullied  his  patients  back  to  health. 
His  death  records  were  about  the  same  aver- 
age as  ours  today.  He  might  grumble  about 
driving  ten  or  fifteen  miles  to  deliver  the 
wife  of  some  no-good  of  her  seventh  baby, 
but  he  went.  He  probably  told  the  husband 
what  he  thought  of  him,  too.  But  he  did  go, 
and  he  did  take  care  of  his  families  the  best  he 
could. 

Occasionally  one  of  these  men  would  decide 
he  didn’t  like  to  take  care  of  sick  people  and 
most  of  these  got  into  some  other  work.  Not 
too  many  may  recall  an  insurance  “old  timer” 
in  this  city  who  was  a graduate  Doctor  of 
Medicine.  He  preferred  business  to  medicine. 

The  dissatisfied  physician  of  today  too  often 
leaves  general  practice  and  takes  up  a 
specialty  where  he  does  not  work  with  people. 
He  may  prefer  to  deal  with  diseases,  con-' 
ditions,  tissues  or  anesthetics  and  so  on,  rather 
than  deal  with  families;  and  besides,  in  those 
fields  he  can  make  more  money  and  have 
more  time  to  play. 

Time  prevents  enlarging  on  this  premise. 

I intend  no  personal  innuendos  in  this  talk  for 
it  is  obvious  that  the  specialties  are  just  as 
necessary  as  a General  “Family”  Physician 
and  often  more  so.  But  if  our  profession  needs 
public  relations  experts  it  is  our  own  fault, 
because  we  have  been  too  much  in  the  "bus- 
iness" of  medicine  and  not  the  “calling.”  We 
have  not  given  sufficiently  of  ourselves  to  our 
work  and  to  our  patients. 

May  I quote  from  “The  Vision  of  Sir  Laun- 
fall”? 

“Who  gives  himself  with  his  alms  feeds 
three; 

Himself,  his  hungering  neighbor, 
and  Me.” 

I do  not  pretend  to  be  one  of  the  old  family 
doctors  that  I have  eulogized,  but  I come 
closer  to  it  in  years,  than  many  of  you.  It  was 
the  style,  even  when  I started  out,  to  be  the 
family's  medical  advisor  — but  our  days  are 
running  out  fast.  So  again  may  I quote,  this 
time  from  the  poem  “Flanders  Fields”? 

“To  you  from  failing  hands  we  throw 

The  Torch,  be  yours  to  hold  it  high. 

If  ye  break  faith  with  us  who  die. 

We  shall  not  sleep.” 
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SUMMARY  OF  NATIONAL  PLANNING 
MEETING  ON  1955  POLIOMYELITIS 
VACCINE  PROGRAM 


On  invitation  of  the  National  Foundation 
for  Infantile  Paralysis,  official  representa- 
tives of  the  American  Medical  Association, 
the  American  Academy  of  Pediatrics,  the 
Association  of  State  and  Territorial  Health 
Officers,  the  American  Public  Health  Asso- 
ciation and  the  U.  S.  Department  of  Health, 
Education  and  Welfare  met  in  New  York  on 
January  10.  The  purpose  of  this  meeting  was 
to  consider  nationwide  administrative  policies 
relative  to  the  distribution  and  administration 
of  the  supply  of  poliomyelitis  vaccine  being 
purchased  by  the  National  Foundation  for 
Infantile  Paralysis  for  possible  rapid  applica- 
i tion  in  the  prevention  of  poliomyelitis  in  the 
spring  of  1955.  The  deliberations  of  this  group 
were  predicated  on  the  assumption  that  the 
evaluation  of  the  1954  poliomyelitis  vaccine 
field  trial  now  being  conducted  by  Dr. 
Thomas  Francis,  Jr.  at  the  University  of 
I Michigan  would  justify  the  licensure  of  this 
5 product  by  the  National  Institutes  of  Health, 
I U.  S.  Public  Health  Service.  Dr.  Francis’ 
I report  is  expected  to  be  issued  about  April 
1,  1955. 

I The  consensus  of  the  meeting  was  as  follows: 

I 1.  That  if  and  when  licensed  by  the  National 
Institutes  of  Health,  the  vaccine  will  be  sup- 
plied by  the  National  Foundation  to  state 
health  officers  in  amounts  sufficient  to  pro- 
vide for  the  vaccination  of 

a.  Children  who  participated  in  the  vaccine 
field  trial  in  217  field  trial  areas  in  the 

1 United  States  in  1954,  but  who  did  not  re- 

, ceive  vaccine  at  that  time. 

b.  All  children  enrolled  in  the  first  and  second 
primary  grades  of  all  public,  private  and 
parochial  schools  in  the  continental  United 


States,  Alaska  and  Hawaii  in  the  spring 
term  of  1955. 

2.  The  plan  of  administration  of  the  vaccine  in 
any  state  or  territory  will  be  the  administra- 
tive responsibility  of  the  respective  state  or 
territorial  health  officer  and  will  be  worked 
out  by  him  in  cooperation  with  the  state  or 
territorial  medical  society  and  state  or  terri- 
torial education  officials. 

3.  The  1955  vaccine  program  has  been  initiated 
by  the  National  Foundation  for  the  purpose 
of  making  possible  early  and  widespread  ap- 
plication of  a newly  established  preventive 
measure  against  paralytic  poliomyelitis;  after 
compla(tion  of  this  program,  the  National 
Foundation  will  not  participate  in  the  pro- 
duction, distribution  or  administration  of 
poliomyelitis  vaccine. 

4.  The  children  in  the  first  and  second  grade  of 
primary  schools  were  selected  for  the  program 
because  of  high  incidence  of  paralytic  polio- 
myelitis in  this  group  and  their  accessibility 
as  organized  units  within  the  schools,  keeping 
in  mind  the  limitations  on  the  amount  of  vac- 
cine to  be  available  for  this  program. 

5.  It  is  expected  that  additional  vaccine,  equiv- 
alent or  greater  in  amount  than  that  contrac- 
ted for  by  the  National  Foundation,  will  be 
obtainable  through  usual  commercial  channels 
for  the  use  of  private  physicians  for  their 
patients. 

6.  Vaccine  for  use  in  1955  will  be  administered 
on  the  same  dosage  schedule  as  was  followed 
in  the  1954  field  trial,  namely  1 cc.  of  vaccine 
in  each  of  the  three  doses,  given  intramuscu- 
larly, the  second  inoculation  one  week  after 
the  first  and  the  third  inoculation  four  weeks 
after  the  second. 

7.  Administrative  procedures  for  the  giving  of 
the  vaccine  will  be  as  simple  as  possible  and 
will  not  require  extensive  record-keeping. 
Except  in  those  states  which  wish  and  are  in 
a position  to  conduct  follow-up  studies,  no 
extensive  nationwide  evaluation  such  as  was 
done  in  the  1954  field  trial  is  contemplated. 

8.  Upon  request  from  state  health  officers,  the 
National  Foundation  will  supply  educational 
and  other  printed  materials  for  use  in  the  con- 
duct of  the  vaccination  program  and  will  pro- 
vide local  cooperation  and  assistance  through 
its  Chapters  in  all  counties,  as  requested  by 
local  health  authorities. 
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COUNCIL  MEETING  — JANUARY  23.  1955 
Marvin  Hughitt  Hotel 
Huron,  South  Dakota 

Dr.  Morrissey  called  the  meeting  to  order. 

Roll  Call  was  read  by  Executive  Secretary-Foster. 
Those  present  were:  Drs.  Spiry,  Peeke,  Mayer, 
Buchanan,  Morrissey,  McCarthy,  Stoltz,  Davidson, 
Lenz,  Skogmo,  McDonald,  Lampert,  Pfister,  AuM 
(for  Reding),  Mr.  Goldsmith  and  Mr.  Foster.  Guests 
were:  Drs.  H.  R.  Brown,  Yohe,  Stransky,  Hard, 
Gieb,  and  Michael. 

Dr.  Stoltz  moved  that  the  minutes  of  the  last 
meeting  be  dispensed  with  as  they  were  published 
in  the  Journal.  Seconded  by  Dr.  Davidson  and 
carried. 

Dr.  Mayer  moved  that  the  Committee  on  the 
Executive  Secretary  Retirement  Plan  make  up  a 
plan  and  present  it  to  the  Budget  Committee 
for  approval  and  presentation  to  the  House  of 
Delegates  at  the  annual  meeting.  Seconded  by 
Dr.  Buchanan  and  carried. 

Dr.  Davidson  moved  that  a letter  be  prepared  by 
executive  secretary  Foster  and  Dean  Hard  and 
sent  to  the  Appropriations  Committee  supporting 
the  medical  school  budget  as  approved  by  the 
Governor.  Seconded  by  Dr.  Stoltz  and  carried. 

Dr.  Stoltz  moved  that  Drs.  McVay,  Mayer  and 
Morrissey  be  nominated  to  the  Governor  for  the 
vacancy  on  the  Board  of  Medical  & Osteopathic 
Examiners,  which  will  be  due  for  consideration  in 
July.  Seconded  by  Dr.  Spiry  and  carried. 

Mr.  Foster  discussed  the  new  proposals  on 
Hill-Burton  type  Funds  for  diagnostic  and  treat- 
ment centers  and  rehabilitation  centers. 

Dr.  Stoltz  moved  that  a Public  Health  official 
appear  on  the  annual  meeting  program  to  explain 
Civil  Defense  Functions.  Seconded  by  Dr.  Bu- 
chanan and  carried. 

Dr.  Stoltz  moved  that  the  Mental  Health  Com- 
mittee of  the  Association  be  enlarged  to  six  mem- 
bers. Seconded  by  Dr.  Pfister  and  carried.  Dr. 
Stoltz  moved  that  no  layman  be  put  on  this  com- 
mittee by  the  Council.  Seconded  by  Dr.  Buchanan 
and  carried. 

Dr.  Stoltz  moved  that  the  Mental  Health  Com- 
mittee recommendation  be  endorsed  and  presented 
to  the  Joint  Appropriations  Committee  of  the 
legislature.  Seconded  by  Dr.  Buchanan  and  carried. 

Dr.  Mayer  moved  that  Public  Relations  Program 
on  Auto  Accidents  be  adopted  and  carried  out  by 
executive  secretary  Foster  and  members  of  the 
Association  and  included  in  the  Public  Relations 
Budget.  Seconded  by  Dr.  Spiry  and  carried. 

Dr.  McCarthy  moved  that  the  Medical  Civil  De- 
fense Program  be  handled  through  the  executive 
secretary  with  a committee  of  three  physicians  to 
coincide  with  the  initial  recommendation  sub- 
mitted by  R.  P.  Harmon,  State  Director  of  Civil 
Defense.  Seconded  by  Dr.  Stoltz  and  carried. 

Dr.  Pfister  moved  that  Drs.  Bloemendaal,  Gieb 
and  Askwig  be  appointed  to  the  Civil  Defense  Pro- 
gram. Dr.  Gieb  as  chairman.  Seconded  by  Dr. 
Skogmo  and  carried. 

Dr.  Stoltz  moved  that  the  endorsement  of  the 
Association  on  the  Physical  Therapy  licensing  Law 
be  reiterated.  Seconded  by  Dr.  Peeke  and  carried. 

Dr.  Buchanan  moved  that  the  Blue  Shield  En- 
abling Act  be  endorsed  by  the  Council  of  the  Asso- 
ciation. Seconded  by  Dr.  Davidson  and  carried. 

Dr.  McCarthy  moved  that  Senate  Bill  37,  con- 
cerning a dietitian  for  State  Department  of  Health, 
be  approved.  Seconded  by  Dr.  Skogmo  and  carried. 

Discussion  was  held  on  State  Health  Laboratories 
at  the  University  and  at  Pierre.  Dr.  McCarthy 
moved  that  the  Council  instruct  a special  com- 
mittee to  consist  of  Drs.  Van  Heuvelen,  Hard, 
Morrissey  and  Gieb,  and  executive  secretary  Foster 
to  come  to  some  conclusion  on  State  Health 
Laboratories  at  the  University  and  Pierre.  Dr. 


Mayer  seconded  the  motion.  Carried. 

Dr.  Davidson  moved  that  the  discussion  on  the 
Workmen’s  Compensation  Occupational  Disease 
Section  be  tabled.  Seconded  by  Pfister  and  Carried. 

Dr.  Lampert  moved  that  Workmen’s  Compensa-. 
tion  raises  in  Medical  and  Hospital  Services  be 
set  without  limit  or  that  higher  ceilings  be  estab- 
lished. Seconded  by  Dr.  Peeke  and  carried. 

Dr.  Stoltz  moved  that  the  Council  support  the 
pharmacy  phone  prescription  law.  Seconded  by 
Dr.  Davidson  and  carried. 

Dr.  Buchanan  moved  that  the  D.P.  Law  be 
amended  to  include  only  those  graduates  of  un- 
approved schools  who  have  been  cleared  through 
the  International  Refugee  Organization.  Seconded 
by  Dr.  Stoltz  and  carried. 

Dr.  Stoltz  moved  that  recommendation  on  the 
Coroner’s  Law  be  submitted  to  the  Legislative  Re- 
search Council  and  that  the  Council  would  offer 
them  help  in  anyway  to  put  the  recommendation 
into  effect.  Seconded  by  Dr.  Lampert  and  carried. 

Dr.  Spiry  moved  that  the  Council  recommend  to 
the  Governor  that  the  Board  of  Charities  and  Cor- 
rections have  a doctor  on  the  Board  if  and  when  a 
Vacanqy  occuns.  Seconded  by  Dr.  Stoltz  and 
carried. 

Dr.  Spiry  moved  that  executive  secretary  Foster 
prepare  a resolution  for  the  Natural  Gas  and  Oil 
Resources  Committee  supporting  their  stand  on 
free  enterprise  in  that  field.  Dr.  McCarthy  sec- 
onded the  motion.  Carried. 

The  meeting  of  the  Council  adjourned  at  4:55 
P.  M. 


THE  MONTH  IN  WASHINGTON 

With  the  84th  Congress  well  into  its  first 
session,  all  indications  point  to  an  active  year 
in  medical  legislation.  Many  of  the  bills  will 
founder  somewhere  along  the  way,  but  as  of 
now  an  imposing  number  are  lined  up  await- 
ing consideration  in  Senate  and  House. 

Confirmation  that  medical  problems  rank 
high  in  the  administration’s  work  schedule 
for  Congress  came  early  in  January  in  Presi- 
dent Eisenhower’s  State  of  the  Union  Mes- 
sage. This  is  the  address,  delivered  in  person 
before  a joint  meeting  of  Senate  and  House, 
in  which  the  President  annually  outlines  in 
general  terms  the  condition  of  the  country 
and  the  new  legislation  he  believes  should  be 
enacted. 

This  message  highlighted  the  President’s 
objectives,  but  did  not  tell  in  specific  terms 
how  he  expected  to  reach  them.  The  details 
came  laer,  in  five  additional  messages  to 
Congress,  including  one  on  health  on  Jan- 
uary 24.  The  President  wants  Congress  to 
take  action  on  the  following  health  and  med- 
ical items: 

1.  A federal  health  reinsurance  service. 
This  idea  was  rejected  by  the  House  last 
year,  but  neither  Mrs.  Hobby  nor  Mr. 
Eisenhower  has  given  up  hope  for  it. 

2.  A plan  to  insure  better  and  more  uniform 
medical  care  for  public  assistance  re- 

(Continued  on  Page  70) 
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The  word  surgery  comes  from  the  Latin 
word  Chirurgia  and  from  the  Greek  word 
Cheir  meaning  hand  and  ergon,  meaning 
work  (Stedman’s  medical  dictionary.) 

Callender's  Surgical  Anatomy  by  B.  J.  Anson 
and  W.  G.  Maddock.  3rd.  ed.  Saunders, 
1952. 

Well  illustrated  with  explicit  and  integrated 
text.  Explains  structural  anomalies,  pos- 
sible involvements,  indications,  surgical 
landmarks,  best  operative  approach  and  ap- 
plications of  these  factors  to  actual  opera- 
tive technique. 

Christopher's  Minor  Surgery  revised  by  A. 
Ochsner,  W.  Henderson  and  M.  E.  De- 
Bakey.  7th  ed.  Saunders,  1954. 

A guide  to  the  diagnosis  and  treatment  of 
minor  surgical  conditions  and  diseases  of 
the  entire  body.  Instruments  needed  are 
explained  with  demonstrations  of  use  and 
modern  developments  in  nonoperative  ther- 
apy are  included. 

Principles  and  Practice  of  Surgery  by  W.  W. 
Babcock.  Lea  and  Febiger,  1944. 

Although  recent  advances  in  surgery  have 
made  some  parts  of  this  1331  page  book  out- 
dated there  is  still  a wealth  of  information 
for  student  and  practitioner  alike.  Common 
and  rare  surgical  conditions  occurring  not 
only  in  the  United  States  but  throughout 
the  world  are  included.  Etiology,  path- 
ology, symptoms,  prognosis  and  treatment 
are  described.  This  is  a good  reference 
book  for  such  conditions  as  gunshot  and 
other  wounds;  joint  injuries;  fractures  and 
dislocations;  infections;  general  surgery  and 
inflammation  and  repair;  surgery  of  sys- 
tems and  regional  surgery. 


Surgical  Pathology  by  Lauren  V.  Ackerman. 
Mosby,  1953. 

Although  in  the  field  of  pathology,  this 
book  should  be  of  considerable  interest  to 
the  surgeon  and  physician  and  others,  af- 
fected by  its  decisions  such  as  the  radiol- 
ogist and  internist.  Quoted  from  introduc- 
tion “Because  of  recent  advances  in  anes- 
thesia, antibiotics  and  pre  and  post-opera- 
tive care,  modern  surgery  permits  the 
radical  excision  of  portions  of  all  of  various 
organs.  There  is  need  today  of  men  with  a 
rich  background  in  the  fundamental  scien- 
ces, whether  chemistry,  physiology  or  path- 
ology. The  modern  surgeon  should  not  ask 
himself  “Can  I get  away  with  this  opera- 
tion” but  rather  “What  does  the  future  hold 
for  'the  patient?”  A brighter  future  will 
result  from  closer  cooperation  beween  sur- 
geon and  pathologists  working  together  for 
the  good  of  the  patient. 

Surgical  Practice  of  the  Lahey  Clinic  by  the 
Staff  of  Lahey  Clinic.  Saunders,  1951. 
Describes  principally  the  operating  tech- 
niques used  in  the  clinic  but  emphasizes 
diagnostic  methods,  pre  and  postoperative 
care,  and  anesthesia,  and  also  the  criteria 
for  selection  of  the  desirable  operation.  Case 
studies  and  results  reviewed.  Illustrations 
and  figures  of  instructive  value. 

Testbook  of  Surgery  by  Frederick  Chris- 
topher. 5th  ed.  Saunders,  1949. 

The  “bible  in  surgery”  for  surgeon,  family 
physician  and  medical  student,  integrating 
medicine  and  surgery  and  presenting  the 
surgical  practice  of  198  outstanding  teach- 
ing-specialists based  on  accepted  present 
day  methods  of  surgery.  Etiology,  path- 
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ACHROMYCIN  has  proved  effective  against: 

Pharyngitis 
Acute  Bronchitis 
Tonsillitis 
Pertussis 
Otitis  Media 
Scarlet  Fever 
Osteomyelitis 
Epidermal  Abscesses 
Acute  Brucellosis 
Pancreatic  Fibrosis 
Typhus  Fever 
Sinusitis 
Gonorrhea 
Bacillary  Dysentery 
Pneumonia  with  or  without  Bacteremia 
Bronchopulmonary  Infection 
Acute  Pyelonephritis 
Chronic  Pyelonephritis 
Mixed  Bacterial  Infections 
Soft  Tissue  Infections 
Staphylococcal  Septicemia 
Pneumonoccal  Septicemia 
Urogenital  Tract  Infections 
Acute  Extraintestinal  Amebic  Infections 
Intestinal  Amebic  Infections 
Subacute  Bacterial  Endocarditis 


* 


HYDROCHLORIDE 
Tetracycline  HCI  Lederle 

A TRULY  BROAD-SPECTRUM  ANTIBIOTIC 

Clinical  research  has  proved  ACFIROMYCIN  fo  be  effective  against  more  than  a score  of 
different  infections,  including  those  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  certain  viruses  and  protozoa. 


In  addition  to  its  true  broad-spectrum  activity,  ACHROMYCIN  provides  more  rapid 
diffusion  than  certain  other  antibiotics,  prompt  control  of  infection,  and  the  distinct 
advantage  of  being  well  tolerated  by  most  persons,  young  and  old  alike. 

Achromycin,  in  its  many  forms,  was  accepted  by  the  medical  profession  in  an  amazingly 
short  time.  Each  day  more  and  more  prescriptions  for  ACHROMYCIN  are  being  written 
when  a broad-spectrum  antibiotic  is  indicated. 


LEDERLE  LABORATORIES  DIVISION  American  G^unamid company  Pearl  River,  New  York 
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ology,  diagnosis  and  correct  surgical  treat- 
ment are  described.  Inflammation  and 
wound  healing;  shock;  fractures;  bacterial 
fungus  and  virus  diseases;  infections  and 
tumors  of  bones  and  joints;  nervous,  en- 
docdine,  vascular  and  lymphatic  systems 
are  among  the  well  illustrated  sections  in- 
cluded. 

Yearbook  of  General  Surgery  edited  by  E.  A. 

Graham.  Yearbook  publishers. 

This  yearbook  has  for  one  of  its  purposes 
the  reviewing  of  the  worlds  surgical  litera- 
ture but  with  most  of  the  articles  by  Amer- 
icans. It  is  divided  by  subject  with  out- 
standing articles  appearing  in  the  various 
journals  abstracted  in  enough  detail  to,  in 
most  cases,  make  it  unnecessary  to  read  the 
original  article. 

1954-55  series  contains  articles  pertaining 
to  the  breast;  lungs  and  pleura;  the  heart; 
peripheral  arteries  and  aorta;  the  pancreas; 
abdomen  and  many  others.  For  a busy  phys- 
ician and  surgeon  taking  the  time  to  read 
full  length  articles  but  still  desiring  to  keep 
informed,  particularly  of  the  recent  tech- 
niques and  methods,  this  yearbook  with  its 
“Readers  Digest”  design  should  be  of  con- 
siderable interest  and  value. 


FUTURE  POSTGRADUATE 
COURSES 

University  of  Colorado 
Medical  Center,  4200  East  Ninth  Avenue, 
Denver  20,  Colorado 

MEDICAL  TECHNOLOGY  (For  Medicol  Technicians) 

March  16,  17,  18,  19,  1955 

CLINICAL  MANAGEMENT  OF  EMOTIONAL 
PROBLEMS  IN  CHILDREN 

April  4,  5,  6,  7,  8,  9,  1955 

SIXTH  ANNUAL  COLORADO  INTERN  AND 
RESIDENT  CLINICS 

June  2,  3,  1955 

COLORADO  MEDICAL  ALUMNI  CLINICS 

June  10,  1955 

FUNDAMENTAL  ADVANCES  IN  INTERNAL 
MEDICINE 

June  13,  14,  15,  16,  17,  1955 

CLINICAL  HEMATOLOGY 

July  11,  12,  13,  14,  15,  1955 

POSTGRADUATE  SEMINAR  IN  OPHTHALMOLOGY 

July  25,  26,  27,  28,  1955 

DERMATOLOGY  FOR  GENERAL  PRACTITIONERS 

July  14,  15,  16,  1955 

CLINICAL  PROBLEMS  IN  FLUID  AND 
ELECTROLYTE  BALANCE 

September  22,  23,  24,  1955 

ORTHOPEDIC  SURGERY 

October  13,  14,  15,  1955 


Something  NEW 
is  Cooking 


MOK  INSURANCE  NOW  AVAIIABIE 


j HOW  THESE  IMOONTS 
WOOED  HELP  IN  PATINO  ESTATE  TATES  IN 
CASE  TOO  AHE  ACCIDENTALIT'  HIELED  ... 


(V 
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plans 


'also 
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SICKNESS. 


^ 


SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 

HOSPITAL  INSURANCE  ALSO  FOR  OUR  MEM- 
BERS AND  THEIR  FAMILIES. 


$4,000,000  Assets 
$20,000,000  Claims  Paid 

52  Yeors  Old 
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Physicians  Casualty  & Health  Ass’ns. 
Omaha  2,  Nebraska 


FEBRUARY  1955 


1954  MORTALITY  RATE  IN  SOUTH  DAKOTA  FROM 

DISEASES  OF  THE  HEART  AND  BLOOD  VESSELS  — Pre- 

pared and  issued  by  the  Division  of  Public  Health  Statistics, 
State  Department  of  Health,  Pierre,  South  Dakota." 

Deaths  Per 

100,000 

Circulatory  Diseases  (General)  . 2,242  (332.1) 

Chronic  Rheumatic  Heart  Disease 60  (8.8) 

(Hardening  of  Arteries  Leading  to  Heart) 

Arteriosclerotic  Heart  Disease  (incl.  Coronary) 1.352  (200.3) 

Chronic  Endocarditis  33  (4.9) 

Myocardial  Degeneration  233  (34.5) 

Acute  and  Subacute  Endocarditis 5 (.74) 

Functional  Disease  of  Heart  18  (2.67) 

(High  Blood  Pressure) 

Hypertension  Disease  253  (37.5) 

Diseases  of  Arteries  154  (22.8) 

(Hardening  of  Arteries  Throughout  Body) 

General  Arteriosclerosis 133  (19.7) 

Diseases  of  Veins  and  Circulatory  System 19  (2.8) 

Acute  Myocarditis 5 (.74) 

*Figures  taken  from  telegram  from  L.  E.  Aase,  Director  of  Division  of  Public  Health 
Statistics.  Rec’d  1-14-55. 
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ABERDEEN  DISTRICT 
HEARS  DR.  RANK 

“The  Aberdeen  District 
Medical  Society  held  its  reg- 
ular meeting  on  Wednesday 
evening,  January  5th  in  the 
Mexican  room  of  the  Sher- 
man Hotel.  About  30  mem- 
bers being  in  attendance. 
After  a fine  steak  dinner,  a 
short  business  session  was 
held;  and  a motion  was 
passed  that  the  District  So- 
ciety take  out  an  active  mem- 
bership in  the  National  So- 
ciety for  Medical  Research 
with  a donation  of  25  dollars 
being  made.  For  the  Scien- 
tific session  Dr.  Robert  K. 
Rank,  Pathologist  at  St. 
Lukes  Hospital  in  Aberdeen, 
gave  a very  interesting  pre- 
sentation on  ‘Pathological 
Conditions  of  the  Spleen  Re- 
quiring Surgery’.” 


CAMPBELL  RETAINS 
MEDICAL  LICENSE 

The  South  Dakota  State 
Board  of  Medical  and  Osteo- 
pathic examiners  voted  un- 
animously recently  against 
revoking  the  medical  license 
of  Dr.  Donald  F.  Campbell, 
Watertown,  S.  D. 

Charges  were  filed  against 
Campbell  for  revocation  of 
his  license  on  grounds  he 
failed  to  declare  his  intention 
to  become  a United  States 
citizen. 


Members  of  the  Board  re- 
ported there  was  insufficient 
evidence  for  revocation,  and 
it  was  their  belief  that  Camp- 
bell applied  for  his  license  in 
good  faith. 

The  action  against  Camp- 
bell was  initiated  by  Mrs. 
Fred  Hildebrandt,  widow  of 
a former  congressman  from 
Watertown  and  reportedly  a 
former  patient  of  Campbell’s. 


REHAB.  CENTER 
STARTS  IN  HILLS 

A new  rehabilitation  center 
opened  its  doors  last  week  at 
the  corner  of  Jackson  Blvd. 
and  St.  Joe  Street  in  Rapid 
City.  The  center  will  serve 
adults  and  children  alike  and 
will  be  known  as  the  Black 
Hills  Rehabilitation  Center. 

Future  plans  call  for  a 
building  program  to  be  fi- 
nanced by  individual  contri- 
butions plus  Federal  Hill- 
Burton  funds. 


L.  J.  TOWNSEND 
DIES  JANUARY  17 

Dr.  L.  J.  Townsend,  84, 
Belle  Fourche  passed  away  at 
John  Burns  Memorial  Hos- 
pital in  that  city  on  January 
18th.  Burial  was  in  the  fam- 
ily plot  at  Sioux  City,  Iowa. 

Dr.  Townsend  was  born  in 
LaMotte,  Iowa  and  spent  his 
childhood  in  Coldridge,  Ne- 
braska. He  taught  school  at 
Randolph,  Nebraska  and 


graduated  from  Rush  Med- 
ical School  in  Chicago  in 
1896.  He  practiced  in  Fre- 
mont, Nebraska,  Sioux  City, 
Iowa,  and  Belle  Fourche  re- 
tiring from  active  practice  in 
1943.  He  was  a member  of 
the  South  Dakota  State  Med- 
ical Association  and  was  a 
member  of  the  “50  Year 
Club.” 


DR.  MICHAEL  SPIRTOS 
STARTS  SURGICAL 
PRACTICE  IN  WINNER 

Dr.  Michael  Spirtos,  form- 
erly of  Chicago,  has  located 
in  Winner  where  he  is  special- 
izing in  general  surgery.  Dr. 
Spirtos  received  his  surgical 
training  in  Chicago,  Iowa 
City,  and  with  Dr.  C.  B.  Mc- 
Vay,  in  Yankton. 

This  brings  the  total  doctor 
population  of  Winner  to  four. 


NEWS  NOTES 

Clayton  L.  Behrens,  M.D., 

Rapid  City,  was  named  a 
Diplomate  of  the  American 
Board  of  Surgery,  early  in 
January. 

Doctor  Behrens  is  asso- 
ciated with  the  Dawley-Keg- 
aries  Clinic. 

Dr.  Wm.  E.  Gorder,  Aber- 
deen, was  elected  coroner  in 
Brown  County,  taking  office 
on  the  first  of  the  year. 
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The  State  Mental  Health 
Association  held  a dinner  for 
all  legislators  at  the  Masonic 
Temple  in  Pierre  on  February 
9th. 

:K  * * 

Up  to  the  legislative  recess 
January  29th,  medical  visitors 
to  the  legislature  included: 
Drs.  C.  R.  Stoltz.  Watertown; 
R.  H.  Hayes,  Winner;  C.  J. 
McDonald.  Sioux  Falls;  C.  F. 
Johnson,  Yankton;  A.  W. 
Spiry.  Mobridge;  Robert 
Monk,  Yankton;  A.  P.  Peeke. 
Volga;  M.  A.  Auld.  Yankton; 
Lyle  Hare,  Spearfish;  and 
Wayne  Geib,  Rapid  City. 

>:<  * 

The  Medical  School  Endow- 
ment Association  approved 
two  student  loans  at  their 
meeting  last  month.  These 
will  increase  the  number  of 
loans  to  six  that  are  presently 
being  used  by  medical  stu- 
dents. 

* * * 

Response  to  the  Insurance 
Committee’s  advertising  cam- 
paign has  been  great.  Many 
people  are  looking  for  good 
health  insurance  but  don’t 
know  what  is  good  and  what 
isn’t. 


AAGP  PLANS 
L.A.  MEETING 

The  American  Academy  of 
General  Practice  has  put  the 
finishing  touches  on  plans  for 
its  Seventh  Annual  Scientific 
Assembly  in  Los  Angeles, 
California,  March  28-31,  1955. 
Thirty-two  of  the  nation’s  top 
medical  authorities  will  par- 
ticipate in  the  program  which 
will  be  presented  in  Shrine 
Auditorium. 

Among  the  well-known 
speakers  who  will  address 
the  family  doctors  are:  Dr. 
Alton  Ochsner  of  the  Ochsner 


Clinic,  New  Orleans;  Dr.  Dig- 
by  Leigh,  Children’s  Hos- 
pital, Los  Angeles;  Dr.  Hugh 
H.  Hussey,  Washington,  D.C., 
medical  editor  of  the  Acad- 
emy’s journal,  GP;  Dr.  Wil- 
liam Sodeman,  dean  of  the 
School  of  Medicine,  Univer- 
sity of  Missouri;  Dr.  Lowell 
Goin,  University  of  Cali- 
fornia at  Los  Angeles;  Dr. 
Charles  Larson,  University 
of  Washington  School  of 
Medicine,  Tacoma;  and  Dr. 
Edward  Weiss  of  Temple 
University,  Philadelphia. 


LECTURES  AND 
DISCUSSIONS  ON 
CURRENT  MEDICAL 
PROBLEMS 

The  Mayo  Clinic  and  Mayo 
Foundation  announce  a 4-day 
program  April  19-22,  1955,  in- 
clusive, of  lectures  and  dis- 
cussions on  problems  of  cur- 
rent interest  in  the  general 
fields  of  medicine  and  sur- 
gery. The  number  of  phys- 
icians and  surgeons  who  can 
be  accommodated  is  neces- 
sarily limited.  Those  wishing 
to  attend  should  commun- 
icate with  Dr.  N.  W.  Barker, 
Mayo  Clinic,  Rochester,  Min- 
nesota, before  March  1,  1955. 
Applications  will  be  honored 
in  the  order  in  which  they 
are  received.  There  is  no 
registration  fee. 


TV  USE  IN 
PG  EDUCATION 
TO  BE  STUDIED 

The  Council  on  Medical 
Education  and  Hospitals  of 
the  A.M.A.  planned  a pro- 
gram on  the  subject  of  “The 
Potential  Use  of  Television 
in  Postgraduate  Medical  Edu- 
cation” to  be  presented  as  a 
full-day  working  conference 
on  February  5,  1955,  in  the 


Ballroom  of  the  Palmer 
House,  Chicago.  This  was  ex- 
pected to  be  the  first  of  a 
series  of  annual  “workshop” 
type  conferences  on  one  par- 
ticular aspect  of  postgraduate 
medical  education.  Tele- 
vision was  the  subject  of  the 
first  meeting  because  of  the 
extreme  interest  in  this  me- 
dium that  has  been  shown 
recently,  as  well  as  its  per- 
tinence to  the  future  of  post- 
graduate education.  The  pro- 
gram was  planned  in  such  a 
way  as  to  present  both  the 
educational  and  technical 
aspects  of  the  subject,  so  that 
medical  educators  and  med- 
ical society,  hospital  and 
specialty  society  representa- 
tives at  the  meeting  would  be 
able  to  obtain  a broad  picture 
of  the  medium  and  help  them 
to  determine  whether  or  not 
it  is  something  they  might 
use  in  their  own  programs, 
and  if  so  the  problems  in- 
volved in  its  use. 


AMA  ISSUES  NEW 
CATALOG  OF  HEALTH 
BOOKLETS 

For  a healthier  1955,  the 
AMA’s  Bureau  of  Health 
Education  presents  its  new 
catalog  of  “Publications 
About  Your  Health.”  Listing 
hundreds  of  new  pamphlets 
on  personal  and  family  health 
problems,  copies  of  these 
booklets  may  be  secured  for 
distribution  to  your  patients 
through  AMA’s  Order  De- 
partment. 

One  intriguing  new  title  is 
— For  Safer  Cycling  which 
describes  a community  pro- 
gram for  teaching  children 
safe  bicycling  rules. 

Write  today  to  the  Bureau 
for  a copy  of  the  new  catalog. 
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YOUR  INVITATION 

to  the 

59th  ANNUAL  SESSION 

Sioux  Valley  Medical  Association 

Sioux  Falls  — February  22-23 

CATARACT  HOTEL 

Don’t  Miss  It! 

A Top-Flite  Program 
Has  Been  Arranged  for  Your  Benefit! 

STATE  DUES  SLOW  IN  1955 


Remittance  of  1955  State  Association  dues  has  not  had  its  usual  increase  during  the  month 
of  January.  As  of  the  3rd  of  February  dues  remittances  stood  as  follows: 


DISTRICT 

1955  Dues  Pd. 
(inc.  honorary) 

Last  Years 
Total 

DISTRICT  1955  Dues  Pd. 

(inc.  honorary) 

Last  Years 
Total 

Aberdeen  Jfl 

29 

50 

Yankton  ffS 

0 

44 

Watertown  #2 

0 

31 

Black  Hills  #9 

29 

98 

Brookings  - Madison  Jf3  21 

24 

Rosebud  #10 

2 

8 

Pierre  #4 

0 

23 

Northwest  #11 

10 

14 

Huron  J5 

0 

27 

Whetstone  Valley  #12 

0 

14 

Mitchell  #6 

0 

38 

Sioux  Falls  #7 

0 

111 

TOTAL 

91 

48.2 

Young  Bd.  eligible  surgeon  available  July-  1955-  Desires  temporary  location 
for  a period  of  six  months.  Will  accept  position  in  general  surgery  or  gen- 
eral practice.  Write  to  Lt.  Horace  Hayes,  Ft.  Ord,  California. 
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HAROLD  S.  BAILEY.  PH.D. 
EDITOR 

Division  of  Pharmacy 
College  Station,  South  Dakota 
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ACEUTICAL 


ABUSE  OF  INSECTICIDE  FUMIGATING 
DEVICES* 


The  experience  of  the  last  several  years  in 
the  use  of  devices  to  volatilize  insecticides 
into  the  atmosphere  of  homes  and  commer- 
cial establishments  has  provided  proof  of  the 
dangers  of  excessive  exposure  to  the  vapors 
and  fumes  of  lindane.  The  problem  of  what 
factors  are  responsible  for  excessive  exposure 
has  not  been  fully  determined.  Overliberal 
use,  inadequate  ventilation,  poorly  construc- 
ted equipment,  and  a peculiar  sensitivity  of 
those  so  injured  have  been  cited  as  causative 
factors.  Accumulating  clinical  evidence  sug- 
gests that  initial  findings  on  the  toxicity  of 
this  compound  in  experimental  animals  are 
not  always  directly  convertible  to  human  be- 
ings. 

Single  doses  of  lindane  given  orally  to  ex- 
perimental animals  have  been  reported  to  be 
moderately  toxic,  whereas  inhalation  of 
vapors  and  fumes  is  highly  toxic.  It  has  been 
commercially  exploited  as  a comparatively 
safe  insecticide  because  of  minimal  storage  in 
fat  tissues  and  fairly  prompt  elimination  from 
the  animal  body  when  ingested  in  trace 
amounts.  Recently,  however,  it  has  been  dis- 
covered that  lindane  is  stored  in  significant 
amounts  in  the  brain  and  functioning  liver 
tissue  of  certain  species  of  laboratory  animals 
and  that  in  relatively  high  doses  it  may  in- 
duce profound  and  long-lasting  effects  on  the 
central  nervous  system. 

The  accident  record  with  lindane  is  no  less 
suggestive.  Since  the  chemicals  used  in 
fumigating  devices  are  frequently  available 
as  pellets  (tablets)  or  packaged  as  white  crys- 
tals, they  are  liable  to  accidental  misuse.  In- 

*A  report  of  the  Committee  on  Pesticides,  Council 
on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association. 


gestion  of  about  0.5  gm.  of  lindane  in  pellet 
form  produced  convulsions  in  an  18-month-old 
child.  Four  children  were  also  seriously 
poisoned  after  drinking  unspecified  quan- 
tities of  a homemade  soft  drink  sweetened 
with  lindane-contaminated  sugar.  The  case 
histories  follow: 

A nationally  advertised  “Electrically 
Controlled  Bug  Killer”  was  purchased  as 
the  result  of  an  advertisement  in  a recent 
Sunday  issue  of  a western  newspaper.  The 
device  and  lindane  pellets  were  ordered  by 
telephone  and  received  by  mail  from  a local 
distributor.  The  carton  containing  the  vap- 
orizing device  and  the  lindane  pellets  were 
then  spread  on  the  dining  room  table.  One 
of  the  packages  of  pellets  was  soon  missed, 
and  the  mother  found  her  18-month-old 
daughter  on  the  floor  with  it.  The  child 
apparently  had  ingested  one  and  one-half 
pellets.  She  was  rushed  to  a nearby  first 
aid  station  where  her  stomach  was  washed. 
The  child  began  to  convulse,  was  taken  by 
ambulance  to  a local  hospital  and  given 
oxygen  immediately.  Within  an  hour  she 
became  completely  spastic.  Phenobarbital 
was  administered,  and  she  again  began 
vomiting,  which  lasted  about  one  hour. 
Seven  and  one-half  hours  after  admission 
her  condition  was  improved,  but  she  was 
kept  under  observation  for  residual  liver 
and  kidney  effects.  Although  the  interval 
between  ingestion  of  the  tablets  and  the 
onset  of  symptoms  (vomiting,  convulsions) 
is  unknown,  less  than  90  minutes  elapsed 
between  ingestion  and  admission  to  the  hos- 
pital. The  exact  weight  of  the  pellets  is  not 
recorded,  but  similar  tablets  for  like  devices 
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weigh  0.33  gm.  Since  18-month-old  girls 
weigh  22.5  lb.  (10.24  kg.)  on  the  average,  it 
may  reasonably  be  assumed  that  the  child 
ingested  about  48  mg.  of  lindane  per  kilo- 
gram of  body  weight.  Prompt  absorption  of 
the  poison  appears  to  have  occurred,  since 
vomiting  and  gastric  lavage  were  of  limited 
help  in  removal  of  the  ingested  poison. 

Three  of  four  children  who  drank  a home- 
made soft  drink  were  seized  by  vomiting 
and  convulsions  in  less  than  6 hours;  a 
fourth  child,  a boy  age  7,  was  affected  12 
hours  later.  No  specific  treatment  was 
given,  and  no  further  toxic  effects  were 
noted.  The  amount  of  soft  drink  consumed 
and  the  concentration  of  lindane  present  in 
the  drink  are  not  known.  Subsequent  in- 
vestigation of  the  accident  elicited  the  fol- 
lowing facts.  A sample  of  lindane  packed 
in  unlabeled  small  cellophane  bags  had  been 
removed  from  an  insecticide  plant  by  an 
employee  and  given  to  the  mother  of  three 
of  the  children  who  were  injured.  These 
bags  were  inadvertently  placed  in  a sugar 
container.  On  the  day  of  the  poisoning  the 
mother  emptied  the  bags  into  the  sugar 
container  thinking  them  to  be  sugar.  The 
soft  drink  was  sweetened  with  the  powd- 
ered lindane  that  was  mistakenly  mixed 
with  the  sugar. 

Although  laboratory  and  clinical  evidence 
of  toxic  potentialities  of  lindane  have  been 
widely  disseminated,  certain  promoters  of  in- 
secticide vaporizers  and  fumigators  continue 
to  represent  their  applicances  as  absolutely 
safe,  recognized  for  the  control  of  disease- 
bearing insects,  and  useful  any  place  where 
an  insect  problem  exists.  In  spite  of  repre- 
sentations and  actions  by  the  Federal  Trade 
Commission,  the  National  Better  Business 
Bureau,  and  the  Post  Office  Department, 
these  promoters  are  using  newspaper  adver- 
tisements, mail  order  outlets,  and  direct 
solicitations  to  inveigle  purchasers  with  mis- 


leading claims.  The  following  case  history  is 
taken  from  recent  correspondence  received 
by  the  Committee  on  Pesticides: 

A housewife,  having  purchased  a vapor- 
izer in  a plain  cardboard  container  devoid 
of  advertising,  wrote  to  the  firm  about  the 
safety  of  the  device  for  home  use.  A rep- 
resentative of  the  firm  later  called  at  the 
woman’s  home,  returned  her  letter,  and 
stated  that,  although  he  intended  to  write, 
he  thought  he  would  call  in  person  since  he 
happened  to  be  in  the  area.  After  describ- 
ing his  product  in  glowing  terms,  the  rep- 
resentative claimed  that  it  was  absolutely 
safe,  effective  against  200  kinds  of  insects, 
and  would  hurt  nothing  that  breathes.  On 
questioning,  he  further  advised  that  acci- 
dental ingestion  by  a small  child  of  the 
lindane  tablets  used  in  the  machine  would 
produce  no  more  discomfort  than  possibly  a 
slight  nausea. 

It  is  difficult  to  imagine  that  promoters  of 
insecticide  vaporizers  and  fumigators  are  so 
callous  as  to  knowingly  disregard  the  dan- 
gerous implications  of  their  suggestive  ad- 
vertising. Such  actions  can  only  be  ration- 
alized on  the  basis  of  ignorance  of  the  toxi- 
cities  of  the  chemicals  used.  Neither  ignorance 
nor  misplaced  confidence  is  justification  for 
questionable  promotional  tactics. 

Insecticidal  poisons  that  are  effective  be- 
cause of  deliberate  continuous  pollution  of 
the  atmosphere  have  questionable  safety. 
Their  use  in  this  manner  is  contrary  to  hy- 
gienic standards  for  safe  atmospheric  living 
and  working  conditions.  The  Committee 
wishes  not  only  to  reaffirm  its  opposition  to 
the  home  use  of  continuously  operating  de- 
vices (insecticide  vaporizers)  but  also  to  re- 
emphasize its  warning  that  extreme  care  is 
required  in  the  intermittent  use  of  such 
equipment  promoted  as  so-called  insecticide 
fumigators. 
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LEGISLATIVE  BILLS  WOULD  AFFECT 
NORTH  DAKOTA  AND  IOWA 
PHARMACISTS 


' 


J 


You  will  recall  that  the  Executive  Secre- 
tary of  the  National  Association  of  Retail 
Druggists,  John  W.  Dargavel,  warned  in  a 
message  recently  published  in  the  N.A.R.D. 
Journal  that  “efforts  will  be  made  to  emas- 
culate the  state  pharmacy  laws  which  confine 
retail  sales  of  drugs  to  registered  phar- 
macists.” He  also  said:  “Bills  aimed  to  remove 
statutory  restrictions  against  promiscuous  dis- 
tribution of  medication  will  again  have  to  be 
blocked  in  1955.  It  may  be  hard  to  defeat 
such  proposed  measures  for  the  reason  that 
they  will  have  strong  support  from  the 
grocers  and  the  owners  of  variety  stores.  Yet 
it  must  be  done  for  the  sake  of  public  health 
in  addition  to  the  welfare  of  pharmacy.” 

The  expected  has  already  happened  in  Iowa 
and  North  Dakota.  The  following  is  reprinted 
from  a special  January  NARD  Bulletin  in 
order  to  acquaint  the  pharmacists  of  South 
Dakota  with  the  problem  in  these  two  states: 

“The  Proprietary  Association  in  North  Da- 
kota has  teamed  with  the  Red  Owl  Grocery 
Chain  in  order  to  bring  about  the  enactment 
of  a proposal  intended  to  broaden  the  exemp- 
tions applicable  to  medicaments  that  may  be 
sold  by  anyone  in  North  Dakota. 

“A.  K.  Barta,  secretary  of  the  Proprietary 
Association,  arranged  a conference  to  include 
himself,  A1  Doerr,  secretary  of  the  North  Da- 
kota State  Pharmaceutical  Association,  the 
attorney  for  the  North  Dakota  Board  of  Phar- 
macy, and  also  the  legal  counsel  for  the  Red 
Owl  Grocery  Chain.  They  met  at  Fargo  on 
December  29,  1954. 


“Mr.  Barta  came  to  the  point  with  a state-j 
ment  that  divulged  the  intention  to  have  anj 
amendment  to  the  state  pharmacy  act  intro-i 
duced  in  the  legislature  of  North  Dakota.  || 

“The  proposed  amendment  is  intended  tot 
broaden  the  exemptions  of  the  state  phar-B 
macy  act  to  make  it  legal  to  sell  ALL  pack- 
aged medicines  in  outlets  of  every  kind,  food 
stores,  wagon  peddlers,  agents,  etc.  except  the 
drugs  which  must  bear  the  federal  caution 
label. 

“The  Proprietary  Association,  through  en- 
actment of  the  proposed  amendment,  would 
achieve  more  in  North  Dakota,  and  in  other 
states  where  enactment  of  similar  legislation 
might  to  accomplished,  than  the  Proprietary  | 
Association  sought  to  accomphsh  in  the  law-jj 
suit  against  the  New  Jersey  State  Board  of  ' 
Pharmacy  (the  case  was  initiated  to  bring 
about  promiscuous  distribution  of  medication 
by  means  of  a declaratory  judgment.  The  Newji 
Jersey  Supreme  Court  upheld  the  pharmacy  U 
board  against  the  Proprietary  Association). 

“Study  of  the  proposed  amendment  of  the 
North  Dakota  Pharmacy  Act  reveals  that  the 
individual  producers  of  medication  would  be 
empowered  to  determine  whether  sales  of 
packaged  medicines,  irrespective  of  the  con- 
tents or  the  uses  thereof,  would  be  available 
for  anyone  to  sell.  It  is  obvious  that  the 
manufacturers  with  selfish  interests  would 
than  have  a power  which  should  be  vested 
alone  in  a state  agency  concerned  with  the 
public  interest  and  never  allowed  to  be  dele- 
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gated  to  private  persons  or  commercial  enter- 
prises. 

“Also,  the  proposal  could  result  in  intoler- 
able confusion.  A product  might  be  placed  in 
the  category  of  unrestricted  distribution 
while  another  manufacturer  might  confine 
sales  of  the  identical  product  to  pharmacists. 

“It  is  inconceivable  that  the  legislature  of 
North  Dakota  will  give  even  perfunctory  con- 
sideration to  the  proposed  amendment  of  the 
Proprietary  Association. 

“The  Iowa  Pharmaceutical  Association  en- 
countered a situation  that  is  said  to  make  it 
impossible  to  procure  legislation  to  confine 
sales  of  medicinals  to  registered  pharmacists. 
Hence  the  I.P.A.  has  yielded  to  the  provisions, 
as  follows,  in  a proposal  to  amend  the  phar- 
macy act  of  Iowa: 

“7.  The  terms  ‘patent’,  ‘proprietary’  or 
‘domestic’  remedies  which  are  not  in  them- 
selves poisonous  or  in  violation  of  law  relative 
to  intoxicating  liquors  means  and  includes 
completely  compounded  packaged  drugs, 
medicines,  medical  and  dental  supplies  and 
nonbulk  chemicals  labeled  with  directions  for 
use,  identified  by  and  sold  under  a trademark, 
trade  name  or  other  trade  symbol,  privately 
ov/ned  or  registered  in  the  United  States 
patent  office,  which  are  sold  or  offered  for 
sale  to  the  general  public.  The  terms  do  not 
include  drugs  and  medicines  the  sale  or  offer- 
ing for  sale  of  which  is  limited  by  law  to  pre- 
scriptions. 

“8.  The  term  retail  dealer’  means  a person 
exposing  or  offering  for  sale  and  selling  at 
retail,  other  than  a person  operating  a phar- 
macy, and  holding  a license  issued  by  the 
board  authorizing  such  person  to  sell  patent, 
proprietary  or  domestic  remedies  as  defined 
in  this  chapter  in  unbroken  packages.’ 

“It  will  be  noted  that  paragraph  7 is  a def- 
inition of  drugs  that  may  be  sold  by  a ‘retail 
dealer’  and  it  is  of  unusual  interest  that  the 
definition  comes  from  the  Proprietary  Asso- 
ciation. 

“Paragraph  8 is  a definition  coupled  to  a 


plan  to  bring  every  seller  of  medication  in  the 
state  under  license  control  by  the  board  of 
pharmacy. 

“There  is  reason  to  believe  that  the  license 
control  would  amount  to  little  as  a solution 
of  promiscuous  distribution  of  medication. 
The  joker  in  the  proposal  is  that  the  individ- 
ual manufacturers  would  decide  the  status 
of  every  medical  product  they  place  on  the 
market  except  the  pharmaceutical  prepara- 
tions (restricted  medicines)  which  must  be 
dispensed  on  a prescription.  ‘Patent,  pro- 
prietary and  domestic  remedies’  are  now  per- 
mitted to  be  sold  by  anyone  in  Iowa. 

“The  Proprietary  Association  is  reported  to 
be  satisfied  with  the  ‘compromise  provisions’ 
in  the  proposed  measure  of  the  I.P.A.  How 
could  it  be  otherwise  from  the  viewpoint  of 
the  Proprietary  Association? 

“Three  types  of  tactics  used  to  expand  the 
areas  of  promiscuous  distribution  of  medica- 
tion have  been  cited: 

“(1)  The  declaratory  judgment  lawsuit. 

“(2)  Legislation  to  broaden  the  exemptions 
of  restrictions  applicable  to  sale  of 
drugs. 

“(3)  The  amendment  that  through  defi- 
nitions exclude  patent,  proprietary  and 
domestic  remedies  from  statutory  re- 
strictions. 

“The  Proprietary  Association  in  bygone 
years  has  never  hesitated  to  arouse  grocers, 
wagon  peddlers,  consumer  cooperative 
leaders,  and  other  people  to  action  against  the 
interests  of  pharmacy  and  it  is  a matter  of 
record  that  employed  smear  campaigns  have 
been  directed  against  the  druggists. 

“Passage  of  the  challenged  provisions  in  the 
bill  of  the  I.P.A.  and  enactment  of  the  pro- 
posed measure  submitted  in  North  Dakota 
by  the  Proprietary  Association  would  provide 
examples  in  support  of  promiscuous  distribu- 
tion of  medication  and,  from  then  on,  it  would 
be  tougher  than  it  is  now  to  counteract  the 
activities  of  the  Proprietary  Association.” 
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SOLUTION  OF  DIGOXIN  FOR  INJECTION 
Description;  The  new  Solution  of  Digoxin  for 
Injection  contains  in  each  2 cc.  ampul,  0.5 
mg.  Digoxin  in  an  aqueous  vehicle  with 
40%  propylene  glycol  and  10%  alcohol. 
Digoxin  is  a pure  crystalline  glycoside  de- 
rived from  Digitalis  lanata. 

Action:  Increases  the  strength  of  cardiac  con- 
tractions with  a corresponding  increase  in 
the  refractory  period.  This  action  accounts 
for  its  effectiveness  in  cardiac  decompen- 
sation and  arrhythmias. 

Indications:  Its  indications  are,  in  general,  the 
same  as  those  for  digitalis  leaf  or  other 
digitalis  drugs.  Digoxin  injection  is  of 
special  value  in  emergencies  where  rapid 
digitahzation  is  important  and  where  an 
effect  is  imperative  within  minutes  rather 
than  hours.  The  intravenous  administra- 
tion of  Digoxin  usually  produces  an  initial 
effect  within  5 to  10  minutes,  the  action  be- 
coming maximal  in  1 to  2 hours.  With  in- 
tramuscular injection,  the  onset  of  action 
occurs  within  15  to  20  minutes.  It  is  ex- 
creted sufficiently  fast  to  give  rapid  con- 
trol of  toxicity  in  the  event  of  overdosage, 
yet  not  so  fast  to  preclude  even  mainten- 
ance with  a single  dose. 

Dosage:  The  usual  initial  intravenous  or  intra- 
muscular dose  is  0.5  to  1.5  mg.  If  required, 
additional  injections  of  0.25  to  0.5  mg. 
Digoxin  may  be  given  at  6 hour  intervals. 
How  Supplied:  Boxes  of  12  and  100  ampuls. 
Source:  Burroughs  Wellcome  & Co. 

PANMYCIN  READIMIXED 
Description:  A citrus-flavored  oral  suspension 
of  the  broad  spectrum  antibiotic  tetra- 
cycline, 250  mg./cc.,  in  a special  coconut  oil 
vehicle.  The  liquid  is  stable  for  18  months. 


Indications:  Those  conditions  responding  to 
tetracycline. 

How  Supplied:  30  cc.  bottles. 

Source;  Upjohn. 

ACHROMYCIN  OPHTHALAMIC 
STERILIZED 

Description:  Dropper  vials  containing  25  mg. 
of  tetracycline  HCl  mixed  with  25  mg.  of 
sodium  borate  and  62.5  mg.  of  sodium 
chloride. 

Indications:  It  is  indicated  in  the  treatment  of 
ocular  infections  caused  by  Gram-positive 
and  Gram-negative  organisms  and  several 
infections  thought  to  be  virus-like  in  nature 
such  as  inclusion  conjunctivities,  folhcular 
conjunctivitis  and  dendritic  keratitis.  It  is 
also  effective,  in  conjunction  with  Achro- 
mycin oral  forms,  in  the  treatment  of 
trachoma. 

How  Supplied:  Sterilized  dropper  vials. 

Source:  Lederle  Laboratories. 

DONNATAL  EXTENTABS 

Description:  Each  “Extentab”  Extended  Ac- 
tion Tablet  contains  hyoscyamine  sulfate 
0.3111  mg.,  atropine  sulfate  0.0582  mg.,  hyo- 
scine  hydrobromide  0.0195  mg.,  and  phen- 
obarbital  48.6  mg.  (%  gr.). 

Action  and  Uses;  Donnatal  Extentabs  are  so 
constructed  that  the  equivalent  of  one  Don- 
natal tablet  is  released  for  immediate  action 
and  the  remaining  active  ingredients  are 
released  gradually  and  uniformly  over  a 
period  of  8 to  10  hours  to  provide  sustained 
therapeutic  effects  for  10  to  12  hours. 

Dosage:  Average  dose  for  “round  the  clock” 
action:  1 Extentab  morning  and  night. 

Source:  A.  H.  Robins  Co.,  Inc. 

PHENAPHEN  NO.  4 

Description:  Each  Phenaphen  No.  4 (Phena- 
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phen  with  codeine  phosphate  1 gr.)  capsule 
contains  acetylsalicylic  acid  162.0  mg., 
phenacetin  194.0  mg.,  phenobarbital  16.2  mg. 
(14  gr.),  hyscyamine  sulfate  0.031  mg.,  and 
codeine  phosphate  64.8  mg.  (1  gr.). 

Action  and  Uses;  Phenaphen  No.  4 provides 
for  relief  in  pain  of  greater  intensity. 

Dosage:  As  the  physician  may  direct. 

How  Supplied:  Green  and  white  capsules  in 
bottles  of  100  and  500. 

Source:  A.  H.  Robins  Co.,  Inc. 

AUREOMYCIN  SOLUBLE  OBLETS 
VETERINARY 

Description:  An  all-purpose  form  of  Aureo- 
mycin  (500  mg.)  for  farm  animals. 

Indications:  In  the  treatment  of  those  infec- 
tions responding  to  aureomycin. 

Dosage:  Each  Oblet,  containing  500  mg.  of 
Aureomycin,  offers  three  dosage  methods 
in  one  convenient  preparation.  It  can  be 
given  orally  as  a tablet,  crushed  and  dis- 
solved in  water  or  milk,  or  used  as  a drench 
in  the  treatment  of  scours,  pneumonia  and 
shipping  fever  in  calves  and  swine.  For 
prevention  of  infections  of  the  uterus  in 
cows,  ewes  and  sows,  the  Oblet  is  used  as  a 
suppository,  inserted  deep  into  the  uterus 
after  birth  of  the  young.  Each  Oblet  is 
scored  so  that  dosages  can  be  varied  for 
the  type  of  infection  or  animal  treated. 

For  poultry,  the  Oblets  can  be  added  to 
drinking  water  for  stimulation  of  feed  in- 
take, maintenance  of  weight  gains  and  re- 
duction of  mortality  due  to  poultry  disease. 

How  Supplied:  Foil  wrapped  in  packages  of 
2 and  12. 

Source:  Lederle  Laboratories. 

ANTHRAX  SPORE  VACCINE  CARBOZOO 
(Nonencapsulated) 

Description:  An  anthrax  vaccine  containing 
spores  from  a harmless,  non-virulent  strain 
(Carbozoo)  of  anthrax  bacillus. 

Indications:  Vaccination  of  animals  against 
anthrax. 

The  product  has  been  used  experiment- 
ally in  this  country  on  several  thousand 
cattle  and  sheep.  In  1953,  in  the  face  of  a 
heavy  anthrax  outbreak  in  Arkansas,  the 
Sternes  train  Carbozoo  was  tried  on  several 
thousand  cattle  with  no  serious  side  re- 
actions and  no  incidence  of  anthrax  in  the 
vaccinated  animals.  Another  outbreak  late 
in  1954  in  Louisiana  afforded  further  large 
scale  field  trials. 


Studies  have  shown  that  the  new  vaccine 
can  be  administered  to  dairy  cows  without 
apparent  loss  of  milk  production.  One  of 
the  disadvantages  of  the  older  type  anthrax 
vaccine  is  that  it  causes  severe  reactions  in 
the  vaccinated  animal.  In  dairy  cows  these 
reactions  may  result  in  loss  of  milk  produc- 
tion for  up  to  14  days. 

Dosage:  Since  Carbozoo  anthrax  vaccine  con- 
tains spores  of  a harmless,  nonvirulent  type, 
it  can  be  administered  to  all  farm  animals 
in  the  same  dosage,  one  cc.  Previously,  vac- 
cine dosage  had  to  be  modiefied  according 
to  the  anthrax  susceptibility  of  the  animal. 

How  Supplied:  Vials  of  25  and  50  cc. 

Source:  Lederle  Laboratories. 

TABLETS  SANDRIL  c PYRONIL 

Description;  Tablets  containing  0.25  mg.  of  the 
Rauwolfia  alkaloid  ‘Sandril’  (Reserpine, 
Lilly)  combined  with  7.5  mg.  of  the  anti- 
histamine ‘Pyronil’  (Pyrrobutamine,  Lilly). 

Indications:  Intended  for  the  amelioration  of 
the  nasal  stuffiness  associated  with  the  ad- 
ministration of  Rauwolfia  preparations  to 
some  patients. 

The  inclusion  of  ‘Pyronil’  neither  affects 
the  hypotensive  action  nor  modifies  any 
other  therapeutic  effects  of  ‘Sandril.’  ‘Py- 
ronil’  was  selected  for  this  combination  be- 
cause of  its  prolonged  action. 

The  clinical  trials  demonstrated  that  ad- 
ministration of  the  new  product  eliminates 
the  stuffiness  symptom  in  about  70  percent 
of  the  patients  who  suffer  from  it. 

How  Supplied:  Pink,  sugar-coated  tablets,  100 
and  1,000  to  the  bottle. 

Source:  Eli  Lilly  and  Co. 

AMPOULES  HISTALOG 

Description;  Ampoules  containing  50  mg.  of 
Histamine  Analog  (3-beta-aminoethylpy- 
razole  dihydrochloride). 

Indications:  For  the  replacement  of  Histamine 
Acid  Phosphate  in  the  testing  of  gastric  sec- 
retory capabilities.  Histalog  stimulates  gas- 
tric secretion  as  powerfully  as  histamine 
but  with  only  l/25th  the  incidence  of  side- 
effects. 

Dosage:  May  be  administered  intramuscularly 
or  subcutaneously.  Each  ampoule  contains 
50  mg.  Histalog,  or  the  dose  which  may  be 
given  adult  patients  of  average  weight.  The 
minimal  effective  dose  may  be  calculated 
on  the  basis  of  0.5  mg.  per  kilogram  of  body 
weight. 
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How  supplied:  Ampoules. 

Source:  Eli  Lilly  and  Co. 

ZYMADROPS  — FORMULA  CHANGE 

The  pyridoxine  content  of  Zymadrops, 
liquid  multivitamin  preparation  for  children, 
has  been  doubled,  the  Upjohn  Company  has 
announced. 

Company  officials  said  that  each  0.6  c.c.  of 
the  vitamin  preparation  now  contains  1.0 
mg.  of  B-6.  The  previous  pyridoxine  content 
had  been  0.5  mg. 

The  formula  change,  in  line  with  The  Up- 
john policy  of  incorporating  all  proved  nu- 
tritional advances  into  its  vitamin  products, 
was  made  because  experts  in  the  field  now 
agree  that  pyridoxine  is  essential  to  man. 

Nutritional  researchers,  company  officials 
pointed  out,  now  recognize  that  pyridoxine  is 
essential  to  growth,  plays  a key  role  in  the 
body’s  synthesis  and  storage  of  fat,  seems  to 
be  of  value  in  the  treatment  of  some  types  of 
dermatitis,  prevents  convulsions  in  infants 
and,  finally,  is  important  in  the  formation  of 
antibodies. 

MICTINE 

Description:  Mictine,  brand  of  aminometra- 
mide  is  a non-mercurial  oral  diuretic. 
Chemically  it  is  l-allyl-3-ethyl-6-amino- 
tetrahydropyrimidinedione. 

Action:  Mictine  inhibits  reabsorption  of  sod- 
ium ions  by  the  renal  tubule.  In  thera- 
peutic dosage  it  has  not  caused  any  effect 
on  glomerular  filtration  rate,  renal  plasma 
flow,  cardiac  output,  heart  rate  or  blood 
pressure. 

Approximately  70  per  cent  of  unselected 
edematous  patients  respond  to  Mictine.  If 
patients  are  selected  by  the  elimination  of 
those  with  low  blood  sodium  values  and 
those  with  lowered  renal  function,  this 
percentage  will  be  found  to  be  considerably 
higher. 

Mictine  is  without  serious  toxic  effects  as 
used.  It  has  not  produced  alteration  in  the 
blood  or  blood-forming  organs  or  in  hepatic 
or  renal  function.  At  times  headache  or  gas- 
trointestinal symptoms  (nausea  or  anorexia 
but  rarely  vomiting  or  diarrhea)  have  oc- 
curred; but  these  effects  may  be  reduced  to 
a minimum  by  giving  Mictine  on  an  inter- 
rupted dosage  schedule. 

Dosage:  Mictine  is  useful  primarily  in  the 
maintenance  of  an  edema-free  state  and  in 
the  initial  and  continuing  control  of  pa- 


tients in  mild  congestive  failure.  In  such 
patients,  dosage  is  one  to  four  tablets  daily 
with  meals,  in  divided  doses  on  an  inter- 
rupted schedule.  An  interrupted  dosage 
schedule  may  be  accomplished  by  giving 
the  drug  on  alternate  days;  or  by  its  ad- 
ministration for  three  consecutive  days  and 
its  omission  for  four  consecutive  days. 

Mictine  also  may  be  used  for  initial  and 
continuing  diuresis  in  more  severe  con- 
gestive states,  particularly  when  mercurial 
diuretics  are  contraindicated.  In  these  more 
severe  congestive  states,  dosage  is  four  to 
six  tablets  daily  with  meals,  in  divided 
doses  on  an  interrupted  schedule  similar  to 
those  mentioned  above. 

How  Supplied:  Mictine  is  available  as  un- 
coated tablets  of  200  mg.  each  in  bottles  of 
100. 

Source:  G.  D.  Searle  & Co. 

F-CORTEF  OINTMENT 

Description:  Ointments  containing  1 or  2 mg. 
fluorohydrocortisone  per  gram  (0.1%  or 
0.2%  potencies). 

Indications:  Relief  of  skin  diseases  such  as 
eczema,  contact  dermatitis,  pruritis  and 
atopic  dermatitis. 

How  Supplied:  Tubes  containing  5 gm.  each. 

Source:  The  Upjohn  Company. 

ANTAR 

Description:  Antihistamine-coal  tar  cream. 
Contains  2%  thenylpyramine  with  1%  ac- 
tive tar  principles  derived  from  5%  coal  tar 
solution,  N.F.,  and  menthol,  U.S.P. 

Indications:  Especially  indicated  for  derma- 
toses where  allergy  is  suspected. 

How  Supplied:  In  1-ounce  or  1-pound  jars. 

Source:  Ulmer  Pharmacal  Co. 

BANASIL  TABLETS 

Description:  Each  tablet  contains  0.25  mg.  of 
the  alkaloid  reserpine. 

Indications:  Particularly  indicated  in  reliev- 
ing anxiety  states  and  as  a hypotensive 
agent. 

Dosage:  One  to  tablets  daily  in  divided  doses. 

How  Supplied:  Bottles  of  100  and  1000. 

Source:  Ulmer  Pharmacal  Co. 

PREGNECAL  TABLETS 

Descripion:  A vitamin  and  mineral  supple- 
ment designed  to  comply  with  the  increased 
nutritional  demand  of  the  last  trimester  of 
pregnancy. 

Indications:  During  pregnancy,  lactation  and 
(Continued  on  Page  70) 
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THE  PHARMACEUTICAL  INSTITUTE 

Plans  are  in  progress  for  the  1955  Phar- 
maceutical Institute  which  will  be  held  on  the 
State  College  Campus,  April  12-13.  As  in  pre- 
vious years,  the  program  will  include  talks, 
discussions,  demonstrations  and  films  on 
topics  affecting  the  practice  of  pharmacy  to- 
day. 

The  program  is  designed  specifically  for  the 
retail  pharmacist  as  a “refresher  course.”  We 
note  that  a good  attendance  was  achieved  at 
the  1954  Institute  and  it  is  the  hope  of  those 
responsible  for  the  program  that  as  many 
members  of  the  profession  as  possible  will 
take  advantage  of  this  educational  oppor- 
tunity. Those  registered  included  retail  phar- 
macists, representatives  from  various  seg- 
ments of  the  drug  industry  and  educators. 

This  year  a new  arrangement  of  the  pro- 
gram will  be  tried.  In  place  of  the  three-day 
Institute,  a condensed  program  is  being  of- 
fered over  a two-day  period.  Registration  will 
be  held  Tuesday  afternoon,  April  12  at  1:30 
p.  m.  The  program  will  close  at  3 p.  m.  Wed- 
nesday afternoon,  April  13.  Therefore,  only 
a one  night  stay  in  Brookings  is  required  for 
out-of-town  registrants. 

This  new  arrangement  of  the  program 
should  be  of  benefit  to  the  pharmacist  who 
cannot  make  arrangements  to  leave  his  bus- 
iness for  an  extended  period  at  this  time  of 
the  year. 


PHARMACY  SCHOLARSHIPS 

The  Division  of  Pharmacy  now  has  the 
largest  student  enrollment  in  its  history.  Over 
185  men  and  women  are  studying  to  enter  the 
profession.  In  addition,  the  physical  plant  and 
equipment  is  regarded  as  second  to  none  here 
in  the  upper  mid-west. 


Of  equal  importance,  however,  is  the  caliber 
of  the  students  enrolled.  There  is  no  place  for 
mediocre  individuals  in  the  profession  of 
pharmacy.  The  objective  of  all  colleges  of 
pharmacy  is  to  graduate  individuals  who  will 
be  a credit  to  the  profession. 

In  order  to  fill  the  ranks  of  pharmacy  with 
capable  men  and  women,  a constant  dignified 
recruitment  of  distinguished  high  school  stu- 
dents is  necessary.  Pharmacy  is  in  com- 
petition with  other  professions  for  these  high 
caliber  students. 

Each  year  students  who  are  scholastically 
capable  but  are  not  financially  able  to  attend 
college  without  assistance  are  lost  to  the  pro- 
fession. In  addition,  there  are  students  who 
do  not  obtain  maximum  benefit  educationally 
and  socially  from  college  due  to  a heavy  work 
schedule  in  order  to  finance  their  education. 

The  faculty  of  the  Division  of  Pharmacy 
note  with  much  appreciation  the  renewal  of 
two  freshman  pharmacy  scholarships  by  C.  D. 
Kendall  and  Richard  Kendall.  There  is  a total 
of  four  eighty-four  dollar  scholarships  avail- 
able to  pharmacy  students  at  the  present 
time.  This  is  not  enough  to  meet  competition 
for  the  good  student  who  is  financially  em- 
barrassed and  to  assist  those  already  enrolled 
who  need  help.  As  a comparison,  the  nursing 
program,  with  less  than  one-half  the  enroll- 
ment as  that  in  pharmacy,  has  22  freshman 
scholarships  and  there  are  approximately  30 
freshman  tuition  scholarships  available  to 
engineering  students. 

Pharmacy  has  dedicated  itself  to  the  recruit- 
ment of  new  members  for  the  profession  with 
the  objective  of  preparing  these  recruits  for 
the  service  of  future  generations  of  society. 
An  increase  in  the  number  of  tuition  scholar- 
ships donated  by  the  pharmacists  would  ma- 
terially aid  in  attaining  this  objective  here  in 
South  Dakota. 
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PHARMACEUTICAL 
INSTITUTE  SCHEDULED 

The  annual  refresher  course 
for  the  practicing  pharmacists 
of  South  Dakota  and  the  sur- 
rounding area  has  been  set 
for  April  12  and  13,  according 
to  an  announcement  by  Dr. 
Floyd  J.  LeBlanc,  Dean  of 
the  Division  of  Pharmacy, 
South  Dakota  State  College. 

Sponsored  by  the  Division 
of  Pharmacy  in  cooperation 
with  the  South  Dakota  State 
Pharmaceutical  Association, 
the  program  is  being  planned 
to  again  include  speakers  of 
national  and  local  promin- 
ence in  pharmacy  and  the 
allied  sciences.  Current  films 
on  topics  of  interest  to  phar- 
macists are  also  being  sched- 
uled. 

Registration  will  take  place 
at  1:30  Tuesday,  April  12  with 
the  final  session  over  by  3 
p.  m.  Wednesday,  April  13. 
The  banquet  will  take  place 
Tuesday  evening. 

Further  details  will  be  an- 
nounced in  this  Journal  and 
each  drug  store  in  South  Da- 
kota will  receive  a copy  of 
the  complete  program  in 
March. 

Due  to  the  large  attendance 
expected,  hotel  reservations 
should  be  made  as  soon  as 
possible. 


KENDALL 

SCHOLARSHIPS 

DONATED 

Brookings  pharmacists 
C.  D.  Kendall  and  Richard 
Kendall  have  again  donated 
two  tuition  scholarships  for 
pharmacy  students. 

The  scholarships  amount  to 
$84  each  and  will  be  awarded 
to  deserving  freshman  stu- 
dents for  the  1955-56  school 
year. 


PFOTENHAUER  1955 
HOBO  DAY 
CHAIRMAN 

Leon  Pfotenhauer  has  been 
named  chairman  of  the  1955 
Hobo  Day  at  South  Dakota 
State  College. 

The  junior  State  College 
pharmacy  student  from 
Pierre  was  approved  for  the 
position  Monday  night  by 
board  of  control,  student  gov- 
erning body.  He  was  assist- 
ant chairman  of  the  1954 
homecoming  event. 


PHARMIC  DIRECTS 
RABBIT  RARITIES 

Harry  Poletes,  junior  State 
College  pharmacy  student 
from  Sioux  Falls,  finished 
serving  his  second  year  as 
director  of  the  annual  all- 
college variety  show.  Rabbit 
Rarities. 


Presented  January  21  andj 
22,  the  entire  production  wasj 
set  to  music  with  some  speak-i 
ing  parts,  dance  numbers  andj 
pantomines. 

In  addition  to  his  role  asj 
director,  Poletes  assisted  ini 
writing  the  script  for  the] 
show. 


H.  S.  CRISSMAN 
RETIRES 

On  January  4,  Earle  T.’ 
Crissman  took  over  his 
father’s  interest  in  the  Criss- 
man Drug  Store,  Ipswich, 
South  Dakota.  They  have 
been  in  partnership  for  the 
past  two  years. 

H.  S.  Crissman  has  beeni 
associated  with  the  drug  bus- 
iness in  Ipswich  since  start- 
ing as  a youngster  with  Ben-1 
jamin  F.  Jones  in  1905.  After j|| 
graduation  from  the  Ipswich] 
High  School  in  1911,  he  at-j 
tended  the  Minnesota  Insti-1 
tute  of  Pharmacy  and  be-] 
came  registered  as  a phar- 
macist in  1913.  He  clerked 
for  Mr.  Jones  until  1922  when 
he  bought  a half  interest  in 
the  business.  The  partner- 
ship continued  until  the  re- 
tirement of  Mr.  Jones  in  1925. 
Mr.  Crissman  has  been  in  his 
present  location  as  clerk  or, 
proprietor  for  42  years.  He 
served  as  President  of  the 
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South  Dakota  State  Phar- 
maceutical Association  dur- 
ing 1939. 

Earle  Crissman  was  grad- 
uated from  the  Ipswich  High 
School  in  1948  and  was 
granted  a B.S.  degree  in  phar- 
macy from  the  North  Dakota 
Agricultural  College  School 
of  Pharmacy  in  1952. 


HEALTH  RESEARCH 
CENTER  IS  STUDIED 
BY  MCA 

An  independent  health  re- 
search center,  devoted  ex- 
! clusively  to  the  study  of  the 
effects  of  chemicals  on  hu- 
mans, may  come  into  being  in 
this  country  in  the  not  too 
distant  future. 

Serious  consideration  is 
now  being  given  the  proposal 
by  the  Manufacturing  Chem- 
: ists’  Association,  trade  group 
representing  more  than  90 
per  cent  of  the  productive 
' capacity  of  the  chemical  in- 
' dustry  in  America. 

First  public  announcement 
of  MCA’s  interest  in  the  pos- 
i sibility  of  establishing  the 
health  research  center,  which 
could  be  productive  of  bene- 
fits to  all  mankind,  was  made 
by  the  organization’s  presi- 
dent, William  C.  Foster,  at 
j|  the  recent  Seventh  Annual 
Industrial  Health  Conference 
in  Houston,  Texas. 

First  step  was  taken  by  the 
establishment  of  an  MCA 
Committee  of  leading  execu- 
tives and  scientists  for  the 
purpose  of  determining  de- 
tailed recommendations  rela- 
j ting  to  the  project  and  other 
! industry  action  in  the  public 
health  field. 

The  Benefits 

If  the  existing  data  on 
toxicological  research  al- 
ready developed  by  the  in- 
dustry,  at  the  cost  of  millions 

I 


of  dollars,  could  be  pooled 
with  new  research  findings, 
a more  effective  job,  at  lower 
cost  than  at  present,  could  be 
done,  according  to  Mr.  Foster. 
“The  entire  industry  and  the 
public  would  stand  to  bene- 
fit. In  addition,  it  is  hoped 
that  such  an  institution 
might  eventually  become  the 
definitive  source  for  infor- 
mation of  this  type.” 

“Ideally  the  center  would 
be  free  from  control  by  gov- 
ernment, by  any  individual 
company,  or  by  any  industry 
segment,”  Mr.  Foster  added, 
“although  industry  might  en- 
dow it.” 

A basic  reason  for  the  high 
level  of  American  health, 
stated  MCA’s  president,  lies 
in  the  contribution  of  indus- 
try in  applying  scientific  ad- 
vancements. Next  to  medical 
and  scientific  skill,  he  cited 
chemistry  as  “the  greatest 
tool  we  have  to  protect  and 
preserve  human  health”  and 
said  that  “the  control  of 
chemical  reactions  has  pro- 
vided mankind  with  a whole 
new  set  of  tools  for  fighting 
disease  and  preserving 
health.” 


UNIQUE  PORTFOLIO 
CONTAINS  FLOOR 
PLANS  OF  23  ACTIVE 
HOSPITAL  PHARMACIES 

A unique  “Portfolio  of  De- 
signs of  Hospital  Phar- 
macies,” just  published  by 
Parke,  Davis  & Company, 
contains  working  floor  plans 
of  23  active  pharmacies  serv- 
ing hospitals  with  80  to  1,500 
beds. 

Believed  the  first  of  its  kind 
ever  compiled,  the  portfolio 
devotes  two  pages  to  designs 
of  pharmacies  in  hospitals 
with  less  than  150  beds,  four 
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pages  to  those  in  hospitals 
with  150-300  beds,  and  12 
pages  to  those  in  hospitals 
with  more  than  300  beds. 

“The  layouts  and  depart- 
mental information  on  active 
hospital  pharmacies  in  this 
portfolio  are  presented 
through  the  courtesy  of  the 
hospital  pharmacists  in 
charge,”  Parke-Davis  ex- 
plains. “An  endeavor  has 
been  made  to  select  those 
plans  presenting  a wide  var- 
iety of  layouts  and  arrange- 
ments, grouped  for  the  con- 
venience of  the  reader,  and 
without  classifying  the  phar- 
macies in  any  way. 

“Parke,  Davis  & Company 
cannot  undertake  to  prepare 
individual  plans.  It  is  hoped, 
however,  that  the  plans  and 
data  presented  may  be  help- 
ful to  our  good  friends,  the 
Hospital  Pharmacists  of 
North  America.” 

One  of  the  pharmacies  in- 
cluded is  that  of  St.  John’s 
McNamara  Hospital,  Rapid 
City,  South  Dakota. 

Copies  of  the  portfolio  are 
available  to  interested  hos- 
pital pharmacists  or  adminis- 
trators who  send  their  re- 
quests to  the  Hospital  Sales 
Division,  Parke,  Davis  & 
Company,  Detroit  32,  Mich- 
igan. 


BURROUGHS  WELLCOMI 
ANNOUNCES  40% 
DISCOUNT 

Effective  February  1,  1955, 
the  products  of  ‘B.W.  & Co.’ 
will  be  available  at  a dis- 
count of  40%  off  Fair  Trade 
minimums  from  wholesale 
distributors.  This  increased 
margin  for  the  retail  drug- 
gist is  given  on  all  prescrip- 
tion items  and  on  all  over- 
(Continued  on  Page  70) 
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(Continued  from  Page  41) 
in  many  respects  to  that  described  by  Dr. 
John  Gibbon  of  Philadelphia,  and  we  have 
profited  greatly  from  his  experience,  which 
now  extends  over  a period  of  10  years. 

We  believe  that  with  further  study  this 
technic  of  mechanical  bypass  of  the  heart  and 
lungs  may  permit  us  safely  to  perform  open 
cardiotomy  in  humans. 


WASHINGTON  LETTER— 

(Continued  from  Page  50) 
cipients  through  larger  U.  S.  appropria- 
tions and  more  administrative  controls. 

3.  Federal  assistance  in  construction  of 
health  facilities  and  in  providing  more 
trained  health  personnel  (other  than 
physicians). 

4.  A new  federal  program  to  combat  mental 
illness  and  return  more  mental  patients 
to  useful  hves  outside  institutions. 

5.  An  improved  federal  program  for  aiding 
crippled  children  and  for  maternal  and 
child  health. 

6.  Strengthening  of  the  pure  food  and  drug 
laws  to  give  greater  consumer  protection. 

7.  More  attention  to  “the  increasingly  ser- 
ious pollution  of  our  rivers  and  streams 
and  the  growing  problem  of  air  pol- 
lution.” 

8.  An  expanded  program  for  the  medical 
support  of  Mrs.  Hobby’s  department  and  the 
White  House. 

Members  on  both  sides  of  the  aisle  also  are 
proposing  greater  emphasis  on  research  seek- 
ing the  causes  and  cures  of  such  diseases  as 
cancer,  heart  disease,  mental  illness  and 
arthritis.  Some  of  these  bills  fit  in  with  the 
Eisenhower  program  and  philosophy,  and  are 
likely  to  have  White  House  support  at  the 
hearings. 

This  tendency  to  stimulate  more  basic  med- 
ical research,  both  at  the  federal  level  and 
through  state  grants,  may  be  an  important 
factor  when  Congress  gets  around  to  passing 
the  appropriation  bills  for  the  various  In- 
stitutes of  Health,  the  research  arm  of  U.  S. 
Public  Health  Service. 

Several  years  ago  a Democratic  Congress 
took  a serious  interest  in  a bill  for  federal  aid 
to  local  public  health  departments.  Some  of 
the  influential  Democrats  have  revived  this 
idea,  and  are  working  for  its  passage  this  ses- 
sion. As  expected,  the  old  Truman-Ewing 


plan  for  national  compulsory  health  insurance 
again  is  before  Congress.  The  first  one  to  in- 
troduce a bill  along  these  lines  was  Rep.  John 
D.  Dingell,  a sponsor  of  the  original  plan. 
Later  others  joined  with  him  in  backing  the 
idea,  but  up  to  now  the  open  support  for  it  is 
not  extensive  on  Capitol  Hill. 

care  of  military  dependents. 

9.  A voluntary  health  insurance  program 
for  federal  civilian  employees  with  U.  S. 
contributions  and  payroll  deductions 
authorized  for  the  employees. 

So  much  for  what  the  Republican  President 
hopes  to  get  through  Congress.  It  is  too  early 
to  say  how  much  of  this  program  will  have 
the  support  of  the  Congress,  now  under  Demo- 
cratic control.  It  is  clear,  however,  that  many 
leading  Democrats  want  to  enact  some  legis- 
laion  the  President  didn’t  include  in  his  pro- 
gram. In  the  early  weeks  of  the  session  they 
introduced  scores  of  bills  to  carry  out  their 
ideas. 

Federal  aid  to  medical  education  is  prom- 
inent in  the  plans  of  many  of  the  Democrats, 
and  some  of  the  Republicans.  The  bills  cover 
a wide  range,  some  restricted  to  construction 
grants  but  others  offering  help  in  meeting 
operating  expenses  and  incentives  to  increase 
the  number  of  students.  Other  bills  offer 
federal  grants  to  voluntary  health  plans  to 
subsidize  coverage  of  the  indigent,  the  “med- 
ically indigent,”  the  unemployed  and  the 
aged.  Because  the  administration  has  de- 
clared itself  opposed  to  subsidies,  it  is  unlikely 
that  any  measures  of  this  type  will  win  the 


RECENT  PHARM.— 

(Continued  from  Page  66) 
as  a gerontological  supplement.  The  tablet 
is  especially  fabricated  to  provide  release 
of  its  components  in  that  part  of  the  gas- 
trointestinal tract  where  they  are  phys- 
iologically most  suited,  absorbed  and  tol- 
erated. 

Dosage:  Four  tablets  daily. 

How  Supplied:  Bottles  of  100,  500  and  1000. 

Source:  The  Ulmer  Pharmacal  Co. 
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the-counter  products  except  ‘Dexin’  brand 

High  Dextrin  Carbohydrate,  ‘Wellcome’  brand 
Globin  Insulin  with  Zinz  and  ‘Tabloid’  ‘Em- 
pirin’  Compound.  On  these  three  exceptions 
the  previous  33-1/3%  will  apply. 
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CHRONIC  VASOMOTOR  RHINITIS 
By  JOHN  B.  GREGG.  M.D. 
U.S.V.A.  Hospital 
Iowa  City,  Iowa 


Today,  gentlemen,  I propose  to  discuss  with 
you  one  of  the  persistent  headaches  of  the 
practitioner  doing  rhinology;  that  is,  the  pa- 
tient with  a chronic  stuffy  nose.  The  problem 
of  chronic  vasomotor  rhinitis  is  definitely  not 
a new  one  but  in  recent  years  different  tech- 
niques of  diagnosis  and  treatment  have  been 
developed,  which,  in  many  instances,  help 
to  alleviate  the  symptoms.  In  many  cases  of 
chronic  rhinitis  one  is  able  to  elicit  some  cause 
and  effect  in  relationship  between  irritants  or 
potential  allergens  and  this  is  one  of  the  first 
factors  we  usually  seek  after  hearing  com- 
plaints referable  to  the  nose.  At  this  point  I 
would  like  to  call  attention  to  the  fact  that 
there  is  a difference  between  simple  irritation 
of  the  nasal  mucosa  by  some  extraneous  sub- 
stance, and  a true  allergy.  The  distinction  is 
very  important  because  any  treatment  will  be 
significantly  influenced  by  the  presence  or 
absence  of  demonstrable  allergy. 

By  allergy  is  meant  an  abnormal  or  un- 
usual reaction  in  one  organism  of  a species, 
not  usually  expected  in  the  average  member 
of  this  particular  species.  The  majority  of  the 
offending  substances  causing  a true  allergic 
reaction  are  protean.  This  is  in  distinction  to 
the  inert  irritants  such  as  mineral  dust,  sand, 
automobile  exhaust  fumes  and  the  like.  The 
latter  substances  induce  an  irritative  reaction 
in  the  nasal  mucous  membranes. 

Presented  at  South  Dakota  Academy  of  Ophthal- 
mology and  Otolaryngology  at  South  Dakota  State 
Medical  Meeting,  Huron,  South  Dakota,  on  May 
17,  1954. 


In  previous  years  the  chronic  rhinitis  syn- 
drome was  referred  to  as  rose  fever,  hay 
fever,  summer  colds,  chronic  catarrh,  etc. 
Within  the  past  twenty  years,  and  more  es- 
pecially within  the  past  ten  to  twelve  years, 
emphasis  has  been  directed  towards  external 
allergens  as  the  cause  of  many  of  the  chronic 
symptoms  referable  to  the  nose.  In  perusing 
several  old  textbooks  of  otolaryngology  re- 
cently, I found  excellent  discussions,  both 
from  the  pathological  and  the  clinical  stand- 
point, of  what  we  now  term  vasomotor  rhin- 
itis, attributed  to  other  factors.  More  re- 
cently through  the  work  of  Hansel  1,  2,  3, 
and  others  4,  5,  the  philosophy  of  external 
sensitizing  substances  with  or  without  in- 
flammatory reaction  within  the  nose  itself 
has  received  considerable  emphasis  and  de- 
velopment. At  the  present  time,  in  many  large 
teaching  centers,  the  diagnostic  workup  of 
patients  with  chronic  nasal  complaints  is  not 
considered  complete  unless  routine  allergy 
studies  are  performed. 

The  more  prominent  symptoms  of  vaso- 
motor rhinitis  include  the  following;  (1)  Nasal 
stuffiness  is  the  most  common  single  sym- 
ptom. (2)  Sneezing.  (3)  Anterior  and  posterior 
nasal  discharge.  (4)  Lacrimation,  photophobia, 
etc.  These  symptoms,  especially  the  latter 
three,  are  more  characteristic  of  the  seasonal 
allergic  rhinitis  but  may  be  found  in  the  non- 
seasonal  also.  The  nasal  stuffiness  is  often 
described  as  most  severe  at  certain  times  dur- 
ing the  day  or  upon  exposure  to  certain  sub- 
stances such  as  dust.  The  stuffiness  may  be 
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constant  or  intermittent  but  usually  is  con- 
sidered quite  discomforting  by  the  patient. 
Sneezing  is  often  described  as  occuring  in 
attacks  especially  when  exposed  to  some 
nasal  irritant.  Often  one  gets  the  history  of 
sneezing,  in  bouts,  upon  arising  in  the  morn- 
ing. Anterior  or  posterior  nasal  discharge, 
mucoid  or  serous,  is  often  found  especially 
in  the  acute  stages  of  nasal  irritation. 

The  commonest  substances  causing  nasal 
allergy  in  the  Iowa-South  Dakota  vicinity  in- 
clude the  following:  (1)  Dust  (house  dust). 
(2)  Ragweed.  (3)  Molds  (common  molds  in 
order  of  frequency  are  (a)  Alternaria,  (b) 
Hormodendrum,  (c)  Aspergillus,  (d),  Monilia, 
(e)  Mucor  and  (f)  Penicillium.)  (4)  Danders  - 
dog,  cat,  horse,  cow,  etc.  (5)  Feathers.  (6)  Mill 
dust.  (7)  Ingesiants  are  not  common  offenders 
in  nasal  allergy.  (8)  Psychological  factors. 

In  our  experience  the  single  most  common 
allergen  is  house  dust.  This  is  usually  a year 
around  offender  and  in  many  instances  a dust 
allergy  is  found  mixed  with  some  other 
seasonal  allergy,  such  as  ragweed.  Although 
many  authorities  feel  that  feathers  are  a com- 
mon allergen,  in  our  experience  feathers  have 
not  been  a definitely  proven  factor  as  often 
as  might  be  expected.  We  feel  that  ingestants 
are  not  common  offenders  in  nasal  allergy. 
Occasionally  one  sees  a hypersensitive  in- 
dividual with  multiple  food  allergies  in  whom 
nasal  symptoms  parallel  other  allergic  mani- 
festations. Under  the  classification  of  psy- 
chological factors,  we  have  included  the  in- 
dividuals who  develop  nasal  complaints, 
asthma,  or  other  allergic  manifestations  such 
as  angioneurotic  edema  following  psychic 
trauma.  We  find  that  nasal  complaints  are 
often  relieved  when  this  factor  has  been  alle- 
viated. I like  to  think  of  allergic  type  reaction 
to  psychic  trauma  in  terms  of  a threshold  of 
response  6,  7.  By  this,  I mean  that  an  in- 
dividual has  a certain  point  or  threshold  be- 
low which  irritants,  external  or  internal,  pro- 
duce no  manifestations.  If  the  threshold  is 
altered,  symptoms  appear.  An  example  of 
this  would  be  an  individual  with  a low  dust 
sensitivity,  usually  asymptomatic.  If  this  in- 
dividual also  had  a ragweed  sensitivity  which 
was  subthreshold  the  individual  again  would 
show  no  response.  When  this  individual  was 
exposed  to  both  dust  and  ragweed  in  suf- 
ficient quantity  a summation  response  would 
be  expected.  However,  a similar  response 


might  be  reproduced  by  less  stimulation  if  the 
threshold  were  lowered  by  some  stress,  ex- 
ternal or  internal.  In  this  manner  the  stimulus 
which  previously  elicited  no  response  would 
produce  symptoms.  This  latter  factor  is  one 
which  is  often  overlooked  in  the  treatment  of 
allergic  diseases. 

For  convenience  in  treatment  and  in  order 
to  better  systematize  our  knowledge  of  aller- 
gic vasomotor  rhinitis  we  have  arranged  the 
group  into  three  categories,  4,  6,  7.  These  are: 
(1)  Extrinsic.  (2)  Intrinsic  (?  bacterial  allergy). 
(3)  Mixed.  By  extrinsic  vasomotor  rhinitis 
we  mean  the  individuals  who  react  to  some 
external  allergenic  substance  such  as  rag- 
weed, house  dust,  etc.  This  can  be  tested  for 
with  skin  tests  and  often  successfully  treated 
by  removal  of  the  offending  agent  or  desen- 
sitization. In  speaking  of  intrinsic  allergic  re- 
actions we  mean  those  cases  in  which  demon- 
strable extraneous  allergens  are  not  found,  at 
least  at  the  time  of  the  examination.  It  is 
felt  by  many  investigators  that  in  actuality 
these  patients  represent  cases  of  bacterial 
allergy.  4,  6,  7.  In  the  patients  having  mixed- 
type  vasomotor  rhinitis,  we  refer  to  those 
having  some  extrinsic  component  combined 
with  an  intrinsic  factor.  We  believe  that  this 
group  of  individuals  usually  begin  as  pure  ex- 
trinsics  but  after  long  standing,  chronic  nasal 
obstruction  from  polyps  and  edema  with 
superimposed  infection,  a mixed  reaction  de- 
velops. 

At  this  point  I should  mention  the  import- 
ance of  usually  nonallergenic  substances  such 
as  mineral  dust,  chemicals,  heat  and  cold,  sun- 
light, etc.  as  nasal  irritants.  In  actuality  most 
of  these  substances  are  not  true  allergens  but 
the  effect  they  produce  on  the  nasal  mucosa 
can  easily  simulate  the  allergic  nose.  The 
irritation  therefrom  often  stimulates  a nor- 
mal nose  to  react  in  a manner  very  similar  to 
an  allergic  manifestation.  External  substances 
such  as  these  can  stimulate  an  allergic  nose 
to  over  react  by  their  irritative  effect.  The 
former  is  not  a true  allergic  reaction.  In  these 
cases  the  psychological  threshold  effect  of  ex- 
ternal irritants  on  the  nose  is  important. 

Another  factor  as  a cause  of  chronic  vaso- 
motor rhinitis  which  is  often  overlooked  is  the 
use  of  various  intranasal  medications  such  as 
ephedrine,  neosynephrine,  penicillin  and 
other  antibiotics  over  a long  period  of  time. 
The  various  vasoconstrictors  are  often  habit- 
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I ually  used  in  the  chronic  obstructed  nose  with 
I the  resultant  “ephedrine  nose.”  The  ephe- 
I drine  nose  may  simulate,  by  symptoms  and 
“ clinical  appearance,  an  allergic  reaction.  How- 
ever, the  fact  must  be  borne  in  mind  that  the 
I use  of  such  drugs  over  a long  period  of  time 
may  have  been  the  result  of  efforts  to  alle- 
viate symptoms  resulting  from  nasal  allergy, 
j The  diagnosis  of  the  type  of  vasomotor  dis- 
turbance may  be  established  by  several 
methods.  The  history  is  of  utmost  importance 
I and  often  the  suspicion  and  sometimes  the 
; diagnosis  can  be  largely  made  from  this  one 
; factor.  The  important  items  are  the  onset, 

I type,  and  appearance  of  the  nasal  manifesta- 
tion to  the  patient.  Often  the  patient  is  able 
; to  relate  definite  irritating  agents.  A family 
history  of  allergy,  asthma,  etc.  is  very  im- 
portant. Occupational  irritants  may  be  des- 
I cribed.  The  physical  examination  of  the  nose 
I should  lead  one  to  expect  nasal  allergy  in 
j many  cases.  The  color,  texture  and  appear- 
I ance  of  the  nasal  mucosa  as  well  as  its  re- 
I action  to  the  various  shrinking  agents  should 
suggest  to  the  rhinologist  the  probable  diag- 
nosis. The  presence  of  polyps  is  often  con- 
sidered to  be  pathognomonic  of  nasal  allergy. 
However,  we  feel  that  nasal  polyps  are  seen 
just  as  often  in  the  chronically  infected  nose 
as  in  the  allergic  nose,  and  therefore  can  not 
be  relied  upon  as  a diagnostic  criterion.  In 
actuality,  there  is  no  really  typical  mucosal 
changes  in  nasal  allergy,  as  has  been  stated  in 
the  past.  The  textbook  picture  of  a pale  blue- 
red  colored,  boggy  appearing  nasal  mucosa  is 
seen  quite  often.  However,  frequently  one 
sees  a chronically  irritated  appearing  nasal 
cavity  suggesting  acute  or  chronic  rhinitis, 
with  definite  positive  allergic  findings.  In 
the  physical  examination  of  the  nose  an  im- 
portant feature  which  must  be  evaluated  is 
whether  the  mucosal  changes  are  reversible 
or  nonreversible.  Upon  this  single  factor  de- 
pends much  of  the  treatment  and  prognosis 
in  the  case  in  question.  By  the  reversibility 
of  the  pathology  we  mean  ability  of  the 
tissue  to  revert  to  what  is  usually  accepted  as 
normal  nasal  mucosa,  by  means  of  proper 
treatment. 

A simple,  easy  test  which  can  be  used  in 
the  physician’s  office  to  help  establish  the 
diagnosis  of  nasal  allergy,  is  the  Hansel  smear. 
1.  The  technique  consists  of  smearing  nasal 
secretions  on  a microscopic  slide  and  staining 


with  a special  Hansel  stain  which  is  in  ac- 
tuality a modification  of  the  Wright  stain. 
This  procedure  consumes  approximately  two 
minutes  time.  In  the  Hansel  smear,  nasal 
allergy  is  suggested  by  the  presence  and  per- 
centage of  eosinophils  contained.  If  one  ad- 
heres to  the  technique  of  Dr.  Hansel  strictly, 
that  is  by  gradation  of  these  smears  on  a one 
to  five  plus  basis  for  eosinophils  and  a one  to 
five  plus  basis  for  neutrophils,  the  amount 
of  allergy  and  infection  or  mixture  of  these 
two  components  can  be  estimated. 

Skin  sensitivity  tests  are  of  definite  aid  in 
establishing  the  exact  allergic  factor.  We 
prefer  the  intradermal  skin  tests.  X-Rays  are 
of  questionable  value  in  determining  the 
presence  of  nasal  allergy  or  deciding  the  re- 
versibility of  the  pathology.  If  sinus  changes 
be  present  they  are  usually  those  of  chronic 
hyperplastic  sinusitis.  Polyps  within  the  nasal 
chambers  and  sinuses,  and  edematous  mucosa 
can  be  visualized.  Repeated  sinus  x-rays  are 
helpful  for  followup  purposes.  They  show 
graphically  the  changes  in  the  sinus  mucosa. 
However,  we  feel  that  the  evaluation  of  the 
nasal  pathology  in  regard  to  the  reversi- 
bility thereof  depends  more  upon  the  clinical 
findings. 

The  most  common  pathological  changes 
seen  in  allergic  noses  are  mucosal  edema, 
eosinophilia,  nasal  polyps,  (see  Figure  1)  and 
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(Figure  1) 

Pathological  section  showing  early  nasal  polyp. 
The  mucosa  is  intact,  ciliated,  covered  by  a mucous 
blanket.  Minimal  submucosal  edema  and  mild 
eosinophilia  are  present. 
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hyperplastic  changes  in  the  sinuses.  The  mu- 
cosal edema  is  due  to  extravasation  of  serum 
into  the  deep  submucosal  space,  as  a reaction 
to  the  offending  substance.  The  polyps  are 
caused  by  extreme  edema  with  the  resultant 
hydropic  degeneration  of  the  mucosa.  If  the 
nasal  mucosal  changes  persist  over  a long 
period  of  time  eventually  there  occurs  break- 
down of  the  mucosa  and  submucosa  with 
permanent  damage.  (See  Figure  2).  This  is 


(Figure  2) 

Nasal  polyp  showing  edema,  definite  mocosal 
degeneration,  submucosal  cellulitis  and  eosinophile 
infiltration. 

followed  by  inflammatory  reaction,  destruc- 
tion of  the  mucosa  and  fibrosis  in  the  sub- 
mucosa. (See  Figure  3).  In  long  standing  nasal 
allergy,  eventual  breakdown  of  the  turbinate 
bones  is  seen.  The  histological  change  in  the 
mucosa  of  the  sinuses  is  similar  to  that  found 
in  the  nose.  Similar  changes,  but  usually 
without  eosinophilia  are  present  in  vasomotor 
rhinitis  which  is  not  allergic. 

In  the  treatment  of  chronic  vasmotor  rhin- 
itis we  feel  that  if  it  can  be  demonstrated,  any 
allergy  should  be  controlled  first  and  fore- 
most. (See  Figures  4,  5).  However,  in  this 
same  vein,  we  feel  that  the  treatment  of  true 
allergic  rhinitis  should  present  results  within 
a period  of  about  three  months.  If  results  are 
not  forthcoming  within  this  interval,  we  feel 
that  some  other  factor  must  be  considered. 
In  some  questionable  cases  good  results  are 
produced  by  empirical  desensitization  to 
house  dust.  If  all  conservative  measures  fail, 
then  some  form  of  surgical  intervention  may 
be  necessary. 


(Figure  3) 

Chronic  nasal  polyp.  The  mucosa  is  completely 
destroyed.  Submucosa  is  edematous,  fibrotic,  and 
there  is  chronic  cellulitis.  Submucosal  gands  are 
atropic. 


(Figure  4) 

Photograph  of  patient  with  allergy  to  house  dust 
showing  edematous  nasal  mucosa  with  polyps. 


(Figure  5) 

Photo  taken  three  months  after  beginning  dust 
desensitization.  Note  changes  in  mucosa  and  ab- 
sence of  polyps. 
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The  simplest  form  of  treatment  in  proven 
allergic  rhinitis  and  in  nonspecific  vasomotor 
rhinitis  is  avoidance  of  the  irritant  insofar  as 
is  possible.  This  may  entail  change  of  climate 
during  certain  seasons,  change  of  occupation 
or  the  use  of  facial  masks  during  working 
conditions  in  which  there  is  exposure  to 
fumes,  dust  and  the  like. 

Desensitization  to  the  offending  substance 
wherever  possible  is  usually  followed  by  im- 
provement and  often  by  complete  subsidence 
of  the  symptoms.  In  cases  of  dust  allergy  par- 
ticularly, we  practice  desensitization  on  a year 
round  basis.  We  attempt  to  build  the  individ- 
ual to  a maintenance  dose  and  then  carry  him 
at  this  level  at  two  to  three  week  intervals 
for  a period  of  one  to  two  years.  Often  the 
desensitization  can  be  stopped  at  the  end  of 
this  period  without  the  recurrence  of  sym- 
ptoms. In  the  case  of  seasonal  hay  fever  re- 
action to  pollens,  ragweed,  molds,  etc.,  we 
begin  the  desensitization  in  February  or 
March  and  carry  the  desensitization  through 
the  pollen  season.  With  these  programs  our 
results  have  been  very  good. 

The  various  antihistamine  drugs  in  our 
hands  have  proved  rather  disappointing.  In 
the  person  presenting  himself  for  treatment 
too  late  for  seasonal  desensitization,  the  anti- 
histamines offer  some  palliative  results.  In 
some  individuals  these  drugs  have  produced 
complete  symptomatic  relief.  However,  over 
a long  period  these  drugs  have  not  lived  up  to 
expectations.  In  severe  nasal  allergy,  during 
the  hay  fever  season,  it  may  be  necessary  to 
use  desensitization  plus  antihistamines  for 
satisfactory  relief. 

We  believe  in  correction  of  nasal  obstruc- 
tion to  relieve  any  mechanical  factor  which 
may  be  causing  impedence  to  the  airway. 
Septal  deflections  should  be  corrected;  polyps 
which  do  not  subside  after  adequate  treat- 
ment should  be  removed  and  in  the  case  of 
hypertrophied  and  redundant  mucosa  on  the 
inferior  turbinates,  the  use  of  infracture  or 
cauterization  often  is  of  definite  benefit.  If 
sinus  changes  persist  despite  adequate  con- 
servative therapy,  the  diseased  mucosa  should 
be  removed.  This  may  necessitate  ethmoidec- 
tomy  or  possibly  Caldwell-Luc  operation.  The 
surgical  treatment  of  abnormalities  depends 
upon  judgment  of  the  rhinologist  as  to  the 
reversibility  or  nonreversibility  of  the  nasal 
pathology. 


In  recent  years  the  two  hormones.  Cortisone 
and  ACTH,  have  proved  to  be  of  value  in 
many  severe  and  intractable  asthmatics.  Local 
and  systemically  Cortisone  has  been  reported 
to  produce  good  results  in  nasal  allergy,  8. 
However,  the  symptoms  and  findings  re- 
turned as  soon  as  the  drug  was  withdrawn. 
More  recently  it  has  been  suggested  by  Dr. 
D.  M.  Lierle,  9,  that  small  amounts  of  ACTH 
or  Cortisone,  possibly  in  maintenance  doses, 
as  with  insulin,  be  used  in  the  treatment  of 
intractable  allergic  rhinitis.  Dr.  Lierle  reports 
good  results  in  a number  of  his  cases. 

It  may  seem  from  the  previous  discussion 
that  the  treatment  of  nasal  allergy  has  been 
condensed  into  a specific  and  exact  science. 
This  is  far  from  the  case.  As  an  example,  I 
should  like  to  point  out  some  of  the  suggested 
treatments  of  nasal  allergy  which  I found  in 
perusing  the  current  literature  for  the  past 
fifteen  years.  These  included:  (1)  antihis- 
tamines, systemically  and  locally.  (2)  Vitamin 
B.'io  (3)  Cortisone,  locally  and  systemically. 
(4)  submucous  calcium  injection.  (5)  local  in- 
jection of  sodium  psylliate.  (6)  desoxycorticos- 
teroneacetate,  and  vitamin  C.  (7)  diathermy, 
ultraviolet  hght,  X-Ray,  ionization,  cautery 
(trichloroacetic  acid). 12.  13,  14.  15,  i6  (g)  hy- 
drochloric acid  by  mouth.  (9)  autogenous  vac- 
cines and  bacterial  desensitization'i’i^'  i®. 
Needless  to  say,  the  treatment  of  allergic 
rhinitis  is  far  from  solved.  However,  we  feel 
that  with  the  judicious  use  of  the  mechanisms 
at  our  command,  which  include  desensitiza- 
tion, antihistamines,  nasal  surgery  and  pos- 
sibly in  some  cases  by  the  use  of  ACTH  and 
Cortisone,  that  much  of  the  nasal  allergy 
problem  can  be  effectively  dealt  with. 

Conclusions:  (1)  Vasomotor  rhinitis  may  be 
extrinsic,  intrinsic  or  a mixture  of  the  two. 

(2)  There  is  no  really  “typical”  clinical  ap- 
pearance of  the  nose  which  is  involved  by  al- 
lergy. 

(3)  Any  patient  with  symptoms  of  nasal 
stuffiness,  sneezing,  etc.,  must  be  suspected  of 
nasal  allergy  or  vasomotor  disturbance. 

(4)  Treatment  depends  largely  on  the  re- 
versibility of  the  pathology  in  the  nose. 
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"WILL  IT  BE  A BOY  OR  GIRL?" 

A Short  Account  of  the  Attempts  to  Determine 
Fetal  Sex 

C.  A.  Stern,  M.D.,  Sioux  Falls,  S.  D. 


Sooner  or  later  your  obstetrical  patient, 
Mrs.  Smith,  is  bound  to  ask  you,  “Doctor,  will 
it  be  a boy  or  girl?”  When  you  reply  that 
there  is  no  way  to  accurately  predetermine 
sex,  you  are  promptly  informed  that  Mrs. 
Jones’  doctor  down  the  street  can  tell  the 
infant’s  sex  from  the  heart  beat,  or  that  only 
last  week  Dr.  Blank  was  able  to  tell  correctly 
that  cousin  Sue  would  have  a boy  by  using  a 
new  sputum  test. 

The  intrauterine  determination  of  fetal  sex 
has  intrigued  and  fascinated  men  from  the 
time  of  the  ancient  Egyptians  to  the  present 
day.  Although  the  medical  and  social  value  of 
investigations  done  primarily  to  prognosticate 
fetal  sex  is  questionable,  there  has  appeared 
recently  a renewed  interest  in  the  subject, 
both  in  the  medical  and  lay  literature.* 

Most  primitive  are  those  methods  of  sex 
determination  which  invoke  the  supernatural. 
These  methods  may  involve  homopathic  or 
sympathetic  magic,  dream  interpretation, 
chance  happenings,  astrology,  numerology  or 
other  forms  of  pseudo-scientific  symbolism. 
Although  not  seriously  acceptable  in  our  so- 
ciety today,  these  systems  of  sex  determina- 
tion have  their  devotees  among  various  tribal 
cultures,  including  some  women  in  the  “social 
elite”  of  our  society. 

The  next  step  in  the  development  of 
methods  used  to  predetermine  sex  are  those 
which  are  dependent  on  the  position  or  ac- 
tivity of  the  fetus  in  relationship  to  the 

* Note:  In  presenting  some  of  the  historical 
material  on  this  subject,  I have  drawn  on  many 
of  the  facts  and  the  classification  used  by  Blakely 
in  nis  article  on  this  subject  in  the  American 
Journal  of  Obstetrics  and  Gynecology  in  1937. 


mother.  This  group  comprises  by  far  the 
greatest  number  of  myths,  many  of  which  are 
frequently  heard  and  accepted  today.  Though 
the  theme  has  many  variations,  the  origin  of 
these  sex  prediction  systems  rests  on  two  an- 
cient dogmas;  the  first  is  that  the  male  is 
stronger  (or  superior)  than  the  female,  and 
second  is  that  the  right  is  stronger  (or 
superior)  to  the  left.  The  early  Greeks  held 
that  the  uterus  contains  a right  and  left  cav- 
ity. Thus,  Hippocrates  wrote  that  the  male 
fetus  occupies  the  right  cavity  and  the  females 
the  left.  From  this  teaching,  it  follows  that  a 
pregnant  woman  with  a greater  abdominal 
prominence  on  the  right,  or  fetal  movements 
on  the  right,  was  carrying  a male.  Hippocrates 
also  taught  that  a male  moves  at  three  months 
gestation  and  a female  at  four,  and  that  a 
woman  with  a male  fetus  had  a good  color, 
while  those  who  were  to  deliver  girls  had 
poor  color,  or  various  skin  lesions  or  imper- 
fections. These  doctrines  then  express  the 
idea  of  male  superiority.  Many  of  these  teach- 
ings are  reviewed  and  supplemented  in  a book 
by  Albertus  Magnus  published  in  1230,  which 
was  probably  the  “DeLee”  of  the  Middle 
Ages.  Here,  a male  is  indicated  if  there  is 
more  pain,  prominence  or  heaviness  on  the 
patient’s  right  side,  or  if  the  right  breast  is 
larger  or  secretes  earlier,  or  if  the  nipple  of 
the  right  breast  is  larger,  or  salt  fails  to  melt 
when  placed  on  it. 

Dogma  may  fade  away,  but  seldom  die,  and 
portions  may  be  found  in  a medical  paper  by 
Schroener  and  Dawson,  who  proposed  that  the 
right  and  left  ovaries  alternate  in  their  activ- 
ities. If  the  ovum  from  the  right  ovary  is 
fertilized,  and  is  a male,  the  next  ovulation 
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will  be  from  the  left  ovary,  and  will  be  fe- 
male. Thus,  all  one  needs  to  do  is  to  deter- 
mine the  sex  of  the  first  born  child,  and  keep 
an  account  of  each  menses  until  the  next  preg- 
nancy. 

The  first  publication  on  this  subject,  which 
utilized  the  investigative  approach,  was  the 
well  known  paper  by  Frankenhauser  on  fetal 
heart  rate,  published  in  1859.  Frankenhauser 
based  his  conclusion  on  100  cases  and  sug- 
gested that  a F.H.T.  of  124  or  less  in  the  last 
three  months  of  pregnancy  would  indicate  a 
male,  while  a F.H.T.  of  144  or  more,  a female. 
Unfortunately,  this  work  has  assumed,  with 
the  passage  of  time,  the  authority  of  scripture, 
and  great  faith  in  this  method  of  sex  prognos- 
tication is  held  by  many  present  day  disciples. 
Fetal  heart  rate  varies  with  the  activity  of 
the  fetus,  and  it  should  be  obvious  that  even 
if  Frankenhauser’s  observations  were  correct, 
most  fetal  hearts  would  fall  in  between  the 
two  figures  suggested  by  Frankenhauser. 

In  1930,  Miller  and  Halley  were  able  to 
actually  determine  fetal  sex  by  means  of 
radiography.  These  x-ray  men  were  not  pri- 
marily interested  in  sex  diagnosis,  but  in  out- 
lining fetal  soft  parts  and  placenta  by  various 
methods  of  aminagraphy.  In  a series  of  21 
patients,  they  injected  IVz  to  15  cc.  of  stron- 
tium iodide  directly  into  the  amionic  fluid  by 
means  of  a spinal  needle.  In  the  true  lateral 
view  of  the  breech,  they  could  then  determine 
the  presence  or  absence  of  the  scrotol  sac.  In 
four  of  their  series  of  21,  they  were  able  to 
correctly  predict  a male  infant. 

Most  of  the  investigative  work  done  on  sex 
determination  is  based  on  some  bio-chemical 
effect  of  the  fetus  on  the  maternal  physiology 
or  vice  versa.  This,  then,  is  the  final  classi- 
fication of  efforts  at  sex  determination,  and 
covers  most  of  the  “sex  tests”  we  hear  about 
at  the  present  time.  Again,  there  are  two  old 
dogmatic  assumptions  underlying  all  bio- 
logical sex  tests  which  may  be  true,  but  which 
certainly  have  not  been  proven  thus  far.  The 
first  is  that  the  male  fetus  makes  greater  de- 
mands on  the  maternal  economy,  and  the  sec- 
ond is  that  the  reaction  of  a woman  to  a male 
fetus  is  somehow  qualitatively  different  from 
that  of  the  female.  The  first  assumption  is  but 
a variation  of  the  ancient  Greek  “male  su- 
periority” idea.  Hippocrates,  for  example, 
taught  that  a woman  with  a male  fetus  had 
greater  body  warmth  and  better  circulation; 


more  modern  are  the  concepts  that  these  wo- 
men have  a higher  basal  metabolic  rate, 
more  epinephedrine,  and  increased  pH  of  the 
blood,  more  iron  in  the  placenta,  etc.  If  the 
second  assumption,  that  there  is  a qualitative 
difference  between  a male  and  female  preg- 
nancy, is  not  true,  then  there  will  never  be  a 
reliable  biological  sex  test,  because  all  such 
tests  are  based  on  this  difference. 

It  is  rather  paradoxical  that  a bio-chemical 
test  utilizing  body  secretions  constitutes  the 
oldest  recorded  test  for  sex  determination,  as 
well  as  the  most  recent.  An  Egyptain  papyrus 
dating  from  1350  B.C.  states  that  if  wheat  and 
barley  are  moistened  with  urine,  a boy  will 
be  delivered  if  the  wheat  germinates,  and  a 
girl  if  the  barley  does.  This  test  is  mentioned 
again  in  an  old  English  text,  “The  Experienced 
Midwife,”  and  again  (seriously)  in  1933  by 
Manger  in  Germany,  who  reported  an  80% 
correct  prognostication. 

From  1913  to  1924,  a vast  amount  of  litera- 
ture on  sex  determination  by  using  various 
modifications  of  the  Abderhalder  test  accum- 
ulated in  Germany.  The  basis  for  these  tests 
was  an  enzymatic  reaction  between  preg- 
nancy serum  and  placenta  or  testicular  ex- 
tracts. The  observation  was  that  male  preg- 
nancy serum  resulted  in  greater  proteolysis 
on  its  substrate  (placenta  or  testicular  tissue) 
than  did  female  pregnancy  serum.  These  re- 
sults were  never  confirmed  in  this  country. 

Serological  methods  have  not  been  without 
their  proponents.  Abraham,  in  1914,  used  a 
precipitation  test  involving  human  male  and 
female  sensitized  rabbit  serum  and  unknown 
pregnancy  serum.  He  concluded  that  his  test 
was  not  reliable.  This  is  rare  honesty,  and  the 
only  such  example  cited.  Fried,  in  1925,  on 
the  other  hand,  reported  a 100%  accuracy  for 
a complement  fixation  test  he  devised,  but 
fortunately,  his  paper  was  withdrawn  before 
it  could  be  presented  before  the  New  York 
Academy  of  Medicine.  Max  Davis  in  an  article 
in  the  “New  England  Journal  of  Medicine” 
reported  an  intradermal  skin  test  using  tes- 
ticular extract  with  an  accuracy  of  90%.  A 
female  pregnancy  gave  no  reaction,  while  a 
male  pregnancy  gave  a 2 plus  to  4 plus 
errthymia  reaction.  His  work  was  never  con- 
firmed. 

In  1932,  Dorn  and  Sugarman  reported  in  an 
article  in  the  J.A.M.A.  a biological  sex  test, 
for  which  they  claimed  a 94%  accuracy.  While 
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working  with  modifications  of  the  A-Z  preg- 
nancy test,  they  found  that  if  10  c.c.  of  preg- 
nancy urine  is  injected  into  the  ear  vein  of  a 
sexually  immature  male  rabbit  that  evidence 
of  spermatogenic  activity,  such  as  increased 
size  of  the  testes,  vascularity,  and  hyper- 
trophy of  the  testicles,  would  indicate  a fe- 
male fetus.  Male  pregnancy  urine  resulted  in 
no  such  changes.  Murphy,  Romer  and  Dailey 
were  unable  to  confirm  this  work,  and  showed 
the  pregnancy  urine  may  induce  testicular 
change  in  the  immature  male  rabbit,  but 
there  is  no  correlation  as  to  fetal  sex,  and  as 
a pregnancy  test,  it  is  inferior  to  the  A-Z  test. 

In  1946,  Nieburgs  reported  that  in  about 
20%  of  vaginal  smears  taken  during  preg- 
nancy, certain  particular  cellular  types  could 
be  correlated  with  fetal  sex  with  a high  de- 
gree of  accuracy.  In  1949,  Nieburgs  and 
Greenblatt  reported  an  accuracy  of  87%  in 
predicting  the  offspring  of  22  women  in  which 
the  specific  vaginal  smear  types  were  found. 
These  authors  believed  that  in  a male  preg- 
nancy, there  is  a relative  increase  of  the  fol- 
licular principle  over  the  lutenizing  of  blood 
gonodatrophin.  If  both  principles  are  present 
in  equal  concentration,  then  the  patient  would 
have  a female.  Their  recent  work  has  yet  to 
be  confirmed,  and  is,  at  present,  of  no  prac- 
tical significance  as  a routine  sex  test. 

Most  recent,  and  one  which  has  received 
considerable  attention  from  the  lay-press,  is 
Richardson’s  “sputum”  test.”  This  test  is 
similar  to  Richardson’s  pregnancy  test  except 
that  sputum  instead  of  urine  is  used.  A posi- 
tive test  indicates  a male,  and  is  believed  due 
to  the  selective  presence  in  the  male  preg- 
nancy saliva  of  some  androgenic  hormone. 
Richardson’s  claim  of  100%  accuracy  for  his 
pregnancy  test  has  not  been  confirmed,  and 
recently  Posner  reported  an  accuracy  of  62.5% 
for  this  sex  test,  which  comes  fairly  close  to 
the  accuracy  of  a good  guess. 

In  conclusion,  there  is  no  reliable  or  prac- 
tical method  of  determining  fetal  sex,  despite 
the  many  “sex  tests”  developed  past  and 
present.  Although  there  is  little  doubt  that 
some  day  there  will  be  a method  that  will  en- 
able us  to  give  Mrs.  Brown  hysterics  by  tell- 
ing her  she  will  have  her  tenth  girl,  it  is  best 
to  be  slow  to  accept  any  sweeping  claims  for 
a 100%  accurate  test,  for,  at  present,  most  be- 
long in  the  realm  of  flying  saucers  and 
cracked  windshields. 
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It  does  a man  a world  of  good  to  occasionally  get  away 
from  his  relatively  small  sphere  of  activity,  to  delve  into 
things  that  may  or  may  not  concern  him  directly.  The  field  of 
activity  that  concerns  only  our  selfish  interests  soon  loses  its 
attractiveness  and  becomes  dull.  Breaking  away  from  our 
practice  for  short  periods  has  its  many  rewards.  When  we 
return  we  see  our  office,  our  associates,  our  patients  through 
a new  field  of  vision.  We  may  even  go  so  far  as  to  admit  to 
ourselves  that  there  is  something  charming  and  beautiful 
about  our  own  practice. 

Certainly  the  many  medical  men  who  took  time  from 
their  practices  to  make  their  appearances  at  our  State  Capital 
during  the  recent  Legislative  Session  feel  that  they  helped  not  only  their  personal  statures  but 
also  accomplished  something  in  the  way  of  public  and  professional  relationships. 

Curiously  enough  our  Legislators  seemed  pleased  to  discuss  our  problems.  It  was  not  un- 
usual for  a doctor  to  discuss  not  only  medical  problems  but  problems  out  of  his  immediate 
realm  such  as  agriculture,  schools,  roads  and  unlimited  local  and  state  affairs.  Our  law  makers 
seemed  to  appreciate  the  interest  of  the  medical  profession. 

Fellows  our  time  was  not  wasted.  We  asked  for  no  unfair  selfish  legislation.  Bills  spon- 
sored or  supported  by  our  State  Medical  Association  all  received  special  consideration  and 
approval.  We  as  doctors  found  that  the  men  representing  us  in  the  law  making  chambers  are 
a great  bunch  of  fellows.  More  power  to  them. 

A.  W.  Spiry,  M.D. 
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DOCTORS  AND  LEGISLATION 

Elsewhere  in  this  issue  is  a brief  news  story 
naming  members  of  the  South  Dakota  State 
Medical  Association  who  visited  the  State 
Legislature  for  several  days  each.  The  story 
is  not  particularly  of  interest  to  others  than 
those  named  therein,  except  that  it  indicates 
a change  in  the  interest  of  the  medical  pro- 
fession in  things  not  of  a true  medical  nature. 
What  those  visitors  to  Pierre  saw  and  did 
made  two  indelible  impressions  ....  one  on 
them,  and  one  on  the  legislators. 

The  legislators  learned  that  the  doctors 
were  human  beings  ....  human  beings  in- 
terested enough  in  their  government  to  sac- 
rifice several  days  income  and  to  accept  the 
discomfort  of  winter  travel.  Our  legislators 
will  be  more  receptive  to  the  wishes  of  the 
doctors  because  of  this  impression. 

The  doctors  learned  that  the  legislators 
were  human  beings  too.  All  were  impressed 
with  the  honesty  and  industriousness  of  the 
legislative  members  and  certainly  took  home 
with  them  a better  picture  of  South  Dakota 
lawmakers  in  action. 

Editorially,  we  would  like  to  suggest  that 
many  other  doctors  plan  ahead  two  years  and 
decide  to  be  present  for  the  next  gathering 
of  the  Legislature  in  1957. 


CHARITIES  AND  CORRECTIONS 

One  of  the  most  hard-boiled  titles  for  a 
State  Board  is  the  Board  of  Charities  and  Cor- 
rections. Unfortunately,  the  name  of  the 
Board  was  originally  set  out  in  the  State  Con- 
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stitution,  so  the  unsavory  aspect  of  the  titk 
is  not  likely  to  be  changed. 

However,  the  Board  itself  has  had  con- 
siderable change  because  of  action  of  the  re- 
cent Legislature.  The  old  Board  was  a three- 
member  affair  having  jurisdiction  over  the 
penitentiary.  State  School  and  Home  at  Red- 
field,  Yankton  State  Hospital,  and  the  insti- 
tution at  Plankinton.  The  members  were  not 
appointed  to  the  Board  from  any  designated 
groups  or  professions. 

The  new  Board  is  made  up  of  five  members, | 
one  of  whom  is  a veteran,  one  a doctor  of 
medicine,  and  one  a member  of  the  minority 
party.  Added  to  the  jurisdiction  of  the  Board 
is  the  State  Soldier’s  Home  and  Sanator. 

The  Medical  Association  was  instrumental 
in  having  the  law  changed  to  include  a doctor 
of  medicine.  It  is  our  contention  that  two  of 
the  institutions  are  strictly  medical  in  nature 
and  that  all  of  the  others  have  medical  prob- 
lems that  can  best  be  understood  by  a doctor. 

The  duties  of  the  Board  are  difficult  and 
time-consuming.  The  doctor  who  accepts  the 
position  must  make  great  sacrifice  to  do  the 
job  properly.  At  the  same  time  he  alone  rep- 
resents the  medical  profession  on  that  Board. 
His  leadership,  understanding,  and  energy 
will  reflect  directly  on  the  profssion  he  rep- 
resents. 

Governor  Foss  has  used  excellent  judgment 
inselecting  Dr.  M.  M.  Morrissey,  Pierre,  to  sit 
on  the  Board  of  Charities  and  Corrections. ' 
The  best  wishes  of  the  Medical  Association 
are  extended  to  Dr.  Morrissey,  we  know  he  ' 
will  represent  us  well. 
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Your  Invitation 

TO  THE 

74th  Annual  Meeting 

OF  THE 

South  Dakota  State  Medical  Association 

SPEAKERS  INCLUDE: 

Robert  H.  Monahan,  M.D.,  St.  Paul 
Carl  O.  Rice,  M.D.,  Minneapolis 

George  H.  Thiele,  M.D.,  Kansas  City 
Clair  L.  Straith,  M.D.,  Detroit 

Charles  F.  Blankenship,  M.D.,  Kansas  City 

R.  B.  Robins,  M.D.,  Camden 

Irvine  H.  Page,  M.D.,  Cleveland 
Harry  Benaron,  M.D.,  Chicago 

Francis  E.  Senear,  M.D.,  Chicago 
Paul  S.  Rhoads,  M.D.,  Chicago 

John  L.  Armbruster,  M.D.,  Chicago 
L.  W.  Riba,  M.D.,  Chicago 

You’ll  enjoy  the  Sunday  nite  Stag  Smoker,  the  entertainment  at  the  banquet,  and  the  discus- 
sion luncheons.  Make  reservations  early! 


— 81  — 


SOUTH  DAKOT> 


REPORT  OF  DELEGATE 
to 

CLINICAL  MEETING 
of  the 

AMERICAN  MEDICAL  ASSOCIATION 
November  29  — December  2,  1954 


This  meeting  in  Miami,  Florida  was  the 
eighth  Clinical  Session  of  the  American  Med- 
ical Association.  Physician  interest  and  at- 
tendance at  this  meeting  was  most  satisfac- 
tory, total  registration  being  more  than  7,700 
and  physician  registration  approximately  3,- 
250.  Even  the  customary  high  percentage  at- 
tendance of  the  House  of  Delegates  was  out- 
done at  this  session,  since  189  out  of  a total 
House  membership  of  190  were  present.  The 
above  figures  vividly  illustrate  the  interest 
of  physicians  in  the  scientific  programs  of 
these  sessions  and  certainly  as  well  their  in- 
terest in  the  conduct  of  the  affairs  of  our  As- 
sociation and  American  medicine  generally. 

Your  alternate  delegate.  Dr.  Lampert  and  I 
arrived  in  Miami  on  Saturday,  November  27, 
in  order  to  permit  attendance  at  the  Seventh 
Medical  Public  Relations  Conference.  This 
was  held  on  Sunday,  November  28,  in  Miami 
prior  to  the  start  of  the  clinical  session  and 
meetings  of  the  House  of  Delegates.  It  was 
necessary,  also,  for  me  to  attend  meetings  of 
the  “Ad  Hoc  Committee  on  Internships”  of 
which  I was  a member,  in  order  to  formulate 
our  final  report  which  was  presented  to  the 
House  of  Delegates  at  the  Miami  session. 

At  the  opening  session  of  the  House  of 
Delegates  it  was  announced  that  Dr.  Karl  B. 
Pace  of  Greenville,  North  Carolina  had  been 
selected  as  the  1954  General  Practitioner  of 
the  Year.  At  this  meeting  the  House  was  ad- 
dressed by  Seaborn  P.  Collins,  National  Com- 
mander of  the  American  Legion,  and  at  his 
suggestion  a joint  AMA-Legion  Study  of  Vet- 
erans Hospitalization  was  to  be  initiated.  The 
House  of  Delegates  was  also  privileged  to 
hear  addresses  by  the  Secretary  of  Health, 
Education  and  Welfare,  Mrs.  Oveta  Culp 
Hobby  and  Edwin  J.  Faulkner,  who  is  Presi- 
dent of  the  Woodman  Accident  and  Life  In- 
surance Company  of  Lincoln,  Nebraska.  These 
address  delt  with  the  pros  and  cons  of  the 
Reinsurance  Bill  which  was  introduced  at  the 
83rd  Congress  and  which  apparently  will  be 


reintroduced  at  the  forthcoming  Congres- 
sional Session. 

The  usual  large  number  of  reports  and  sup- 
plementary reports  were  considered  by  ref- 
erence committees  and  the  House.  A total  of 
32  resolutions  were  introduced  and  acted 
upon.  The  business  of  the  House  of  Delegates 
was  conducted  very  efficiently  and  ex- 
peditiously by  Speaker  James  Reuling  and 
Vice-Speaker  Vincent  Askey.  The  House  per- 
formed a large  volume  of  work  during  the 
four  days  that  it  was  in  session. 

During  the  Miami  meeting  the  Board  of 
Trustees  announced  that  it  was  appointing  a 
thirteen  member  commission  to  make  a com- 
prehensive study  of  the  various  types  of  plans 
through  which  the  American  people  receive 
medical  service.  As  a result,  many  of  the 
resolutions  dealing  with  medical  care  plans 
were  referred  by  the  House  of  Delegates  to 
this  new  commission  for  study.  After  the 
clinical  session  had  adjourned,  the  Board 
Chairman,  Dwight  H.  Murray,  announced  the 
appointments  to  membership  on  this  new 
commission.  I have  been  asked  to  serve  on 
that  commission  during  the  coming  year. 
Briefly  the  commission  will  inquire  into  the 
nature  and  methods  of  operation  of  all  types 
of  medical  care  plans,  the  quality  of  medical 
care  provided,  and  the  legal  and  ethical  status 
of  the  various  arrangements  being  used.  This 
study  is  expected  to  require  a year  for  its 
completion. 

For  the  past  nine  years  it  has  been  my 
honor  and  privilege  to  serve  this  Association 
as  its  delegate  twice  a year  at  each  session  of 
the  American  Medical  Association.  My  term 
of  office  has  ended  January  31,  1954.  Here- 
after you  will  be  represented  by  Dr.  A.  A. 
Lampert.  Please  accord  to  him  the  fine  con- 
sideration and  support  which  has  been  given 
to  me  during  the  past  nine  years. 

Respectfully  submitted 

H.  Russell  Brown,  M.D.  January,  1955 

Delegate  from  the  South  Dakota  State  Medical  As- 
sociation to  the  American  Medical  Association. 
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The 


National  Foundation  for  Infantile  Paralysis 


invites  you  to  attend  a closed  circuit, 
live  television  program 


on 


especially  arranged  to  acquaint  physicians  quickly 
with  current  poliomyelitis  research  which  will  be  of 
particular  professional  and  public  interest  in  1955. 

Up-to-the-minnte  report  on  the  status  of  polio- 
myelitis vaccine,  and  other  information  such  as 
schedule  of  administration  and  incidence  of  side 
reactions,  will  be  presented  b\'  leaders  in  the  develop- 
ment and  evaluation  of  the  vaccine. 

Information  also  will  be  presented  on  techniques 
of  preparation  of  poliomyelitis  vaccine  and  on  its 
probable  availability  during  1955. 

Attendance  will  be  limited  to  physicians.  Your  ticket 
of  admission  and  a preview'  of  the  program  will 
reach  you  by  mail;  watch  for  them. 

Progress  Report  to  Physicians  on  Immunization  Against 
Poliomyelitis  is  being  produced  through  the  cooperation  of 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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BOOKS 

Physicians  have,  in  ancient  and  modern 
times,  added  to  the  rich  culture  and  progress 
of  medicine  by  writing  books  of  medical  his- 
tory. Among  those  of  ancient  days  are  Aulus 
Cornelius  Celsus,  who’s  De  Re  Medica  was  the 
first  medical  book  to  be  printed  after  the  dis- 
covery of  the  printing  press,  and  includes  a 
history  of  medicine  up  to  his  time;  Ibn  Abi 
Usaibi  who’s  Lives  of  ihe  Physicians  is  our 
chief  source  of  knowledge  about  the  Arabian 
physicians;  John  Freind  who  wrote  the  first 
English  history  of  medicine  while  imprisoned 
in  the  tower  of  London.  In  the  nineteenth 
century  histories  by  Hecker,  Daremberg, 
Haeser,  Wustenfeld  and  Wunderlich  are  the 
most  noteworthy.  In  our  own  times  Garrison’s 
Introduction  to  the  History  of  Medicine; 
Guthrie’s  History  of  Medicine  and  Withing- 
ton’s  Medical  History  from  the  Earliest  Times 
are  of  outstanding  importance. 

A recent  two  volume  work,  A History  of 
Medicine  written  in  1954  by  Ralph  Major  is  a 
significant  addition  to  medical  literature. 

Dr.  Major  is  a professor  of  medicine  and  of 
the  history  of  medicine  at  the  University  of 
Kansas  School  of  Medicine.  He  was  recently 
honored  by  the  department  of  medicine  by 
the  establishment  of  a lectureship  in  his 
name.  As  a unique  testimonial  of  their  respect 
and  affection  he  was  presented  the  Gold 
Headed  Cane  of  the  department  of  medicine. 
On  accepting  it  Dr.  Major  gave  an  account  of 
the  history  of  the  Gold  Headed  Cane  which 
originated  in  London  and  was  passed  from 


physician  to  physician  for  130  years  and  came 
to  rest  in  1823  in  the  library  of  the  new  Col- 
lege of  Physicians,  London.  The  Auto- 
biography of  the  Gold  Headed  Cane,  now  in 
the  7th  edition  was  first  published  anonym- 
ously in  1827,  and  the  author  finally  dis- 
covered to  be  the  physician  William  Mac- 
Michael.  It  is  an  account  of  the  lives  of  the 
owners  of  the  Cane  and  of  medical  practice  of 
the  day. 

Dr.  Major’s  purpose  in  writing  another  his- 
tory of  medicine  is  quoted  from  the  preface: 
“This  book  is  not  written  for  the  specialist  in 
medical  history  to  v/hom  most  of  the  facts  are 
already  well  known.  It  is  written  primarily 
for  the  medical  student  and  the  medical  prac- 
titioner in  an  attempt  to  interest  them  more 
in  the  history  of  their  own  profession  which 
despite  attacks  and  abuse,  despite  quacks  and 
charlatans,  and  in  spite  of  its  own  mistakes, 
has  proved  itself  more  enduring  than  any  of 
the  civilizations  which  gave  birth  to  it.” 

These  volumes  relate  in  an  interesting  and 
readable  style,  medical  history  from  the  early 
beginnings  through  the  twentieth  century. 
The  exceptionally  fine  illustrations  add  much 
to  the  enjoyment  of  the  text.  The  biographical 
addenda  at  the  end  of  each  chapter  is  an  im- 
portant addition.  The  rough  textured,  home- 
spun  covering  in  tan  and  brown  adds  to  the 
attractiveness  of  a set  that  could  grace  any 
physicians  book  shelf. 

A book  purchased  recently  for  the  historical 
collection  of  the  U.S.D.  medical  library  from 
the  Harold  Pallet  Fund  is  the  Life  and  Times 
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of  Gaspare  Togliacozzi  by  Gnudi  and  Webster 
of  Columbia  University.  The  biographee  was 
a surgeon  of  Bologna  in  Venice  from  1545  to 
1599  and  in  1597  wrote  the  first  book  on  plas- 
tic surgery,  De  Curiorum  Chirurgia  per  In- 
stionem.  The  authors  of  this  book  spent  many 
years  in  research  both  in  this  country  and 
in  the  archives  and  libraries  of  France,  Eng- 
land and  Italy  where  they  unearthed  scores  of 
documents  of  primary  source  material  not 
previously  published.  The  work  also  gives  a 
detailed  history  of  plastic  surgery  from  its 
remote  origins  in  India  down  through  the 
early  19th  century. 

JOURNALS 

The  Bulletin  of  the  History  of  Medicine. 

This  is  the  organ  of  the  American  Association 
of  the  History  of  Medicine  and  of  the  Johns 
Hopkins  Institute  of  the  History  of  Medicine. 
The  Sept. -Oct.,  1954  issue  contains  a biblio- 
graphy of  the  history  of  medicine  of  the 


United  States  and  Canada  — 1953,  with  ref- 
erences included  for  both  books  and  journals 
in  the  history  of  dentistry,  diseases,  hospitals, 
medical  education,  and  including  biography 
and  many  other  topics. 

This  same  issue  contains  the  William  Osier 
Medal  essay  by  Robert  J.  T.  Joy,  The  Natural 
Bonesetter  with  Special  Reference  to  the 
Sweet  Family  of  Rhode  Island.  Included  are 
the  opinions  held  of  the  bonesetter  by  the 
physicians  of  the  day;  accounts  of  the  patients 
treated  and  method  of  treatment;  and  an 
evaluation  of  the  contributions  made  in  the 
handling  of  fractures  and  dislocations  as  well 
as  sprains,  bruises  and  lacerations.  Because 
of  the  lag  in  establishment  of  orthopedics  as 
a branch  of  medicine,  the  so  called  quacks  and 
pretenders,  the  natural  bonsetters  ministered 
to  the  sick  and  injured  with,  it  must  be  ad- 
mitted, some  degree  of  success. 

Esther  Howard 

Medical  Librarian 


THE  MONTH  IN  WASHINGTON 


A bill  that  is  not  a part  of  the  official  Eisen- 
hower health  program  is  causing  a stir  in 
Congress. 

The  bi-partisan  measure  would  provide  $90 
million  dollars  to  be  spent  over  three  years 
to  help  construct  and  equip  non-federal  med- 
ical research  and  laboratory  facilities.  Often 
in  the  past  five  years  efforts  have  been  made 
to  get  Congress  to  set  up  various  huge  new 
research  programs  pointed  at  one  disease  and 
calling  for  direct  federal  operation  of  the  pro- 
ject. Without  exception  they  have  been 
turned  down,  Congress  deciding  that  the 
existing  National  Institutes  of  Health  are  the 
proper  vehicles  for  such  all-federal  research. 

The  bill  that  Congress  now  is  interested  in 
takes  a different  approach.  It  would  have 
the  federal  government  “get  in  and  get  out,” 
a system  used  successfully  in  the  Hill-Burton 
hospital  construction  program.  Grants  would 
go  to  nonprofit  hospitals,  medical  schools, 
medical  laboratories  and  like  institutions,  and 
the  institution  itself  would  have  to  match  the 
federal  money.  Once  the  particular  construc- 
tion had  been  completed  and  equipped,  the 
federal  government  would  relinquish  all  con- 


trol or  influence  over  the  project,  as  under 
Hill-Burton.  Unlike  the  Hill-Burton  plan, 
the  grants  would  go  directly  from  the  U.  S. 
to  the  project. 

The  Senate  sponsors  of  this  bill  carry  more 
than  ordinary  weight  within  their  own 
parties.  They  are  Senator  Lister  C.  Hill  (D., 
Ala.),  who  not  only  is  chairman  of  the  Labor 
and  Public  Welfare  Committee,  but  also  heads 
the  subcommittee  that  passes  on  most  health 
appropriations,  and  Senator  Styles  Bridges 
(R.,  N.  H.).  The  latter  has  added  prestige  as 
chairman  of  the  Senate  Republican  Policy 
Committee.  The  House  sponsor  is  Rep.  Percy 
Priest  (D.,  Tenn.),  chairman  of  the  Interstate 
and  Foreign  Commerce  Committee,  which 
like  Senator  Hill’s  committee  is  in  charge  of 
most  health  bills. 

Introduction  of  specific  bills  to  implement 
the  President’s  own  health  program  disclosed 
a few  more  details  of  what  he  wants  from 
Congress,  but  generally  the  suggestions  are 
the  same  Mr.  Eisenhower  offered  in  his  State 
of  the  Union  Message,  his  Health  Message  and 
other  earlier  statements. 

The  reinsurance  bill,  again  the  center  of 
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controversy,  is  much  the  same  as  last  year’s 
bill,  but  singles  out  certain  areas  where  the 
administration  believes  reinsurance  would  be 
particularly  helpful.  They  are  the  coverage 
of  rural  families,  greater  protection  for  low 
income  families  (including  home  and  office 
calls),  and  the  insurance  of  major  medical 
costs.  The  new  bill  also  makes  some  tech- 
nical changes  designed  to  assure  that  the  fed- 
eral government  does  not  intend  to  regulate 
the  insurance  industry. 

The  bill  for  federal  guarantee  of  private 
mortgages  on  health  facilities  follows  the 
general  lines  of  last  year’s  Kaiser- Wolverton 
plan,  but  makes  some  concessions.  For  ex- 
ample the  new  bill  drops  the  requirement 
that  a facility  has  to  devote  most  of  its  ser- 
vices to  prepayment  plan  patients. 

As  introduced  the  Defense  Department’s 
bill  for  more  medical  care  for  military  de- 
pendents had  no  surprises  at  all.  It  is  exactly 
the  same  bill  offered  last  year.  Efforts  had 
been  made  to  write  in  some  compromises,  but 
these  were  given  up  for  the  time  being.  The 
major  question,  as  it  has  been  from  the  start, 
is  whether  most  dependents  are  to  get  their 
medical  care  from  an  insurance  plan  such 
as  is  proposed  for  other  U.  S.  employees  and 
their  dependents,  or  are  to  be  cared  for  by 
uniformed  physicians  in  military  hospitals. 

Other  parts  of  the  President’s  program,  now 
up  for  action  in  Congress,  propose  more 
money  for  the  medical  care  of  public  assist- 
ance recipients,  grants  to  states  for  training 
practical  nurses  and  for  more  advanced  nurse 
training,  and  more  research  and  training  in 
mental  health. 

A surprise  Eisenhower  request  is  that  this 
country  lift  its  statutory  restriction  on  the 
amount  of  money  U.  S.  may  contribute 
toward  the  World  Health  Organization.  Under 
present  law  the  U.  S.  may  not  pay  more  than 
$3  million  annually.  The  administration  wants 
this  ceiling  lifted  to  $5  million. 

Congress  currently  is  deciding  how  much 
money  to  allow  for  health  programs  for  the 
next  fiscal  year,  starting  July  1.  Although  the 
adminitsartion  requested  for  Mrs.  Hobby’s 
department  only  about  what  it  is  spending 
this  year  ($2  billion),  the  budget  for  Public 
Health  Service  was  upped  about  $77  million. 
Most  of  the  research  institutes  are  scheduled 
for  substantial  increases. 
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ABERDEEN  DISTRICT 
MEETS 

The  Aberdeen  District 
Medical  Society  held  its  reg- 
ular monthly  meeting  on 
Wednesday  evening,  Feb- 
ruary 2 in  the  Mexican  Room 
of  the  Sherman  Hotel.  Rou- 
tine business  matters  were 
taken  up;  and  Mr.  Harold  E. 
Tompson,  local  representa- 
tive of  the  Blue  Cross,  dis- 
cussed the  Blue  Cross  hos- 
pital plan.  The  scientific  por- 
tion of  the  program  consisted 
of  a talk  on  ‘Exchange  Trans- 
fusion and  Related  Problems’ 
by  Dr.  W.  F.  Stanage,  Pedia- 
trician from  Yankton,  South 
Dakota.  About  30  physicians 
attended  the  dinner  meeting. 


BAHAMAS  INVITE 
PRACTITIONERS 

The  chief  medical  officer  of 
the  Bahamas  has  arranged  to 
provide  facilities  for  lectures 
and  clinical  demonstrations 
at  the  New  Bahamas  General 
Hospital  for  doctors  who 
spend  their  holidays  in  Nas- 
sau. Auditorium  space  is 
available  and  accommoda- 
tions at  the  British  Colonial 
Hotel  will  have  reduced  rates 
for  anyone  wishing  to  vaca- 
tion there.  Starting  April  1, 
1955  the  price  for  modified 
American  plan  — two  per- 
sons to  a room-twenty-four 
dollars  per  day.  Guest 
speakers  will  be  available. 


This  is  yogr 

MEDIGAL  ASSOCIATION 


The  meeting  duties  will  not 
be  too  difficult.  There  is  a 
registration  fee  of  $50.00  that 
has  been  set  up.  Further  de- 
tails can  be  obtained  from 
Dr.  B.  L.  Frank,  1290  Pine 
Avenue  West,  Montreal, 
Canada. 


PATIENT  CARE 
GROUP  BEGUN 

A joint  committee  repre- 
senting the  South  Dakota 
Hospital  association,  public 
groups,  and  the  medical  and 
nursing  professions,  met  at 
Huron,  February  16,  and  or- 
ganized “The  Joint  Commis- 
sion for  Improvement  of  Care 
of  the  Patient.”  Mother  Mary 
Cornelia,  Aberdeen,  presi- 
dent of  the  South  Dakota 
Hospital  Association,  was 
named  chairman  of  the  Joint 
Commission.  Miss  Hazel 
Hubbs,  Brookings,  was  elec- 
ted vice  chairman,  and  Sister 
Mary  Aloysius  Ann,  Huron, 
secretary.  The  commission 
went  on  record  to  approve 
all  recommendations  made 
by  the  National  Joint  Com- 
mission for  Improvement  of 
Patient  care.  In  addition  to 
the  officers  named  above  the 
following  were  in  attendance: 
Harry  Christianson,  Water- 
town;  Edna  Davidson  and 
Laura  Jensen,  Madison;  John 
Foster.  Jack  Rogers,  Sioux 
Falls;  Sister  M.  Rose  Marie, 
Thomas  B.  Schultz,  Pierre; 
W.  H.  Saxton,  M.D.,  Sister  M. 


Innocentia,  Bertha  Boekel- 
heide,  Huron;  Zella  Messner, 
Brookings;  Sister  M.  Evarista, 
Veronica  Goebel,  Aberdeen; 
Horace  Atkin,  Redfield.  The 
next  meeting  of  the  group 
will  be  in  Huron  in  Septem- 
ber. 


PIERRE  DISTRICT 
ELECTS  OFFICERS 

The  Pierre  District  Med- 
ical Society  held  its  regular 
monthly  meeting,  February 
17th,  at  the  Falcon  Cafe. 
Seventeen  doctors  and  nine 
auxiliary  members  attended 
the  dinner-meeting. 

The  slate  of  officers  elec- 
ted for  the  year  are:  L.  C. 
Askwig,  M.D..  Pierre,  Presi- 
dent; J.  B.  Janis,  M.D., 
Hoven,  Vice-President;  J. 
Cowan.  M.D.,  Pierre,  Secre- 
tary-Treasurer; L.  C.  Askwig, 
M.D.,  Pierre,  delegate;  R.  C. 
Jahraus,  M.D.,  Pierre,  alter- 
nate delegate;  and  T.  F. 
Riggs.  M.D.,  Pierre,  honor- 
ary. 

Doctor  A.  W.  Spiry,  Mo- 

bridge,  made  his  presidential 
visit  and  John  C.  Foster, 
executive-secretary  discus- 
sed the  Blue  Shield  plan. 

NEWS  NOTES 
Doctor  Erich  Voss,  Ft. 

Pierre,  attended  the  Annual 
Clinical  Conference  of  the 
Chicago  Medical  Society,  Pal- 
mer House,  Chicago  from 
March  1 through  4th.  It  was 
a post-graduate  course. 
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ACHROMYCIN  has  proved  effective  against: 

Pharyngitis 
Acute  Bronchitis 
Tonsillitis 
Pertussis 
Otitis  Media 
Scarlet  Fever 
Osteomyelitis 
Epidermal  Abscesses 
Acute  Brucellosis 
Pancreatic  Fibrosis 
Typhus  Fever 
Sinusitis 
Gonorrhea 
Bacillary  Dysentery 
Pneumonia  with  or  without  Bacteremia 
Bronchopulmonary  Infection 
Acute  Pyelonephritis 
Chronic  Pyelonephritis 
Mixed  Bacterial  Infections 
Soft  Tissue  Infections 
Staphylococcal  Septicemia 
Pneumonoccal  Septicemia 
Urogenital  Tract  Infections 
Acute  Extraintestinal  Amebic  Infections 
Intestinal  Amebic  Infections 
Subacute  Bacterial  Endocarditis 


* 


HYDROCHLORIDE 
Tefracycline  HCI  Lederle 

A TRULY  BROAD-SPECTRUM  ANTIBIOTtC 

Clinical  research  has  proved  ACHROMYCIN  to  be  efFecfive  against  more  than  a score  of 
different  infections,  including  those  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  certain  viruses  and  protozoa.. 

In  addition  to  its  true  broad-spectrum  activity,  ACHROMYCIN  provides  more  rapid 
diffusion  than  certain  other  antibiotics,  prompt  control  of  infection,  and  the  distinct 
advantage  of  being  well  tolerated  by  most  persons,  young  and  old  alike. 


Achromycin,  in  its  many  forms,  was  accepted  by  the  medical  profession  in  an  amazingly 
short  time.  Each  day  more  and  more  prescriptions  for  ACHROMYCIN  are  being  written 
when  a broad-spectrum  antibiotic  is  indicated. 


LEDERLE  LABORATORIES  D\y\S\0U  ame/^/caa/  Cya/ia/mt/ coMPA/vr  Pearl  River,  New  York 
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Doctor  Magni  Davidson, 

Brookings,  attended  the  51st 
Annual  Congress  on  Medical 
Education  and  Licensure  at 
the  Palmer  House,  Chicago 
February  6,  7,  8th. 

* * * 

Doctor  Sidney  F.  Becker 

has  moved  his  office  to  101 
South  Main  Ave.,  in  Sioux 
Falls,  where  he  will  share  of- 
fices with  Doctor  John  B. 
Gregg.  Jr.  Doctor  Becker  will 
confine  his  practice  to  sur- 
gery and  treatment  of  eye 
diseases.  Doctor  Gregg  will 
confine  his  practice  to  Oto- 
laryngology, Maxillo-facial 
surgery  and  Broncho-eso- 
phagology. 

* * 

O.  W.  Katz.  M.D..  Aber- 
deen passed  away  at  the  age 
of  73. 


MEDICAL  SCHOOL 
NEWS  NOTE 
Doctor  Mary  Price  of  Ar- 
mour addressed  the  South 
Dakota  Chapter  of  the  Stu- 
dent American  Medical  As- 
sociation at  Vermillion  on 
February  16  on  the  subject 
“How  to  get  the  most  out  of 
the  preceptorship  program.” 


TEST  SERVICE 
AVAILABLE 

The  Venereal  Disease  Re- 
search Laboratory  of  the 
Communicable  Disease  Cen- 
ter, Chamblee,  Georgia,  is 
making  available  the  Trepo- 
nema Immobilization  Test 
for  problem  cases  in  syphilis 
serology.  Any  physician  who 
wishes  to  avail  himself  of  this 
service  on  patients  who  pre- 
sent a diagnostic  problem  in 
syphilis  can  do  so  by  writing 
to  Dr.  G.  J.  Van  Heuvelen, 


State  Health  Officer,  Pierre, 
or  the  Division  of  Labora- 
tories, Pierre,  for  instructions 
as  to  the  collection  of  the 
specimen  and  the  clinical 
data  required. 


OTOLARYNGOLOGY 
MEETING  SET 

The  Department  of  Oto- 
laryngology. University  of 
Illinois  College  of  Medicine, 
announces  its  Annual  As- 
sembly in  Otolaryngology 
from  September  19  through 
October  1,  1955.  This  Assem- 
bly will  consist  of  two  parts. 

Part  1.  September  19 
through  September  24,  1955, 
will  be  devoted  to  surgical 
anatomy  of  the  head  and 
neck,  fundamental  principles 
of  neck  surgery  and  his- 
topathology  of  the  ear,  nose 
and  throat.  This  week  will  be 
under  the  personal  direction 
of  Maurice  F.  Snitman,  M.D. 

Part  H.  September  26 
through  October  1,  1955,  will 
be  devoted  entirely  to  lec- 
tures and  panel  discussion  of 
advancements  in  otolaryn- 
gology. The  chairman  of  this 
section  will  be  Emanuel  M. 
Skolnik,  M.D. 

Registration  is  optional  for 
one  or  both  weeks. 


LECTURES  AND 
DISCUSSIONS  ON 
CURRENT  MEDICAL 
PROBLEMS 

The  Mayo  Clinic  and  Mayo 
Foundation  announces  a four- 
day  program,  April  19-22, 
1955,  inclusive,  of  lectures 
and  discussions  on  problems 
of  current  interest  in  the 


general  fields  of  medicine 
and  surgery.  The  number  of 
physicians  and  surgeons  who 
can  be  accommodated  is 
necessarily  limited.  Those 
wishing  to  attend  should 
communicate  with  Dr.  N.  W. 
Barker,  Mayo  Clinic,  Roches- 
ter, Minnesota,  before  April 
1,  1955.  Applications  will  be 
honored  in  the  order  in  which 
they  are  received.  There  is 
no  registration  fee. 

DOCTORS  VISIT 

LEGISLATIVE 

In  what  was  a new  project 
of  the  State  Medical  Associa- 
tion, numerous  doctors  from 
all  corners  of  the  State 
visited  with  their  Represen- 
tatives and  Senators  on  med- 
ical legislation. 

Participating  in  the  pro- 
gram were  Doctors: 

A.  W.  Spiry,  Mobridge; 

C.  R.  Stoltz,  Watertown;  A.  P. 
Peeke,  Volga;  Robert  Monk, 
Yankton;  C.  J.  McDonald, 
Sioux  Falls;  Robert  Hayes, 
Winner;  C.  F.  Johnson,  Yank- 
ton; A.  P.  Reding,  Marion; 
R.  E.  Dean.  Wessington 
Springs;  E.  J.  Perry,  Red- 
field;  G.  C.  Torkildson,  Mc- 
Laughlin; S.  F.  Becker,  Sioux 
Falls;  Cloid  Green,  Canton; 
Robert  Giebink,  Sioux  Falls; 

D.  A.  Gregory.  Milbank;  F.  F. 
Pfister,  Webster;  Ronald 
Price,  Armour;  A,  A.  Lam- 
pert,  Rapid  City. 

Other  doctor  visitors  to  the 
capitol  included:  Doctors 
M.  A.  Auld,  Yankton;  C.  D. 
Yohe,  Yankton;  Jennings, 
Fershing,  Estelline;  Roy 
Knowles,  Sioux  Falls  and 
D.  Campbell.  Watertown. 
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of 

American  Cancer  Society 


there  a doctor 
the  house? 


There  certainly  is  in  our  house. 

Where  there  is  activity  against  cancer,  there 
is  the  physician.  It  is  no  secret  to  any  of  you 
that  the  doctor  contributes  long  hours  to  the 
needy  cancer  patient  in  clinics,  in  hospitals, 
in  homes.  It  is  your  office  of  which  we  boast 
when  we  say  “every  doctor’s  office  a cancer 
detection  center.” 

Less  well  known  is  the  fact  that  hundreds 
of  your  colleagues,  as  directors  of  the  Amer- 
ican Cancer  Society  nationally,  in  Divisions, 
and  with  Units,  bring  the  best  medical 
thought  to  our  attack  on  cancer  by  educa- 
tion, by  research,  and  by  service  to  patients. 
The  entire  professional  education  program 
is  planned  for  doctors  by  doctors. 

The  occasion  for  this  brief  salute  is  April, 
the  Cancer  Control  Month.  This  year,  1955, 
marks  the  tenth  anniversary  of  the  reorgani- 
zation of  the  American  Cancer  Society  and 
the  launching  of  the  post-war  attack  on 
cancer.  Much  has  been  achieved— far  more 
remains  to  be  done. 

We  are  grateful  for  your  help  in  the  past— 
and  we  rely  on  your  continued  support.  We 
count  heavily  on  the  doctor  in  our  house. 


SOUTH  DAKOTA 


Speakers  at  the  Postgraduate  Medical  Seminar 


Tobias  Levili,  M.D. 


An  internationally  renowned  authority  in 
the  field  of  thyroid  disease  will  be  one  of  the 
featured  speakers  at  the  postgraduate  med- 
ical symposium  April  1 and  2 at  the  Univer- 
sity of  South  Dakota  School  of  Medicine.  He 
is  Dr.  Tobias  Levitt  of  London,  England.  Re- 
cipient of  many  distinguished  honors  in  the 
field  of  medicine  and  surgery,  he  is  one  of 
very  few  men  to  hold  simultaneously  the  title 
of  Fellow  of  the  Royal  College  of  Surgeons  of 
England,  Edinburgh  and  Ireland.  He  has  also 
received  the  title  Hunterian  Professor  of  the 
Royal  College  of  Surgeons  and  holds  the  post 
of  Lecturer  in  Surgery  and  Surgeon  in  the 
Thyroid  Clinic,  New  End  Hospital,  Hamp- 
stead . In  addition  to  medical  degrees,  Dr. 
Levitt  has  earned  graduate  degrees  in  fields 
of  anatomy  and  physiology.  His  many  pub- 
lications in  the  field  of  thyroid  disease  have 
recently  culminated  in  his  authorship  of  an 
authoritative  book  entitled  “The  Thyroid.” 

Dr.  Levitt  is  speaking  Friday  evening,  April 


1,  on  the  subject,  “The  National  History  of 
Thyroid  Diseases,”  at  a combined  meeting  of 
medical  faculty,  students,  and  the  Yankton 
District  Medical  Society. 


Dr.  William  B.  See,  Columbia,  Missouri, 
will  be  one  of  the  featured  speakers  on  the 
postgraduate  medical  seminar  scheduled  for 
April  2 at  the  South  Dakota  School  of  Med- 
icine. Dr.  See,  presently  Assistant  Professor 
of  Obstetrics  and  Gynecology  at  the  Univer- 
sity of  Missouri  School  of  Medicine,  received 
the  M.A.  degree  in  physiology  at  that  school 
prior  to  the  completion  of  his  medical  train- 
ing at  Northwestern,  there  receiving  the  M.D. 
degree  in  1941.  In  addition  to  membership  in 
a number  of  professional  organizations,  Dr. 
See  is  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a Fellow  of 
the  American  College  of  Surgeons. 

Dr.  See  will  lecture  on  the  subject,  “Tox- 
emias of  Pregnancy,”  the  afternoon  of  April  2. 


William  B,  See,  M.D. 
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The  University  of  South  Dakota  School  of 

Medical  Sciences 

PRESENTS  A 

Postgraduate  Medical  Seminar 


April  1 and  2,  1955  Vermillion,  South  Dakota 

April  1 

6:30  P.  M.  Annual  Yankton  District  Medical  Congregational  Church 

Society  Dinner 

8:00  P.  M “The  Natural  History  of  Thyroid  Medicine  & Science  Bldg. 

Diseases.  Its  Practical  Applications”  Room  138 

T.  Levitt,  M.D.,  M.A.A.,  F.R.C.S., 

Surgeon,  Paddington  Hospital 
London,  England 

April  2 

MORNING  SESSION 


9:00  A.M. 
9:15  A.M. 

9:30  A.M. 


Noon 


Registration  Medicine  & Science  Bldg. 

Address  of  Welcome 

President  I.  D.  Weeks,  University  of  South  Dakota 
“Natural  History  of  Carcinoma  of  Uterine  Cervix  and  of  Fundus” 

Amos  C.  Michael,  M.D. 

Professor  and  Chairman,  Department  of  Pathology 

University  of  South  Dakota 

“Therapy  of  Carcinomas  of  the  Uterus” 

Carl  P.  Huber,  M.D. 

Chairman,  Department  of  Obstetrics  and  Gynecology 
University  of  Indiana  School  of  Medicine 
“The  Uterine  Biopsy” 

F.  Stahmann,  M.D. 

Sioux  Falls,  South  Dakota 

Luncheon  Julian  Hall,  Campus 


1:00  P.M. 


3:30  P.M. 

6:30  P.  M. 


8:30  P.  M. 


Afternoon  Session 

“Bleeding  During  the  Last  Trimester  of  Pregnancy” 

Carl  P.  Huber,  M.D. 

Chairman,  Department  of  Obstetrics  and  Gynecology 
University  of  Indiana  School  of  Medicine 
“Toxemias  of  Pregnancy” 

William  B.  See,  M.D. 

Assistant  Professor  of  Obstetrics 
University  of  Missouri  School  of  Medicine 

Scientific  Exhibits  Medicine  & Science  Bldg. 

Medical  School  Faculty 

Evening  Session 

BanquetJ:  Julian  Hall,  Campus 

Sponsored  by  Student  American 

Medical  Association 

Address:  “Medicine  in  the  Bible” 

Louis  A.  M.  Krause,  M.D. 

Professor  of  Clinical  Medicine 
University  of  Maryland  School  of  Medicine 

Dance  Union  Building,  Campus 


S Tickets  ($3.50  each)  for  the  annual  dinner-dance  sponsored  by  the  medical  student  organization  may  be 
secured  from  the  office  of  the  dean,  school  of  medicine. 

NOTE:  The  American  Academy  of  General  Practice  has  accepted  this  program  for  formal  credit. 
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She  shot  the  ashes 
off  the  Kaiser’s  cigaret 


Her  name  was  Phoebe  Mozee  and  she 
was  horn  in  Darke  County,  Ohio,  in 
1860,  and  she  could  shoot  the  head  off  a 
running  quail  when  she  was  twelve  years  old. 

Once,  at  the  invitation  of  Kaiser  Wil- 
helm II  of  Germany,  she  knocked  the  ashes 
off  a cigaret  he  was  holding  in  his  mouth. 

When  she  out-shot  the  great  exhibition 
marksman,  Frank  Butler,  he  fell  in  love 
with  her  and  married  her  and  they  were 
ideally  happy  together  for  the  rest  of  their 
long  lives. 

She  could  handle  a rifle  or  a six-gun 
with  an  artistry  unsurpassed  by  that  of  any 
human  being  before  her  time  or,  probably, 
since.  And  when  she  appeared  with  Sitting 
Bull  and  other  notables  in  Colonel  Cody’s 
Wild  West  Show,  she  thrilled  your  father 
and  mother  — not  as  Phoebe  Anne  Oakley 
Mozee  but  as  “Little  Sure  Shot.  " the  im- 
mortal Annie  Oakley. 

Annie  Oakley,  the  poor  back-country 
orphan  girl  who  made  her  way  to  world- 
wide faine,  was  the  very  spirit  of  personal 
independence.  That  spirit  is  just  as  much 
alive  in  our  generation  as  it  was  in  hers. 
It  is  among  the  great  assets  of  our  people 
—and  our  nation.  And  it  is  one  very  great 
reason  why  our  country’s  Savings  Bonds 
are  perhaps  the  finest  investment  in  the 
world  today. 

Make  that  investment  work  for  you! 
Increase  your  personal  independence  and 
your  family’s  security,  by  buying  United 
States  Savings  Bonds  — starting  now! 


It’s  actually  easy  to  save  money— when  you 
buy  United  States  Series  E Savings  Bonds 
through  the  automatic  Payroll  Savings  Plan 
where  you  work!  You  just  sign  an  applica- 
tion at  your  pay  office;  after  that  your  sav- 
ing is  done  for  you.  And  the  Bonds  you 
receive  will  pay  you  interest  at  the  rate  of 
3%  per  year,  compounded  semiannually,  for 
as  long  as  19  years  and  8 months  if  you 
wish!  Sign  up  today!  Or  join  the  Bond-A- 
Month  Plan  at  your  bank. 


For  your  own  security — and  your  country's,  too  — 
invest  in  U.  S.  Savinys  Bonds! 


The  U.  S.  Government  does  not  pay  jor  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  with  the 
Advertising  Council  and  the  Magazine  Publishers  oj  America, 


5 1-2  X 8 in.  100  Screen 
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ACEUTICAL 


1954  ~ A YEAR  OF  PROGRESS  FOR 
PHARMACY 
Harold  S.  Bailey* 


Change  and  progress  have  always  been 
evident  in  the  profession  of  pharmacy.  Dur- 
ing the  centuries  of  its  history,  this  high  call- 
ing has  developed  from  a primitive  practice 
into  a complex  mixture  of  art,  science,  bus- 
iness and  profession. 

The  development  of  this  complexity  has 
paralleled  the  tremendous  changes  which 
have  taken  place  in  medicine  and  public 
health. 

A simple  patient -doctor -pharmacist  re- 
lationship no  longer  exists.  Today  four  en- 
tities are  concerned  with  the  health  of  the 
patient.  The  drug  manufacturer  has  assumed 
much  of  the  physical  work  of  drug  prepara- 
tion, while  some  compounding  and  all  of  the 
professional  duties  to  the  patient  and  doctor 
are  retained  by  the  pharmacist.  In  addition, 
coordination  and  order  have  required  that 
law  and  regulatory  power  become  a member 
of  the  public  health  team. 

This  complexity  of  pharmacy  and  the 
change  in  pharmaceutical  service  has  led  to 
many  professional  problems.  Product  dup- 
lication, dead  stock,  increasing  costs,  mul- 
tiplying competition,  pricing  laws,  interpro- 
fessional relations,  drug  sales  by  merchants, 
doctor  dispensing,  burdensome  legislation  and 
adverse  public  relations  are  examples.  These 
problems  are  being  attacked  with  vigor  by 
our  national  and  local  pharmaceutical  organ- 

*Associate Professor  of  Pharmaceutical  Chemistry, 
Division  of  Pharmacy,  South  Dakota  State  Col- 
lege. 


izations,  as  well  as  by  individual  members 
of  the  profession.  Great  progress  has  been 
made  toward  their  solution  due  to  the  unity 
and  cooperation  between  the  various  seg- 
ments of  the  profession.  Retail  pharmacists, 
hospital  pharmacists,  drug  salesmen,  whole- 
salers, manufacturers  and  educators  have 
united  to  make  this  progress  possible. 

There  are  also  honest  differences  of  opinion 
as  to  the  correct  solution  to  some  of  our  pro- 
fessional problems.  This  is  as  it  should  be. 
From  difference,  discussion,  debate  and  sub- 
sequent compromise,  a stronger  profession 
will  result. 

Progress  Made  in  Public  Relations 

Centuries  ago  the  art  of  pharmacy  was 
secret.  Today,  there  is  nothing  to  conceal.  On 
the  contrary,  we  have  much  of  which  we  are 
proud  that  should  be  publicized.  It  is  to  be 
regretted  that  the  public  knows  so  little  about 
the  competence,  the  professional  duties  and 
training  and  the  ideals  of  the  pharmacist.  This 
is  due  in  no  small  part  to  the  lack  of  public 
contact  with  much  of  our  profession. 

In  many  localities  with  a small  demand  for 
professional  service,  pharmacists  have  in- 
creased their  incomes  by  merchandising  non- 
pharmaceuticals. The  commercial  thus  sub- 
sidizes the  professional  and  the  public  is  the 
benefactor.  There  is  no  incompatibility  in- 
volved between  the  commercial  and  the  pro- 
fessional when  a suitable  balance  is  main- 
tained. However,  the  business  or  commer- 
cial side  is  often  over-emphasized  to  the 
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neglect  of  the  professional  and  the  public 
thinks  of  the  pharmacist  only  as  a business 
man  and  not  as  a member  of  the  public 
health  team. 

Pharmacy  made  great  progress  last  year  in 
betterment  of  its  relations  with  the  public 
concerning  the  true  picture  of  prescription 
costs.  Due  to  a concerted  drive  by  individual 
members  of  the  drug  industry,  the  American 
Pharmaceutical  Manufacturers  Association, 
the  National  Association  of  Retail  Druggists, 
the  “Public  Education  Program”  of  the  Amer- 
ican College  of  Apothecries,  and  individual 
pharmacists,  the  true  picture  of  the  cost  of 
drugs  was  presented. 

However,  no  matter  how  many  radio  talks, 
newspaper  articles  or  full-page  advertise- 
ments in  leading  national  magazines  there 
are  on  this  topic,  the  success  of  this  program 
must  depend  on  the  individual  pharmacist. 
Only  the  pharmacist,  meeting  face  to  face 
with  the  complaining  customer  at  the  time  of 
the  transaction,  can  change  the  look  of  utter 
amazement  resulting  from  announcement  of 
the  prescription  prices  to  a look  of  under- 
standing. Remember,  it  has  been  proven  that 
medical  costs  are  not  high  in  comparison  to 
other  costs  and  modern  medication  is  ex- 
tremely cheap  in  comparison  to  the  value  re- 
ceived. 

Retail  Pharmacist  May  Control 
Product  Duplication 

Another  problem  of  great  importance  to 
retail  pharmacy  is  that  of  product  duplication. 
There  have  been  several  solutions  presented 
to  this  issue  in  the  last  two  years  and  so  far 
none  have  been  workable.  It  is  the  opinion  of 
this  writer  that  the  formulary  and  generic 
name  approach  is  not  the  correct  solution. 
First,  if  we  answer  the  question  entirely  by 
means  of  formularies,  we  ignore  the  tremen- 
dous impact  that  pharmaceutical  specialties 
have  had  on  pharmacy  and  the  practice  of 
medicine  in  the  last  fifteen  years.  By  far  the 
greatest  advances  in  therapy  have  been  made 
with  these  specialties.  Second,  if  generic 
name  prescription  writing  is  the  solution  fol- 
lowed, we  lose  sight  of  the  fact  that  the  brand 
name  is  one  of  the  foundation  blocks  of  Fair 
Trade.  Also,  the  advocates  of  generic  name 
prescription  writing  and  the  use  of  form- 
ularies ignore  the  fact  that  profit  from  these 
pharmaceutical  specialties  is  plowed  back  into 
costly  research  in  order  to  provide  better 
therapeutic  agents. 


Product  duplication  is  a continuing  prob- 
lem, however,  and  cannot  be  ignored.  Al- 
though the  figures  for  1954  are  not  available, 
in  1953  a total  of  107  firms  marketed  353  new 
products. 

There  were  48  new  single  chemicals,  79 
duplicate  single  products  and  226  com- 
pounded products  marketed.  Add  to  this  353 
the  97  new  dosage  forms  of  old  products  and 
the  total  number  of  new  items  available  for 
the  physician  in  1953  was  450. 

The  market  research  group  of  a prominent 
pharmaceutical  manufacture  investigated 
these  figures  further.  The  results  are  interest- 
ing. The  20  leading  pharmaceutical  firms  (not 
identified)  made  28.1%  of  all  the  additions. 
However,  when  prescription  audits  were 
checked,  these  same  20  companies  accounted 
for  76.0%  of  the  prescriptions  audited.  The 
balance  of  the  firms  marketing  pharmaceu- 
ticals added  71.9%  of  all  new  products  in  1953 
and  they  obtained  only  24%  of  the  audited 
prescriptions. 

Mr.  Harry  A.  Kimbriel,  Vice  President  of 
Marketing,  Eli  Lilly  and  Co.,  speaking  to  the 
Iowa  State  Pharmaceutical  Association  Con- 
vention in  March  1954,  outlined  a few  sug- 
gestions as  to  how  pharmacists  could  them- 
selves combat  production  duplication.  They 
are: 

“1.  Examine  carefully  the  return  policies  of 
the  firm  offering  the  product.  Let  ex- 
perience guide  your  judgment  in  the 
selection  of  the  pharmaceutical  com- 
panies with  which  you  deal.  If  the 
company  has  a history  of  stocking 
goods  and  failing  to  develop  demand  — 
be  on  your  guard.  If  the  firm  has  a good 
record,  they  deserve  your  all-out  effort. 

“2.  Ask  these  questions: 

a)  Will  the  product  receive  aggressive 
promotion  with  physicians? 

b)  Is  the  price  so  high  that  physicians 
will  be  slow  to  prescribe  it? 

c)  Is  the  product  for  the  treatment  of  a 
rare  disease? 

d)  Is  the  product  dated? 

e)  Will  the  product  be  used  primarily 
on  hospitalized  patients? 

f)  Is  it  a product  that  will  be  used  in 
physicians’  offices  in  the  majority  of 
cases? 

g)  Is  it  a prescription-legend  product, 
or  can  it  be  sold  on  open  call  in  case 
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the  physician  fails  to  prescribe? 

h)  Is  the  product  to  be  used  for  younger 
or  older  people? 

i)  Does  it  appear  to  be  an  out-and-out 
duplication  of  some  well-known 
product? 

j)  Is  the  product  offered  in  a package 
size  related  to  the  quantity  a doctor 
is  likely  to  prescribe? 

“3.  Let  your  wholesaler  be  your  stock 
source,  wherever  possible,  until  de- 
mand builds  up. 

Many  wholesalers  have  established 
special  pharmaceutical  information  de- 
partments, and  also  give  special  ser- 
ice  attention  to  pharmaceutical  needs 
of  their  customers.  They  can  be  of 
great  help  to  you  in  keeping  inventories 
down.” 

Fair  Trade  Progress  in  1954 

The  independent  retail  pharmacists  were 
concerned  in  several  states  with  court  fair 
trade  test  cases  in  1954.  There  were,  however, 
more  victories  than  losses  for  fair  trade  in 
both  the  courts  and  the  legislatures. 

Of  greatest  significance  was  the  U.  S. 
Supreme  Court’s  refusal  to  review  five  cases 
attacking  the  constitutionality  of  fair  trade, 
thus  leaving  intact  the  basic  decisions  up- 
holding the  constitutionality  of  the  state  fair 
trade  laws  and  the  Federal  enabling  statute, 
the  McGuire  Act. 

During  1954,  three  high  state  courts  — New 
Jersey,  New  York  and  Delaware  — also  af- 
firmed the  constitutionality  of  the  fair  trade 
laws  in  their  respective  states.  In  Penn- 
sylvana  a lower  state  court  has  ruled  in  favor 
of  fair  trade  in  test  cases  and  final  action  by 
the  high  state  court  is  pending. 

Another  favorable  decision  was  the  ver- 
dict by  the  New  York  Supreme  Court  (a  lower 
court)  upholding  the  right  of  a manufacturer 
operating  retail  stores  to  use  fair  trade.  The 
Federal  Trade  Commission  has  before  it  a 
case  involving  a similar  situation. 

Judicial  setbacks  for  fair  trade  in  1954  in- 
cluded the  invalidation  for  the  second  time  of 
the  non-signer  clause  in  the  Florida  fair  trade 
law.  The  Florida  Supreme  Court,  however, 
upheld  the  legality  of  signed  fair  trade  con- 
tracts. 

In  Georgia,  a not  unexpected  setback  to 
fair  trade  came  from  the  State  Supreme  Court 
when  the  Court  for  the  second  time  held  the 


State  Fair  Trade  Law  in  violation  of  the 
Georgia  Constitution. 

Lower  state  courts  in  Arkansas,  Nebraska 
and  Utah  ruled  against  the  fair  trade  laws  of 
their  respective  states  and  appeals  are  now 
pending  with  the  three  high  state  courts. 

In  the  Louisiana  Legislature,  an  all-out  re- 
peal drive  on  the  state  fair  trade  law  was 
overwhelmingly  defeated. 

On  the  other  hand,  a bill  to  establish  a fair 
trade  law  for  the  District  of  Columbia  was  not 
reported  out  by  the  Senate  Committee  for 
the  District  of  Columbia. 

What  is  the  outlook  for  fair  trade  in  1955? 
According  to  Dr.  John  W.  Dargavel,  Chair- 
man of  the  Bureau  of  Education  on  Fair  Trade 
and  Executive  Secretary  of  the  National  Asso- 
ciation of  Retail  Druggists,  we  can  look  for- 
ward to  a year  of  struggle  for  fair  trade  on 
the  legislative  and  judicial  fronts  and  in  the 
marketplace.  Dr.  Dargavel  hastens  to  add, 
however,  that  the  outcome  is  more  hopeful 
than  gloomy.  Writing  in  a recent  issue  of  the 
Fair  Trade  Newsletter  he  notes  that 

“The  year  just  past  has  demonstrated 
once  again  that  unrestrained  price-cutting 
destroys  more  business  than  it  produces  and 
that  it  is  a dangerous  two-edged  sword  for 
the  manufacturer,  the  wholesaler,  the  re- 
tailer, the  consumer  and  our  mass-produc- 
tion. mass-distribution,  brand-name  econ- 
omy. 

“We  expect,  in  1955,  to  see  fair  trade 
working  better  than  ever  in  the  market- 
place. It  has  become  increasingly  evident 
to  many  manufacturers  that  an  unhealthy'- 
concentration  of  retail  sales  in  a very  few 
outlets  means  less  business,  over-all,  for 
manufacturers  although  it  may  mean  a lot 
more  business  for  these  few  outlets. 

“Shrinking  sales  nationally  in  the  not-so- 
long  run  means  fewer  jobs.  We  believe  the 
tested  logic  of  fair  trade  as  an  instrument 
vital  to  fair  competition  and  an  expanding 
economy  will  win  through.” 

The  forthcoming  report  of  the  U.  S.  Attor- 
ney General’s  Committee  To  Study  the  Anti- 
trust Laws  is  expected  to  attack  fair  trade 
with  oft-repeated  economic  theory  and  to  call 
for  repeal  by  Congress  of  the  Federal  en- 
abling statutes,  the  Miller-Tydings  and  Mc- 
Guire Acts,  which  permit  the  state  fair  trade 
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laws  to  operate  with  respect  to  interstate 
commerce. 

It  is  not  at  all  certain  that  the  President 
will  make  this  attempt  at  repeal  a part  of  the 
Administration’s  program  for  action  by  Con- 
gress. Any  attempt  at  repeal,  however,  will 
come  up  against  the  overwhelming  bipartisan 
support  which  the  McQuire  Act  attracted 
when  it  was  before  Congress,  as  well  as  the 
principle  of  states’  rights  which  the  Act  re- 
I fleets. 

Fair  trade  for  the  retail  pharmacist  con- 
i tinues  to  be  a public  relations  problem  and 
I the  public  must  be  given  the  facts  concerning 
; the  evils  of  unrestrained  price-cutting.  It 
should  be  remembered  that  consumers  are 
also  wage-earners,  earning  their  living  in  re- 
tailing. manufacturing  and  other  phases  of 
business.  A policy  serving  the  public  in  its 
role  of  “income  earners”  does  not  necessarily 
conflict  with  the  interest  of  the  public  in  its 
role  as  consumer. 

Changes  in  Pharmaceutical  Education 

The  pharmaceutical  educational  system  is 
one  of  the  greatest  strengths  of  our  profession. 
Approximately  4500  Bachelors  of  Science  in 
Pharmacy  are  graduated  from  the  74  ac- 
cerdited  colleges  of  pharmacy  in  the  nation 
each  year.  In  addition,  there  are  more  than 
600  students  in  our  graduate  schools  studying 
for  the  Master  of  Science  and  Doctor  of  Phil- 
osophy degrees  in  order  to  supply  the  highly 
trained  personnel  needed  for  teaching,  re- 
search and  industry. 

The  high  caliber  of  this  educational  system 
was  achieved  gradually.  Once,  apprenticeship 
or  internship  played  an  important  part  in  the 
training  of  the  pharmacist.  It  no  longer  does. 
The  tremendous  advances  in  the  science  and 
technology  of  pharmacy  led  to  the  develop- 
ment of  the  two  year,  then  three  and  finally 
four  year  curricula.  Pharmaceutical  educa- 
tion today  is  almost  entirely  delegated  to  the 
colleges. 

Last  year,  the  American  Association  of  Col- 
leges of  Pharmacy  adopted  a five-year  course 
of  study  as  standard  for  its  member  colleges. 
This  action  brings  to  a climax  a long  period  of 
pharmacy  curriculum  study  by  the  Associa- 
tion, member  colleges  and  national  phar- 
maceutical organizations. 

Briefly,  the  AACP  voted  to  amend  its  con- 
stitution and  by-laws  to  direct  that  — “on  or 
after  April  1,  1965,  each  member  college  shall 


require  of  each  candidate  for  a degree  in 
pharmacy  completion  of  not  less  than  5 full 
academic  years  of  training,  including  both 
pre-pharmacy  instruction  and  a minimum  of 
3 years  professional  instruction.”  This  means 
that  a five-year  course  of  instruction  must  be 
given  to  all  students  entering  college  in  the 
fall  of  1960  and  thereafter,  if  the  college  wants 
to  maintain  membership  in  the  AACP. 

This  change  in  pharmaceutical  education 
resulted  from  a widespread  dissatisfaction 
with  the  limitations  of  the  four-year  curri- 
culum. The  professional  competence  of  our 
graduates  is  not  questioned.  However,  many 
educators,  practicing  pharmacists  and  even 
members  of  other  professions  point  out  that 
colleges  of  pharmacy  fail  to  give  their  stu- 
dents the  type  of  well-rounded  education  to 
which,  as  members  of  a profession,  they  are 
entitled.  These  critics  of  the  four-year  pro- 
gram state  that  this  curriculum  produces  nar- 
row specialists.  They  claim  that  the  personal 
life  as  well  as  the  professional  life  of  the 
pharmacist  deserves  some  consideration. 
Therefore,  a well-balanced  curriculum  should 
be  provided  which  will  include  not  only  the 
scientific  and  professional  subject  matter  but 
cultural  subjects  as  well. 

Pharmacy  is  concerned  above  all  else  with 
the  safety  and  health  of  the  public.  This  al- 
ways will  be  our  first  concern.  No  one  can 
deny  that  the  four-year  course  makes)  for 
competent  retail  pharmacists  as  we  find  the 
profession  today.  However,  pharmacy  is  a 
business  as  well  as  an  art  and  a science.  Not 
only  must  our  modern  graduate  in  pharmacy 
be  well  versed  in  the  basic  sciences,  but  he 
must  also  be  well  schooled  in  the  fundamen- 
tals of  pharmaceutical  economics. 

The  graduation  of  capable  pharmacists,  who 
are  well  rounded  in  the  basic  sciences  and 
who  are  well  versed  in  the  fundamentals  of 
the  business  of  pharmacy  as  well  as  being  men 
and  women  of  culture,  cannot  be  accom- 
plished adequately  with  a four-year  program. 
This  is  an  ambitious  goal  and  the  five-year 
course  is  a step  toward  the  achievement  of 
this  goal. 

Locally,  pharmacists  may  be  proud  of  the 
progress  made  in  pharmaceutical  education 
here  in  South  Dakota.  The  renovation  of  the 
Division  of  Pharmacy  was  nearly  completed 
in  1954.  New  laboratories  and  equipment  for 
pharmacology,  dispensing  pharmacy,  phar- 
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maceutical  chemistry  and  manufacturing 
pharmacy  were  acquired  and  all  of  the  Di- 
vision of  Pharmacy  quarters  painted.  En- 
larged office,  stockroom  and  research  space 
has  also  been  provided.  The  Division  of  Phar- 
macy now  occupies  about  25,000  square  feet 
of  floor  space.  This  corresponds  to  the  area 
occupied  by  the  physical  plant  of  several  of 
the  larger  colleges  of  pharmacy  in  the  nation. 

According  to  the  examiners  from  the  Amer- 
ican Council  on  Pharmaceutical  Education, 
these  physical  facilities  are  substantially 
equivalent  to  a new  building.  The  Division 
of  Pharmacy,  South  Dakota  State  College  is 
nationally  accredited  as  a Class  A College  of 
Pharmacy. 

In  addition  to  the  physical  plant,  a pharma- 
ceutical garden  has  been  developed  under  the 
direction  of  Dr.  Kenneth  Redman,  Professor 
of  Pharmacognosy  at  South  Dakota  State  Col- 
lege. This  garden  contains  over  100  different 
kinds  of  medicinal  plants  producing  drugs 
used  in  modern  medication.  Here  pharmacy 
students  may  obtain  first  hand  information 
on  natural  drug  products.  One  prominent 
pharmaceutical  educator  recently  stated  that 
a garden  such  as  this  is  equivalent  to  an 
additional  $25,000  laboratory.  The  drug  gar- 
den is  also  used  for  research  in  pharma- 
cognosy. For  example,  at  the  present  time 
tests  are  in  progress  to  determine  the  com- 
mercial value  of  various  drug-producing 
plants  in  the  soil  and  climate  of  South  Dakota. 

The  student  enrollment  in  the  Division  of 
Pharmacy  in  the  fall  quarter  of  1954  exceeded 
190  men  and  women.  Also,  the  entering  class 
this  year  is  the  largest  in  the  history  of  the 
college.  A total  of  76  students  registered  in- 
cluding 70  men  and  6 women.  Approximately 
one-third  of  this  group  entered  with  advanced 


standing.  These  students  had  obtained  pre- 
pharmacy training,  basic  science  courses  or 
other  degrees  at  another  institution. 

Progress  on  the  Legislative  Front 

Probably  the  amendment  to  the  Internal 
Revenue  Code  known  as  the  Oral  Prescription 
Codeine  Bill  was  the  national  legislation 
affecting  professional  pharmacy  the  most. 
The  Commissioner  of  Narcotics  in  cooperation 
with  various  pharmaceutical  organizations  is 
now  in  the  process  of  implementing  the  law. 
The  Commissioner  has  the  authority  to  issue 
regulations  determining  what  non-habit  form- 
ing compounds  with  codeine  or  non-habit 
forming  narcotics  will  be  cleared  for  oral 
prescribing  by  the  practitioner  and  accept- 
ance by  the  pharmacist.  In  South  Dakota,  as 
well  as  other  states,  the  state  narcotic  laws 
are  in  the  process  of  being  amended  to  take 
advantage  of  the  federal  law. 

On  the  state  legislative  level  there  is 
nothing  of  importance  to  review  for  1954. 
Only  four  state  legislatures  were  in  session. 

However,  many  bills  affecting  pharmacy 
are  being  presented  to  the  forty-four  state 
legislative  bodies  now  in  session.  Most  of 
these  sessions  will  be  over  and  the  results 
known  by  the  time  this  is  printed.  We  hope 
the  representatives  of  the  public  act  intelli- 
gently on  these  measures.  Legislation  that 
has  an  effect  on  pharmacy  is  legislation  that 
has  an  effect  on  public  health. 

Pharmacy  has  always  been  a dynamic  pro- 
fession. It  is  to  the  credit  of  the  profession 
that  changes  have  usually  resulted  in  pro- 
gress. Pharmacists  trained  under  an  up-to- 
date  pharmaceutical  curriculum,  working  in 
modern  drug  stores,  supplying  the  latest 
therapeutic  agents  to  the  medical  profession 
are  the  results  of  this  progress. 
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NOLUDAR 

Description:  A non-barbiturate  hypnotic. 

Indications:  Clinical  studies  in  more  than 
3,000  patients  have  shown  Noludar  to  be  an 
effective,  well-tolerated  hypnotic.  In  hyp- 
notic dosage,  it  provided  relief  of  insomia 
in  approximately  Ve  hour.  Restful  sleep 
continued  for  six  to  seven  hours  in  most 
cases,  and  the  majority  of  patients  reported 
they  awakened  refreshed  without  lethargy 
or  drug  hangover. 

Daytime  sedation  has  been  found  to  be 
equally  effective.  Tolerance  to  the  drug 
did  not  develop,  oversedation  or  drowsiness 
was  not  encountered  and  side  effects  were 
infrequent,  mild  and  transient. 

How  Supplied:  Tablets  50  mg.  and  200  mg. 
Elixir  (50  mg.  per  cc.). 

Source:  Hoffmann-LaRoche. 

TARQUINOR  CREAM  AND  OINTMENT 

Description:  Tarquinor  Cream  contains  1% 
crude  coal  tar  of  low  carbon  content  and 
0.2%  Quinolor  (Squibb  Chlor-hydroxy- 
quinolin)  in  a vanishing  cream  base.  Tar- 
quinor Cream  is  a non-greasy,  water- 
washable  formulation  and  has  a drying 
effect  on  the  skin. 

Tarquinor  Ointment  contains  1%  crude 
coal  tar  of  low  carbon  content  and  0.2% 
Quinolor  in  Plastibase.  Tarquinor  Oint- 
ment is  an  emollient  and  protective  formu- 
lation. 

Indications:  In  the  treatment  of  the  following 
common  skin  disorders  Tarquinor  Cream  is 
recommended  when  a drying  action  is  de- 
sirable; Tarquinor  Ointment  when  an  emol- 
lient and  protective  action  is  desirable: 
psoriasis,  infantile  eczema,  seborrheic  der- 
matitis, chronic  eczematous  dermatitis. 


atopic  dermatitis  (neurodermatitis),  pruri- 
tus ani  and  vulvae,  lichen  simplex  chron- 
icus,  other  subacute  and  chronic  torpid  skin 
lesions. 

Dosage:  Tarquinor  Cream  and  Tarquinor 
Ointment  may  be  applied  to  the  affected 
area  up  to  five  times  daily.  Tarquinor 
Cream  should  be  thoroughly  massaged  into 
the  skin  until  no  excess  remains  on  the  sur- 
face. Tarquinor  Ointment  may  soil  clothing 
and  linens. 

Caution:  If  increased  irritation  appears,  dis- 
continue the  use  of  Tarquinor  Cream  and 
Tarquinor  Ointment. 

How  Supplied:  Tarquinor  Cream  is  supplied 
in  1 oz.  plastic,  unbreakable  jars  and  in  1 
lb.  glass  jars.  Tarquinor  Ointment  is  sup- 
plied in  1 oz.  tubes  and  in  1 lb.  glass  jars. 

Source:  E.  R.  Squibb. 

FLORINEF 

Description:  Florinef  Ointment  is  Squibb 
fluorohydrocortisone  acetate  suspended  in 
Plastibase  (Squibb  Oleaginous  Ointment 
Base).  Originally  synthesized  in  the  labora- 
tories of  the  Squibb  Institute  for  Medical 
Research,  fluorohydrocortisone  is  the  9 
-fluoro  derivative  of  hydrocortisone  (Ken- 
dall’s Compound  F).  Florinef  Ointment  is 
prepared  in  concentrations  of  0.1  and  0.2 
per  cent.  Plastibase,  the  vehicle  for  the 
active  drug,  is  a non-water-absorbing  oint- 
ment base  containing,  by  weight,  95  per 
cent  Liquid  Petrolatum  U.S.P.  and  5 per 
cent  polyethylene,  an  inert  plastic. 

Florinef  Lotion  is  0.1  and  0.2  per  cent 
aqueous  emollient  suspension  of  Squibb 
fluorohydrocortisone  acetate. 

Action:  Like  other  corticosteroids  and  their 
derivatives,  fluorohydrocortisone  inhibits 
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inflammatory  reactions  to  bacterial,  aller- 
genic and  chemical  agents.  It  also  has  anti- 
prupritic  action. 

Indications:  The  following  conditions  have 
responded  to  treatment  with  Florinef  Oint- 
ment and  Florinef  Lotion: 

Dermatitis  (atopic,  eczematoid,  contact) 
Dermatitis  of  the  hands 
N eurodermatitis 
Lichen  simplex  chronicus 
Eczema  (atopic,  dyshydrotic,,  stasic, 
nummular) 

Infantile  eczema 
Anogenital  pruritus 

Dosage:  The  Ointment  or  Lotion  should  be 
rubbed  into  the  affected  area  two  to  four 
times  daily. 

How  Supplied:  Florinef  Ointment,  0.1  and  0.2 
per  cent  are  supplied  in  5 gram  and  20  gram 
collapsible  tubes.  Florinef  Lotion,  0.1  and 
0.2  per  cent,  are  supplied  in  15  cc.  plastic 
squeeze  bottles. 

Source:  E.  R.  Squibb. 

SULFASTREP  TABLETS 

Description:  A veterinary  product.  Each 
slotted  bolet-shaped  tablet  contains  2.0  gm. 
of  ‘Sulfathalidine’,  0.5  gm  of  sulfameth- 
azine, 125  mg.  of  streptomycin  and  1.0  gm. 
of  kaolin. 

Indications:  For  the  control  of  calf  scours  and 
intestinal  infections  of  bacterial  origin. 
They  may  also  be  used  for  intestinal  bac- 
terial infections  of  animals  other  than 
calves,  such  as  lamb  dysentery. 

Calf  scours,  an  acute,  highly  infectious 
condition  of  newborn  calves  characterized 
by  a profuse  diarrhea,  marked  weakness, 
and  death,  may  spread  rapidly  through  the 
entire  calf  herd.  ‘Sulfastrep’  tablets  are 
suggested  for  instituting  prophylactic  meas- 
ures in  unaffected  calves  as  well  as  thera- 
peutic measures  in  the  afflicted  animals. 
Calf  scours  is  essentially  a disease  of  barn 
animals,  and  range  calves  are  seldom 
affected. 

How  Supplied:  ‘Sulfastrep’  tablets  are  avail- 
able in  bottles  of  5 and  in  bottles  of  100.  The 
bottle  of  5 tablets  is  packaged  in  an  attrac- 
tive over-the-counter  display  carton  de- 
signed for  the  animal  health  section  of  the 
drug  store. 

Source:  Sharp  and  Dohme. 

NEW  DOSAGE  FORM 
TABLETS  OF  'ANTEPAR'  CITRATE 


Description:  Scored  tablets  containing  piper- 
azine citrate  in  an  amount  equivalent  to 
either  250  mg.,  or  500  mg.  of  piperazine 
hexahyrate. 

Action:  Anthelmintic  to  Enterobius  vermi- 
cularis  and  Ascaris  lumbricoides. 


Indications:  For  treatment  of  pinworms  (en- 
terobiasis, oxyuriasis)  and  roundworm  (as- 
caris lumbricoides).  Over  of  cases  have 
been  cured  with  one  course  of  treatment. 
In  addition  to  being  effective,  ‘Antepar’  has 
the  marked  advantage  of  being  convenient 
to  take  either  in  tablet  form  or  as  a pleas- 
antly flavored  syrup,  and  usually  without 
side  effects  in  therapeutic  dosage. 


Dosage:  T ablets 

Up  to  15  lbs.  one  250  mg. 
15  to  30  lbs.  one  250  mg. 
30  to  60  lbs.  one  500  mg. 
Over  60  two  500  mg. 
Adults  two  500  mg. 

How  Supplied:  Bottles  of  100 
Source:  Burroughs  Wellcome. 


Frequency  of 
Administration 

once  daily 
twice  daily 
twice  daily 
twice  daily 
twice  daily 
or  1000. 


SELSUN  SULFIDE  JELLY 
Description:  A 0.5%  suspension  of  selenium 
sulfide  in  a water  soluble  base. 


Indications:  Selsun  Jelly  relieves  discomfort 
of  seborrheic  dermatitis  of  the  glabrous  skin 
. . . eyebrows  . . . auditory  canal,  and  other 
areas.  It  is  also  recommended  for  control  of 
marginal  seborrheic  blepharitis. 

Dosage:  Thoroughly  cleanse  affected  areas 
with  warm  water  and  a cloth.  Apply  Sel- 
sun Jelly  to  seborrheic  areas  of  glabrous 
skin,  eyebrows,  eyelids  or  auditory  canal 
with  a swab  or  applicator,  rubbing  lightly. 
Allow  the  jelly  to  remain  only  for  approx- 
imately 30  minutes  and  remove  by  wiping 
with  a clean  cloth  or  tissue.  Applications 
for  longer  periods  appear  to  offer  no  clin- 
ical advantage  and  may  cause  irritation  to 
the  eyes.  Repeat  once  or  twice  daily  for 
several  days,  depending  on  severity  of  the 
condition,  or  until  seborrhea  is  cleared. 
Caution:  Do  not  permit  Selsun  Jelly  to 
enter  conjunctival  sac,  since  stinging  and 
irritation  to  the  conjunctiva  with  possible 
resultant  keratitis  may  ensue. 

How  Supplied:  Selsun  Sulfide  Jelly  0.5%  is 
available  on  prescription  only  in  one-fourth 
ounce  tubes. 

(Continued  on  Page  102) 
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NARCOTICS  SUPERVISOR 
TO  ADDRESS  INSTITUTE 


Mr.  Frank  A.  Sojat,  District 
Supervisor  of  the  Bureau  of 
Narcotics,  United  States 
Treasury  Department  will 
speak  at  the  banquet  session 
of  the  Pharmaceutical  Insti- 
tute April  12.  Mr.  Sojat  will 
discuss  “The  Federal  Nar- 
cotics Law  in  Relation  to  the 
Practice  of  Pharmacy.” 

Registration  for  the  Insti- 
tute will  be  held  from  1:00- 
1:30,  April  12  in  Room  303  of 
the  Union  Building  on  the 
South  Dakota  State  College 
Campus.  Tickets  to  the  ban- 
quet are  included  in  the  $5 
registration  fee. 

Following  registration,  the 
pharmacists  will  be  wel- 
comed to  the  two-day  Insti- 
tute by  Dr.  John  W.  Headley, 
President,  South  Dakota 
State  College,  Charles  Van 
de  Walle,  President  of  the 
South  Dakota  State  Pharma- 
ceutical Association  and  Dr. 
Floyd  J.  LeBlanc,  Dean,  Di- 
vision of  Pharmacy,  South 
Dakota  State  College. 

The  afternoon  program  will 
include  talks  by  two  State 
College  staff  members,  John 
A.  Lofgren,  Extension  En- 


tomologist and  Dr.  J.  B.  Tay- 
lor. Associate  Director  of  the 
Animal  Health  Laboratory. 
Mr.  Lofgren  will  discuss  “In- 
secticides, Recommendations 
and  Availability,”  and  Dr. 
Taylor  will  speak  on  “Vet- 
erinary Medicine.” 

The  second  day  program 
will  open  with  an  address  by 
Professor  Clark  T.  Eidsmoe 
of  the  Division  of  Pharmacy 
faculty.  Professor  Eidsmoe 
will  present  material  on 
“Ophthalmic  Solutions.” 

The  morning  session  also 
includes  a discussion  of  In- 
come Tax  Problems  by  Mr. 
Don  Haddow,  Brookings,  and 
a report  by  Dr.  Paul  C. 
Wieseman,  Chief  Pharmacist, 
Norwich  Pharmacal  Company 
on  “How  a New  Product  is 
Born.” 

The  final  session  of  the 
Institute  will  be  addressed 
by  Dr.  Kenneth  Redman  of 
the  Division  of  Pharmacy 
staff.  Dr.  Redman  will  dis- 
cuss the  “Current  Status  of 
Rauwolfia.” 

Bliss  C.  Wilson,  Secretary 
of  the  South  Dakota  State 
Pharmaceutical  Association 


will  conclude  the  1955  pro- 
gram with  a report  on  the 
1955  Session  of  the  South 
Dakota  Legislature. 


STUDENTS  TOUR 

MANUFACTURING 

PLANTS 

Approximately  70  junior 
and  senior  pharmacy  stu- 
dents from  South  Dakota 
State  College  were  guests  of 
Eli  Lilly  and  Co.  and  Abbott 
Laboratories  the  week  of 
March  6-11. 

The  students  were  accom- 
panied by  George  Gibson. 
Lilly  Repersentative,  Dr.  and 
Mrs.  G.  C.  Gross.  Dr.  and 
Mrs.  Walter  Patt  and  Mr.  and 
Mrs.  Pal  Lynn  of  Sioux  Falls. 

The  future  pharmacists 
were  shown  through  the  pro- 
duction, analytical  control, 
research  and  packaging  facil- 
ities of  these  pharmaceutical 
firms. 

Leaving  Brookings  Sunday, 
March  6,  the  group  arrived  in 
Indianapolis  early  Monday, 
March  7.  Monday,  Tuesday 
and  Wednesday  morning 
were  spent  in  viewing  the 
Lilly  plants.  Thursday,  March 
10  the  students  were  guests 
of  the  Abbott  staff.  The  trip 
ended  Friday  the  11th  in 
Brookings. 

Conducted  every  two  years, 
the  trip  affords  the  pharmacy 
students  an  opportunity  to 
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obtain  first  hand  information 
about  pharmaceutical  manu- 
facturing processes  and  pro- 
cedures. 


CHLORDANE 
INSECTICIDE  LABELING 
REVISED 

Instructions  to  manufac- 
turers to  guide  them  in  the 
labeling  of  household  type 
chlordane  insecticides  under 
the  Federal  Insecticide, 
Fungicide,  and  Rodenticide 
Act  are  being  revised,  accord- 
ing to  the  U.  S.  Department 
of  Agriculture. 

The  revised  instructions 
will  relax  limitation  on 
strength  of  formula  from  the 
present  2V2  percent  for  emul- 
sions and  solutions  to  3 per- 
cent, and  from  the  present  5 
percent  for  dry  powder  form- 
ulations to  6 percent.  Also, 
use  of  pressurized  dispensers, 
which  ordinarily  contain  2 
percent  of  chlordane  and 
should  not  contain  more  than 
3 percent,  will  be  permitted. 
Such  acceptable  self-pro- 
pelled sprays  must  deliver  a 
coarse,  wet  spray. 

Use  of  these  insecticides  in 
around  human  dwellings  will 
be  permitted  when  their 
labeling  shows  that  inside  of 
premises  they  are  intended 
for  use  only  against  one  or 
more  of  the  following: 
Roaches,  waterbugs,  silver- 
fish,  ants,  brown  dog  ticks, 
carpet  beetles,  houseflies, 
wasps,  mosquitoes,  box  elder 
bugs,  crickets,  scorpions,  and 
clothes  moths.  The  revised 
instructions  permit  use  of 
these  insecticides  for  moth- 
proofing of  clothing  and 
other  woolens  going  prompt- 
ly into  storage  and  which 
will  be  dry  cleaned  before 


use  after  removal  from  stor- 
age. 

The  revised  instructions 
continue  to  restrict  use  of 
these  insecticides  against 
fleas  and  bed  bugs.  They  also, 
in  liquid  formulations  and 
pressurized  sprays,  forbid 
labeling  that  makes  claims 
for  spraying  in  the  air  or  for 
the  use  of  fine  mist  sprayers, 
claims  or  directions  that 
might  lead  to  the  contamina- 
tion of  foods,  or  claims  for 
safety  or  nontoxicity,  and 
specify  application  of  sprays 
only  to  infested  areas. 

The  Department  said  this 
revision  of  instructions  for 
labeling  is  based  upon  chem- 
ical evidence  that  present 
manufacturing  processes  can 
eliminate  from  technical 


Source;  Abbott  Laboratories. 


chlordane  marketed  for  in- 
secticidal uses  most  of  the 
hexachloro  cy  clopentadiene 
that  used  to  be  present  as  an 
impurity  in  considerable 
amounts. 

The  announced  revision  is 
made  under  the  Federal  Act 
which  requires  the  registra- 
tion of  all  economic  poisons 
(insecticides,  fungicides,  ro- 
denticides,  and  weed  killers) 
sold  in  interstate  commerce. 
Under  this  Act,  which  is  ad- 
ministered by  the  Plant  Pest 
Control  Branch  of  the  Agri- 
cultural Research  Service,  all 
information  on  labels  of  eco- 
nomic poisons  must  meet  cer- 
tain requirements  before  the 
products  can  be  marketed. 
This  Act  is  aimed  at  protect- 
ing the  public  in  the  use  of 
economic  poisons. 


PHARM.  SPECIALTIES— 

(Continued  from  Page  100) 


TRISOCORT  SPRAYPAK 

Description;  Trisocort  is  a stable,  buffered,  aqueous  solution 
containing  hydrocortisone  alcohol,  0.02%  gramicidin, 
0.005%;  neomycin  sulfate  (equivalent  to  neomycin  base, 
0.6  mg./cc.);  polymyxin  B sulfate,  200  U/cc.;  phenylephrine 
hydrochloride  0.125%;  Paredrine  hybromide  (hydroxyam- 
phetamine  hydrobromide,  S.K.F.),  0.5%;  preserved  with 
thimerosal,  1:100,000. 

Indications;  Trisocort  Spraypak  is  indicated  in  the  treatment 
of  acute  and  chronic  rhinitis;  nasopharyngitis;  seasonal  and 
non-seasonal  allergic  rhnitis,  with  or  without  polyps;  in 
sinus  complications  to  shrink  mucous  membranes  and  pro- 
vide better  drainage;  and  as  an  adjuvant  in  the  treatment 
of  acute  and  chronic  otitis  media. 

Dosage;  Adults  — Spray  three  times  in  each  nostril.  Repeat 
every  three  hours.  Children  — Spray  once  or  twice  in  each 
nostril  every  three  hours. 

How  Supplied;  On  prescription  only,  in  convenient  Va  fl.  oz. 
plastic  spray  bottles. 

Source;  Smith,  Kline  & French  Laboratories. 
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THE  MEDICAL  ASPECTS 
OF  HIGHWAY  ACCIDENTS 
Charles  L.  Marsh,  M.D. 

Ralph  C.  Moore,  M.D. 

Nebraska  Methodist  Hospital — Omaha,  Nebr. 


This  study  commenced  approximately  five 
years  ago  with  the  presentation  of  the  sub- 
i ject  to  the  Methodist  Hospital  staff  in  Omaha, 

' Nebraska,  and  also  as  a part  of  a course  in 
i preventive  medicine  at  the  University  of 
’ Nebraska  College  of  Medicine  in  Omaha.  It 
has  been  the  subject  of  many  presentations  to 
' the  Nebraska  State  Highway  Patrol,  Rescue 
:i  squad  units,  and  various  civic  organizations, 
j When  one  considers  that  automobile  acci- 
t dents  are  the  single  greatest  cause  of  death  to 
persons  under  the  age  of  twenty-eight,  then  it 
I is  apparent  that  the  medical  profession  has 
' a large  portion  of  the  responsibility  in  the 
prevention  of  death  and  injury.  Accident  pre- 
^ vention  may  not  fall  directly  into  the  field  of 
medical  practice  but  the  prevention  of  death 
and  injury  do.  Accident  prevention  is  not  the 
only  method  of  preventing  injury  and  death. 
Until  thorough  statistical  studies  can  be  ac- 
cumulated concerning  the  cause  of  injury  in 
automobile  accidents,  their  prevention  will  be 
rather  difficult.  Progress  has  been  made  in 
this  field  and  with  re-designing  of  automobile 
interior  and  with  the  use  of  restraining  de- 
; vices  such  as  seat  belts,  the  ratio  of  death  and 
injury  to  the  number  of  automobile  accidents 
can  be  considerably  reduced.®’  25 
The  etiological  factor  in  the  production  of 
death  and  injury  in  these  crashes  is  the  ac- 
cumulation of  forces  transmitted  to  the  body 
, of  the  victim  in  the  form  of  kinetic  energy, 
^ designated  by  the  formula: 

‘ Kinetic  Energy  = Mass  x Velocity^ 

2 


For  example  if  we  have  a two  hundred 
pound  passenger  in  a Roadmaster  Buick  being 
driven  at  the  preposterous  speed  — because 
it’s  so  slow  now-a-days  - of  thirty  miles  an 
hour,  one  arrives  at  the  figures  of  4,711,124 
feet  pounds  of  kinetic  energy  per  second  de- 
veloped at  that  speed.  This  is  linear  velocity 
kinetic  energy  and  the  development  of  this 
alone  will  produce  no  damage.  It  is  the  sud- 
den change  of  force  with  deceleration  that 
produces  the  damage.  The  fall  out  of  an  air- 
plane will  not  hurt  you,  but  the  sudden  stop 
will.  Deceleration  is  expressed  as: 

Deceleration  = 

Velocity^  (in  foot  pounds  per  second) 

Stopping  distance  x 2 

Using  the  stopping  distance  of  two  feet  — 
a long  distance  in  a head  on  collision  — at 
thirty  miles  an  hour,  the  automobile  will  re- 
ceive an  impact  deceleration  of  15  G units. 
A G-unit  is  the  force  of  gravity  of  a free  fall- 
ing body  in  a vacuum  expressed  as  32  feet  per 
second  acceleration.  15  G’s  applied  to  the 
automobile  would  mean  multiplying  its 
weight  15  times  at  the  moment  of  impact. 8’  ® 
This  force  is  multiplied  even  more  to  the  pas- 
senger in  the  automobile  who  continues  mov- 
ing after  the  car  has  stopped.  Therefore  the 
passengers  stopping  distance  may  be  even 
shorter  when  he  hits  the  inside  of  the  car  — 
the  dashboard,  windshield,  or  steering  wheel. 
If  the  distance  is  0.2  of  a foot  instead  of  2 feet 
when  the  deceleration  applied  to  that  in- 
dividual will  be  ten  times  15  G’s  or  150  G’s 
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which  is  sufficient  to  produce  fatal  crushing 
injuries  to  the  individual’s  body. ''2 

It  requires  no  stretch  of  the  imagination  to 
see  what  would  happen  to  an  individual 
totally  unprotected  from  this  decelerating 
force.  All  too  often  we  see  children  standing 
on  the  right  hand  front  seat  of  an  automobile 
— prime  targets  for  this  type  of  injury.  And 
the  person  sitting  in  the  righthand  front  seat 
has  little  opportunity  to  protect  himself 
against  serious  injury  in  the  event  of  a head- 
on  collision.  If  the  stopping  distance  can  be 
increased  from  two  feet  to  four  or  five  feet, 
then  the  decelerative  force  to  the  occupants  is 
proportionately  reduced.  It  is  for  this  reason 
that  bumpers  and  crushable  material  of  the 
body  of  the  car  helps  to  lengthen  the  time  of 
deceleration,  thereby  reducing  the  G’s  of  force 
applied. 

At  sixty  miles-an-hour  in  a head-on  col- 
lision, the  G’s  of  force  applied  to  the  auto- 
mobile is  approximately  120,  but  this  may 
again  be  multiplied  to  the  passenger  who  is 
flying  through  the  air  for  a short  distance 
before  striking  the  now  completely  stopped 
automobile  with  the  result  that  the  force  ap- 
plied to  the  body  of  the  passenger  stopping  in 
possibly  one-tenth  the  distance  taken  for  the 
car  to  stop,  is  ten  times  120  G’s,  or  1200  G’s. 
That  is  1200  times  his  body  weight  applied 
over  the  area  of  impact.  12 

In  one  such  accident  an  automobile  travel- 
ing at  approximately  sixty  miles  an  hour,  ran 
head-on  into  a gravel  truck.  The  body  of  the 
victim  was  so  completely  enmeshed  with  the 
transmission  and  foreparts  of  the  automobile 
that  a detailed  analysis  of  the  cause  of  death 
v/as  useless.  (Figure  1). 

The  windshield  is  responsible  for  approx- 
imately thirty  percent  of  the  injuries  accord- 
ing to  one  study  by  Woodward24  in  1949  and 
is  in  accord  with  our  experience  and  serves  as 
a general  average.  The  typical  windshield  in- 
jury is  one  of  extensive  laceration  of  tissues 
with  fractures  of  the  sternum,  ribs  and  trauma 
zygoma,  maxillary  sinuses,  and  frontal  bone. 
(Figure  2). 

The  steering  wheel  accounts  for  approx- 
imately ten  percent  of  the  injuries,  the  com- 
monest being  a crushing  blow  to  the  thorax 
with  fractures  of  the  sternum,  ribs  and  trauma 
to  the  heart.  EKG  studies  made  24  to  48  hours 
after  injury  may  show  changes  of  anterior 
coronary  infarction.  In  fatal  injuries  the  heart 


Fig.  1.  60-mile-an-hour  headon  collision  with  a 
gravel  truck.  Driver  of  car  dead  and  en- 
meshed with  the  transmission. 


Fig.  2.  Extensive  laceration  of  face  with  partial 
severance  of  the  nose  due  to  being  thrown 
through  the  windshield.  Plastic  surgei-y 
restored  facial  contours  to  nearly  normal. 

is  lacerated  and  the  great  vessels,  particularly 
the  vena  cava,  may  be  ruptured  or  axoilsed 
from  the  heart.  Rupture  of  the  heart  and 
great  vessels  is  due  to  sudden  increase  in 
pressure  due  to  a blow  to  the  thorax.  The 
pressure  is  greatest  on  the  closed  hydraulic 
system  of  the  heart  and  vessels  when  the 
heart  is  in  systole.  Deceleration  forces  may 
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right  front  seat  went  through  the  windshield, 
leaving  a hole  in  it  about  the  shape  of  her 
head.  When  the  highway  patrolman  inves- 
tigated the  accident  he  found  that,  although 
all  types  of  insurance  were  on  the  car,  the  boy 
driving  it  was  under  six  months  license  sus- 
pension for  lack  of  financial  liability  in  an 
accident  he  had  a short  time  before.  So  in  this 
incidence  we  are  dealing  with  an  accident 
prone  individual,  but  that  is  a technicality 
which  made  little  difference  to  the  victim 
who  was  killed.  The  woman  hit  the  wind- 
shield with  her  forehead  lacerating  her  scalp. 
There  was  a slight  bruise  on  her  chest.  With- 
out an  autopsy 2 3 very  often  this  type  of  in- 
jury is  signed  out  as  “death  due  to  head  in- 
jury.” However,  the  autopsy  revealed  that 
the  inferior  vena-cava  had  been  completely 
avulsed  from  the  right  auricle  (Fig.  5).  Despite 


Fig.  5.  Rupture  of  the  right  auricle  with  avulsion 
of  the  inferior  venacava  from  the  right 
auricle.  Accident  victim  from  that  shown 
in  figures  3 and  4. 

this,  she  had  been  transported  by  ambulance 
nearly  twenty  miles  and  lived  nearly  an  hour 
after  arriving  at  the  hospital.  Her  death  from 
immediate  shock  was  probably  prevented  in 
part  by  her  having  received  Dextran  at  the 
scene  of  the  accident.  At  the  hospital  she  re- 
ceived three  transfusions.  As  soon  as  her 
blood  pressure  was  elevated  than  the  com- 
pletion of  the  rupture  occurred  with  sufficient 
pressure  to  bleed  into  the  mediastinum  and 
exsanguinate  her.  Just  before  her  demise  her 
blood  pressure  dropped  to  less  than  90  mm. 
of  mercury  but  her  respirations  were  not  de- 
pressed and  there  was  no  increase  in  pulse 
pressure  that  one  sees  with  cranial  damage. 


multiply  this  pressure  of  150  mm.  of  mercury 
|i  up  to  fifty  or  sixty  times  or  even  a thousand 
' times  depending  upon  the  stopping  distance, 

' as  we  have  illustrated  before.  The  point  of 
rupture  of  the  vessels  is  usually  at  their  weak- 
est point  of  support  at  the  emergence  from 
the  heart  and  mediastinum. 

I The  accident  illustrated  in  Fig.  3 and  Fig.  4 
serves  as  a good  example  of  the  above.  The 
boys  who  owned  the  car  on  the  right  had  very 
thorough  and  complete  insurance  coverage  on 
their  car  recently  purchased.  It  probably 
would  include  coverage  for  a head-on  collision 
I with  a submarine.  The  car  was  driven  across 
: the  center  lane  and  hit  the  car  on  the  left 
head-on.  The  woman  who  was  sitting  in  the 


Fig.  3.  Headon  collision  at  relatively  low  vel- 
ocity. Passenger  in  right  front  seat  killed. 


Fig.  4.  Interior  of  car  demonstrated  in  Figure  3, 
showing  passenger  compartment.  Right 
front  seat  passenger  hit  dashboard  and 
head  was  thrown  through  the  windshield. 
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Head  injuries  are  less  likely  to  occur  in  the 
drivers  because  of  the  protection  offered  by 
the  steering  wheel,  preventing  the  individual 
from  being  thrown  forward  into  the  wind- 
shield or  the  roof  above  the  windshield. 
Drivers  therefore  should  be  considered  as 
having  chest  injuries,  and,  indeed,  it  is  a wise 
plan  to  obtain  chest  x-rays  on  all  multiple  in- 
jury victims  since  an  unrecognized  pulmon- 
ary complication  could  be  responsible  for  the 
patient’s  death  due  to  anoxia  from  a ruptured 
lung,  pneumothorax,  or  atelectasis.  Pulmon- 
ary edema  and  hemorrhage  as  a result  of 
trauma  are  quite  common  and  will  also  re- 
duce oxygen  exchange.  Add  to  this  type  of  in- 
jury, a head  injury  as  well  and  one  can  see 
that  the  anoxia  produced  by  the  combination 
of  these  two  types  of  injury  can  be  responsible 
for  the  patient’s  death. 26.  17  multiple  in- 
juries, it  is  a good  idea  to  consider  the  thorax 
first,  the  abdomen  second,  the  head  third,  and 
the  extremities  fourth,  in  that  order  of  im- 
portance. Too  often  one  is  attracted  to  the 
area  which  gives  the  most  obvious  evidence 
of  injury,  as  for  example,  a compound  frac- 
ture of  an  extremity  forgetting  that  hidden 
injuries  to  the  viscera  or  brain  can  be  much 
more  deleterious  and  even  fatal,  26 
One  accident  which  occurred  illustrated 
several  of  the  above  points  and,  in  addition, 
an  important  one  in  the  cause  of  such  an  acci- 
dent. Diminution  of  the  field  of  vision  with 
increasing  speed  has  been  recognized  in  the 
Air  Force  but  has  not  been  appreciated  by 
drivers.  The  normal  peripheral  vision  is  ap- 
proximately 180°  when  a person  is  walking. 
At  twenty  miles  per  hour  it  is  reduced  to  104°, 
at  forty  miles  per  hour,  70°,  and  at  sixty  miles 
per  hour  it  is  down  to  42°.  Add  to  this  the 
effects  of  smoking,  fatigue,  night  driving, 
tinted  windshields  and  tinted  glasses  and 
the  driver  merely  becomes  the  occupant  of  a 
missle.  After  a few  hours  of  driving,  espec- 
ially on  long  stretches  of  open  road,  one  de- 
velops high  speed  hypnosis.  This  further  in- 
capacitates the  individuals  driving.  In  the 
accident  we  are  now  discussing  the  driver 
missed  a right  angle  turn  and  plunged  over  a 
bank  into  a creek.  Many  of  the  above-men- 
tioned factors  could  have  been  present  to 
have  caused  it.  The  car  hit  the  far  side  of 
the  clay  bank  and  dropped  into  the  water. 
The  driver  pulled  his  brother  out  of  the 
water  and  onto  the  roof  of  the  car  and 


rode  with  him  to  the  hospital.  Because  he 
was  the  driver,  he  was  sent  to  the  radiology 
department  for  chest  films  while  the  brother 
was  prepared  for  reduction  of  a compound 
fracture  of  the  femur.  Within  a few  minutes 
after  the  chest  films  of  the  driver  were  taken, 
he  died  very  suddenly.  Autopsy  revealed  a 
rupture  of  the  left  diaphragm,  also  seen  on 
the  chest  film,  and  a rupture  and  partial  avul- 
sion of  the  vena  cava  from  the  right  auricle. 
The  left  lung  was  almost  completely  collapsed 
from  pneumothorax  and  the  presence  of  the 
colon  and  stomach  in  the  left  thorax. 

The  dashboard  accounts  for  about  40^  of 
the  injuries.  The  body  can  be  driven  against  it 
with  sufficient  force  to  deeply  dent  it  or  even 
rupture  of  steel  forming  the  dash.  At  the  same 
time  the  individual  hits  the  windshield  with 
his  head  and  may  go  through  it,  but  is  more 
often  held  in  the  car  by  the  dashboard.  In 
figure  6,  one  can  see  the  deep  indentation 


Fig.  6.  Indentation  of  the  dashboard  produced 
by  impact  of  body  of  passengers  — stop- 
ping distance  a few  inches  — pi'obable 
force  of  impact  around  100  to  150  G’s. 

made  in  the  dashboard  by  the  impact  of  the 
passenger’s  body,  and  the  stopping  distance 
here  is  graphically  illustrated,  being  a matter 
of  a few  inches.  Therefore,  the  number  of 
G’s  of  force  applied  to  the  body  would  be  suf- 
ficient to  produce  over  a ton  of  impact  to  the 
body  at  this  point.  The  person  who  produced 
this  dent  died  from  massive  hemorrhage  from 
a badly  macerated  liver.  (Fig.  7).  With  lesser 
degrees  of  laceration  the  patient  will  com- 
plain of  pain  in  the  right  shoulder  and  will 
appear  to  be  in  deeper  shock  than  would  be 
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f warranted  by  the  number  of  injuries,  par- 
I ticularly  if  there  were  no  fractures,  lacerations 
‘ or  evidence  of  head  injury.  X-rays  will  often 


Fig.  7.  Liver  from  passenger  who  produced  the 
dent  in  the  dashboard. 


reveal  rib  fractures  over  the  liver.  A similar 
situation  is  found  in  rupture  of  the  spleen.  In 
about  half  the  cases  of  rupture  or  laceration 
of  the  kidney,  the  spleen  will  also  be  rup- 
tured.2 “7  X-ray  studies  may  show  a small 
amount  of  fluid  in  the  costophrenic  angles  and 
some  haziness  in  the  soft  tissue  outlines  and 
the  diaphragm  and  liver  and  stomach.  If 
there  are  rib  fractures  over  the  liver  it  may 
be  concluded  that  nearly  all  persons  will  have 
corresponding  lacerations  of  the  liver. 21 
If  there  are  rib  fractures  over  the  spleen  one 
may  conclude  that  in  half  the  cases  there  will 
be  a rupture  or  laceration  of  the  spleen. "7  ■ 21 
A needle  aspiration  of  the  abdomen  may  help 
in  determining  presence  of  intra-abdominal 
injury  with  hemorrhage."^  The  dashboard 
will  also  account  for  ruptures  or  lacerations 
of  the  kidney.  This  is  also  a frequent  injury 
in  persons  thrown  out  of  the  car,  landing  in 
a supine  position  or  thrown  against  a fence 
post,  tree  trunk,  rock  or  telephone  pole.  In 
kidney  rupture,  an  intravenous  pyelogram  will 
often  show  what  has  occurred  but  this  is  a 
later  diagnostic  procedure  and  is  of  little 
value  at  the  time  of  immediate  injury.  Kid- 
ney function  is  reduced  by  shock  and  the  pa- 
tients general  condition  does  not  warrant  an 
immediate  intravenous  pyelogram.  The 
VERY  FIRST  urine  passed  by  the  patient, 
possibly  even  at  the  scene  of  the  accident, 
can  show  blood  which  will  not  be  apparent  in 


subsequent  passages.  The  edema  secondary  to 
trauma  of  the  kidney  can  temporarily  arrest 
its  function  with  no  passage  of  blood  later,  or 
blood  clot  may  form  in  the  pelvis  or  ureter 
preventing  its  passage.  Also,  edema  of  the 
kidney  will  arrest  its  function  for  intravenous 
pyelography.  The  diagnosis  is  not  so  pressing 
but  what  twenty-four  hour  delay  in  diagnostic 
procedures  might  not  be  advantageous  in 
most  instances.  Ruptures  of  the  kidney  are 
frequently  seen  in  sports  injuries  since  this 
is  a fairly  low  velocity  type  of  injury. 

In  figure  8 are  ilustrated  some  of  the  po- 
tential missies  in  Dr.  Moore’s  car  — the  pro- 
jecting knobs,  spotlight  handle,  rear  view 
mirror,  compass,  etc.  Since  the  force  of  im- 
pact to  the  individual  is  concentrated  when 
one  strikes  these  small  objects,  extensive 
damage  can  be  produced  with  almost  ex- 
plosive violence.  Such  ornaments  have  been 
found  inside  the  bodies  of  accident  victims. 
The  radiator  ornament  makes  a very  excel- 
lent spear  for  pedestrians. 


sions  of  handles  and  steering  wheel  in  Dr. 
Moore’s  car. 


Thus  far,  we  have  not  specifically  discussed 
skull  injuries,  but  the  recognition  of  intrac- 
ranial trauma  with  or  without  skull  fracture 
is  extremely  important.  In  most  instances,  it 
is  best  to  delay  x-ray  examination  of  the  skull 
until  the  patient  is  in  good  condition  for  ade- 
quate film  study.  There  are  two  principle 
exceptions  to  this  rule;  one  is  a suspected  de- 
pressed fracture  in  which  immediate  cranio- 
tomy is  necessary;  the  other  is  a suspected 
fracture  across  the  middle  meningeal  artery 
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which  can  produce  rapidly  developing  hemor- 
rhage and  death. 28  One  of  the  clinical  signs 
of  a fracture  through  the  middle  meningeal 
groove  is  a blow  to  the  temporal  portion  of  the 
skull  producing  swelling  in  the  temporal 
fossa.  Another  sign  is  the  rapid  accumulation 
of  blood  in  the  orbits  without  an  obvious 
bruise  over  the  eye  or  around  it.  In  other 
words,  the  person  develops  a black  eye  with- 
out evidence  of  trauma  to  the  surrounding 
orbit. 

The  danger  of  immediate  x-ray  examina- 
tion of  a person  with  skull  and  brain  injury  is 
the  possibility  of  compounding  injuries  due 
to  difficulties  in  handling  a restless  patient. 
Also,  adequate  x-ray  examination  may  not 
be  possible  and  fracture  lines  missed.  It  is 
better  that  the  clinical  manifestations  of  cran- 
ial damage  be  utilized  as  a guide  to  treatment 
and  x-ray  examination  be  reserved  until  the 
patient’s  condition  has  sufficiently  improved 
so  that  proper  studies  can  be  made.  For  med- 
ical-legal reasons,  it  is  important  that  x-ray 
examination  be  made  before  the  patient  is 
dismissed. 

Almost  the  full  responsibility  for  saving 
life  in  skull  injuries  rests  with  the  doctor  who 
first  sees  the  patient  because  the  first  6 hours 
after  cranial  injury  is  the  crucial  period. 
Over-hydration  by  intravenous  fluids  is  a dis- 
tinct danger  due  to  increasing  cerebral  edema 
and  subsequent  compression  of  the  medulla 
with  death  from  pressure  on  the  vital  centers. 
Anoxia  promoted  by  concomitant  chest  in- 
jury and  the  use  of  sedatives,  particularly 
morphine  and  barbiturates  can  produce 
death. 28.  17  jg  worthwhile  to  mention  here 
that  many  of  these  accident  victims  may  have 
sufficient  alcohol  content  of  the  blood  and 
brain  to  make  further  sedation,  including 
anesthesia,  dangerous.  Therefore,  whenever 
possible,  it  is  wise  to  postpone  anesthesia 
until  the  blood  alcohol  has  been  reduced. 

In  the  instance  illustrated  in  Figure  9,  a 
fracture  occurred  along  a vascular  groove.  Be- 
cause of  clinical  evidence  of  cerebral  hemor- 
rhage it  was  important  that  emergency  films 
of  the  skull  be  taken.  Only  a portable  film 
could  be  made,  with  the  patient  on  the  sur- 
gical cart  since  his  condition  was  poor.  The 
film  study  was  adequate  and  somewhat 
puzzling  because  of  a prominent  vascular 
groove  of  the  posterior  branch  of  the  middle 
meningeal  artery.  It  was  decided  that  the 


Fig.  9.  X-ray  showing  fracture  line  following  a 
vascular  groove  of  the  parietal  branch  of 
the  middle  meningeal  artery.  This  was 
very  difficult  to  differentiate  from  the 
normal  groove  but  appeared  more  prom- 
inent and  more  sharply  outlined  than  the 
rest  of  the  vascular  grooves  on  that  side. 


Fig.  10.  Autopsy  specimen  of  skull  x-rayed  in 
figure  9 showing  fracture  following  the 
attachment  of  the  middle  meningeal 
artery  — cause  of  fatal  hemorrhage. 

prominence  of  the  groove  was  abnormal  and 
was  probably  associated  with  a fracture  but 
the  patient  was  in  such  poor  condition  that 
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supportive  treatment  was  of  no  avail  and  the 
patient  died  before  surgery  could  be  initiated. 
The  autopsy  revealed  a fracture  extending 
along  the  entire  middle  meningeal  groove  ac- 
counting for  extensive  hemorrhage,  rapid  in- 
crease in  intracranial  pressure,  and  death. 
(Figure  10). 

Another  type  of  injury  which  is  nearly  al- 
ways fatal  is  a fracture  dislocation  of  the 
cervical  spine.  This  is  often  compounded  by 
uninformed  first  aid  attempts  at  the  scene  of 
the  accident,  including  the  mere  raising  of  the 
patient’s  head  for  a drink  of  water.  In  the 
following  accident  account,  such  an  injury  oc- 
curred but  the  patient  survived.  The  girl 
driving  the  car  was  thrown  forward  over  the 
. steering  wheel  when  the  car  struck  a frozen 
te  clay  bank  at  high  speed.  The  girl’s  body  hit 
E the  steering  wheel  with  enough  force  to  push 
I it  into  the  dash  and  through  the  windshield. 
E The  girl’s  body  was  held  by  the  steering 
i wheel  and  her  head  snapped  over  the  top 
( producing  a fracture  dislocation  of  the  cer- 
vical spine.  She  also  received  a fractured 
right  wrist  and  a ruptured  spleen.  (Figures 
11,  12).  When  she  was  brought  to  the  hos- 


Fig.  11.  Effect  of  sudden  deceleration  as  car  hit 
a clay  bank  at  60  m.p.h. 

pital  she  was  in  such  a severe  state  of  shock 
that  an  immediate  abdominal  exploration  was 
done  after  fluid  replacement  was  started. 
When  the  patient  recovered  sufficiently,  films 
of  the  neck  were  taken  which  revealed  a for- 
ward dislocation  of  the  first  and  second  cer- 
vical vertebra  on  the  third.  The  patient’s  life 
was  saved  by  symmetrical  fractures  through 
the  isthmuses  of  the  vertebral  arch  of  the 
second  cervical  so  that  this  portion  remained 


Fig.  12.  Interior  of  car  of  Figure  11  showing 
damage  to  dashboard,  steering  wheel  and 
windshield.  Driver  had  dislocated  neck, 
ruptured  spleen,  and  fractured  wrist. 


Fig.  13.  Fracture-dislocation  of  second  cervical 
vertebral  arch  with  forward  displacement 
of  body  of  second  on  third  cervical.  Driver 
of  car  shown  in  Figures  eleven  and 
twelve. 

behind  and  did  not  impinge  on  the  cord.  She 
was  kept  in  neck  traction  and  healing  took 
place  without  sequelae.  (Fig.  13). 
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It  is  important  that  proper  x-ray  studies  be 
obtained  of  cervical  spine  injuries  because  of 
the  necessity  for  immediate  laminectomy  if 
cord  damage  is  suspected  with  dislocation.  In 
figure  14,  the  films  revealed  no  abnormality 
but  the  patient  obviously  had  cord  damage. 
The  question  to  be  decided  was  whether  the 
cord  damage  was  due  to  edema  and  contusion 
so  that  eventual  recovery  could  be  expected, 
or  if  there  was  impingement  of  the  spinal  cord 
by  dislocation  of  a vertebral  arch.  Another 
film  was  taken  with  head  traction  applied  and 
the  patient’s  arms  pulled  down  and  the  re- 
sultant film  is  illustrated  in  Figure  15  demon- 
strating definite  dislocation  of  the  fifth  on 
sixth  cervical  vertebra.  Damage  to  the  cord 
was  so  great  that  even  laminectomy  was  of 
no  avail.  There  was  a degenerative  change 
which  occurred  almost  immediately  and  the 
patient  died  of  complications  of  paralysis  be- 
low the  level  of  the  fifth  cervical  cord. 

Multiplicity  of  injuries  is  well  demonstrated 
by  the  next  accident  to  be  discussed.  A man 
was  driving  a car  at  about  50  miles  per  hour 
in  a blizzard  and  ran  head-on  into  a truck. 
He  was  unconscious  and  showed  evidence  of 
impending  shock.  Plasma  was  administered 
immediately  at  the  scene  of  the  accident  but 
it  was  so  cold  that  the  ambulance  had  to  be 
taken  into  a garage  temporarily  while  the 
plasma  could  be  warmed  so  that  it  would  flow 
freely  to  allow  the  patient  to  be  transported 
farther  to  the  hospital,  about  twenty  miles 
away.  Without  this  support  it  is  doubtful  if 
the  patient  could  have  ever  reached  the  hos- 
pital alive. 

Dextran  is  a good  plasm  expander  and  is 
very  useful  under  these  circumstances.  It 
keeps  better  than  plasma  and  is  available  in 
kits  so  that  one  can  be  carried  in  the  car  at  all 
times.  This  has  made  a distinct  difference  in 
war-time  casualties  with  improvement  in 
mortality  in  transportable  patients  during  the 
Korean  War  as  compared  with  World  War 
11.26  The  use  of  plasma  and  blood  trans- 
fusions in  World  War  II  greatly  improved  sur- 
vival of  wounded  over  those  of  World  War  I. 
From  this  we  can  also  use  the  same  knowl- 
edge derived  from  handling  of  battlefield 
casualties  to  apply  to  highway  accident  vic- 
tims — even  to  the  use  of  helicopters. 

The  patient  in  the  aforementioned  accident 
died  shortly  after  arriving  at  the  hospital.  An 
autopsy  revealed  a compound  fracture  of  the 


Fig.  14.  X-ray  of  cervical  spine  taken  without 
shoulders  being  pulled  downward.  Dis- 
location not  shown. 


i 


Fig.  15.  Same  patient  as  illustrated  in  Figure  14 
after  shoulders  pulled  down,  I'evealing 
dislocation  of  fifth  on  sixth  cervical  ver- 
tebra with  crushing  injui'y  to  cord  and 
subsequent  death. 
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frontal  bone;  a rupture  of  the  heart  at  the 
great  vessel  attachments;  a ruptured  left 
jifemoral  artery;  and  a ruptured  spleen.  How- 
ever, the  cause  of  immediate  death  was  a 
I ; contra-coupe  hemorrhage  in  the  medulla. 
l,(Fig.  16).  So  in  a sixty-mile-an-hour  head  on 


a.-50~io 


Fig.  16.  Medulla,  showing  small  dark  spot  of 
hemorrhage  from  contra-coupe  injury 
secondary  to  blow  to  frontal  bone. 

collision  you  can  take  your  choice  of  the  way 
to  die  — a ruptured  heart,  a ruptured  spleen, 
a compound  fracture  of  the  skull,  a ruptured 
femoral  artery,  or  bounce  your  brain  off  the 
back  of  your  skull  hard  enough  to  get  a contra- 
coupe  fracture  and  hemorrhage  into  the  me- 
dulla. 


The  pedestrian  is  subject  to  violent  forces 
to  an  even  greater  degree  than  the  passenger 
in  the  car.  The  following  accident  ilustrates 
the  type  of  internal  injury  which  may  occur 
and  is  often  unrecognized  because  of  the  dif- 
ficulty in  making  the  diagnosis  and  because 
other  injuries  overshadow  the  internal  in- 
juries. This  type  of  injury  also  occurs  to  pas- 
sengers thrown  violently  against  the  forepart 
of  the  car.  Shortly  after  the  patient,  a young 
girl,  was  admitted  to  the  hospital  she  de- 
veloped such  extreme  subcutaneous  emphy- 
sema that  a transverse  incision  was  neces- 
sitated over  the  lower  neck  to  relieve  the  ten- 
sion on  the  great  vessels  and  trachea.  Over 
a period  of  about  48  hours,  the  left  lung  be- 
came more  opaque  and  the  heart  shifted  to 
the  left  and  the  patient  died.  At  autopsy,  the 
explanation  for  the  air  beneath  the  subcutan- 
eous tissues  and  the  increasing  density  of  the 
lung  were  made.  It  was  due  to  almost  com- 
plete rupture  of  the  left  main  bronchus 


Fig.  17.  Rupture  of  bronchus  due  to  blow  to 
thoraxpedestrian  accident. 


(Fig.  17).  We  observed  a similar  type  of  rup- 
ture of  the  bronchus  in  a child  who  fell  from 
a fourth  floor  window. 

The  most  shocking  type  of  death  on  the 
highway  is  the  type  illustrated  in  the  follow- 
ing. An  old  man  was  driving  an  old  car  down 
the  highway  on  a late  Sunday  afternoon.  His 
daughter  was  in  the  seat  beside  him.  Some 
young  people  in  the  car  behind  him  became 
impatient  and  started  to  pass,  then  found  that 
they  couldn’t  make  it  and  turned  back  sharply 
hitting  the  left  rear  fender  of  the  old  car  and 
flipping  it  over  into  the  ditch.  As  the  car 
rolled,  the  right  front  door  opened  and  the 
girl  was  thrown  through  the  air  about  thirty 
feet  hitting  a telephone  guy  wire  about 
twenty  feet  above  the  ground.  (Fig.  18).  Her 
body  dropped  to  the  ground  beneath  the  guy 
wire  and  her  head  rolled  to  a spot  beneath  the 
fence.  (Fig.  19).  The  decapitation  was  almost 
as  clear  as  if  she  had  been  guillotined.  This 
is  about  the  most  dramatic  illustration  of  the 
utility  of  a seat  belt  which  would  have  held 
her  in  the  car  and  probably  saved  her  from 
anything  more  than  a few  bruises.  Ideal,  in 
order  to  protect  one’s  self,  the  car  should  be 
equipped  with  seat  belts  having  shoulder 
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Fig.  18.  Guy  wire  which  produced  decapitation. 

Body  is  beneath  wire  and  head  is  at  feet 
of  man  next  to  face  post. 


Fig.  19.  Decapitated  body. 


straps,  roll  bars,  and  the  passengers  and 
driver  should  be  wearing  crash  helmets.  Also, 
it  would  be  better  to  be  driving  a truck.  How- 
ever, the  simple  addition  of  a waist  type  of 
seat  belt  such  as  used  in  passenger  planes 
would  do  much  toward  minimizing  injury  and 
death.  The  seat  belt  should  be  attached  to  the 
frame  of  the  car  and  not  to  the  seat,  the  latter 
often  being  torn  loose  from  the  impact.  In 
collisions  occurring  at  speeds  above  sixty 
miles  per  hour  the  forces  are  so  great  that 
even  the  seat  belts  would  not  be  too  effective 
since  the  car  would  crush  the  individual  in 
many  instances.  (Fig.  20). 


Fig.  20.  Safety  belt  of  type  used  in  aircraft. 


If  the  driver  is  found  in  the  automobile  at 
the  accident  scene  it  may  be  assumed  that  he 
is  dead  or  seriously  injured  since  it  is  human 
nature  to  get  out  of  the  car  as  fast  as  possible 
after  the  crash.  Rear  seat  passengers  still  re- 
maining in  the  car  may  be  assumed  to  have 
fractures  of  the  spine  and  should  be  handled 
accordingly  so  as  not  to  increase  deformity 
and  thereby  crush  or  contuse  the  cord  or 
spinal  nerves.  It  is  better  to  leave  the  in- 
jured alone  until  proper  help  can  be  found. 

As  a general  rule  when  one  comes  immed- 
iately upon  the  scene  of  an  accident  a person 
should 

(1)  See  that  traffic  is  warned  by  placing 
flares  and  directing  traffic  around  the  scene 
of  the  accident.  This  must  be  done  first  or  a 
relatively  minor  collision  can  become  a much 
more  serious  one.  The  injured,  if  lying  on  the 
pavement  could  be  killed  by  passing  vehicles. 
Passing  truckers  can  almost  always  be  en- 
listed to  help  and  are  equipped  with  flares. 

(2)  Telephone  authorities  for  ambulance 
and  police  help.  Be  certain  to  give  the  exact 
location  and  number  of  casualties. 

(3)  Render  whatever  assistance  needed  to 
prevent  compounding  of  injuries  by  unin- 
formed bystanders  and  try  to  get  excited  in- 
effectual persons  out  of  the  field  of  action  as 
gently  and  firmly  as  possible.  Oftentimes, 
under  stress,  persons  will  behave  in  a strange 
fashion  and  impair  constructive  rescue  and 
first  aid  work. 
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SUMMARY 

The  formula  of  forces  of  kinetic  energy  and 
deceleration  are  derived  and  correlated  with 
injury  and  death  to  drivers  and  passengers  in 
automobile  accidents. 

Windshields  account  for  about  30%  of  the 
injuries,  dashboards  40%.,  and  the  steering 
wheel  10%.. 

Head  injuries  must  not  be  allowed  to  mask 
more  serious  damage  to  the  thorax  and  abdo- 
men. It  is  best  to  consider  thorax,  abdomen, 
head,  and  extremities  in  that  order. 

Fatigue  and  high  speed  hypnosis  are  discus- 
sed as  causative  factors  in  accidents,  and  an 
example  shown. 

The  proper  conduct  of  x-ray  examinations 
and  the  time  of  their  proper  application  re- 
lative to  the  condition  of  the  patient  is  dis- 
cussed, especially  concerning  head  injuries. 

One  method  of  obtaining  reduction  in  the 
number  of  injuries  and  death  on  the  high- 
way is  discussed  by  the  use  of  seat  belts. 
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SEGMENTAL  HEMORRHAGIC 
INFARCTION  OF  THE  OMENTUM 
IN  A CHILD 

J.  C.  Rodine,  M.D. 
Aberdeen,  S.  Dak. 


Hemorrhagic,  segmental  infarction  of  the 
omentum  or  idiopathic  segmental  infarction 
of  the  omentum  as  described  by  Sinow,  ap- 
pears to  be  unusual  in  adults  and  exceedingly 
rare  in  children. 

Of  the  100  hundred  cases  reviewed  by  Mc- 
Lean and  Davis,  only  eight  cases  were  in  chil- 
dren, ranging  in  ages  from  three  to  fourteen 
years,  with  three  of  these  cases  reported  from 
England.  It  is  with  this  in  mind  I wish  to  re- 
port the  following  case. 

Case  No.  3802-B.  A 10  year  old  white  male 
was  seen  in  my  office  because  of  general- 
ized abdominal  soreness  of  two  to  three 
days  duration.  Approximately  12  hours  be- 
fore the  pain  became  localized  in  the  right 
lower  abdominal  quadrant.  He  had  some 
nausea  but  no  vomiting,  bowels  had  moved 
the  day  before.  Examination  revealed  a 
temperature  of  100,  pulse  100,  respirations 
20  . . EENT  essentially  negative,  chest  clear, 
KLS  not  palpable,  nor  tender.  The  abdomen 
was  scaphoid  and  bowel  sounds  sluggish. 
There  was  a grade  2 right  rectus  rigidity, 
grade  3 tenderness  over  McBurney’s  point 
and  some  degree  of  rebound  tenderness. 
Rectal  exam  revealed  some  tenderness  in 
the  right  rectal  quadrant. 

Laboratory:  Urine  negative;  Hb.  82%;  RBC 
4,500,000;  WBC  16,100;  Diff.  Segmented  cells 
78%  ; Lymphocytes  22%. 

A diagnosis  of  acute  appendicitis  was 
made  and  the  child  taken  to  surgery.  A 
right  rectus  incision  was  made,  and  when 

Read  before  C.P.C.  of  St.  Luke’s  Hospital,  Aber- 
deen, S.  D.  in  May,  1955. 


the  abdomen  was  opened,  a moderate 
amount  of  sero-sanguineous  fluid  was  pres- 
ent in  the  peritoneal  cavity.  The  appendix 
appeared  to  be  normal,  except  for  an  old 
adhesion  in  the  mid  third.  The  bowel  was 
inspected  for  a Meckels  Diverticulum  but 
was  negative.  On  exploring  the  abdomen,  a 
firm  mass  of  omentum  was  found  in  the  re- 
gion of  the  right  hepatic  flexure  of  the 
bowel.  This  measured  8 x 2 x 0.5  cm.  and 
was  reddish  black  in  color.  The  area  was 
resected  and  a routine  appendectomy  was 
done.  The  abdomen  was  closed  without 
drainage.  The  pathological  report  was  seg- 
mental hemorrhagic  infarction  of  the  omen- 
tum. The  child  made  an  uneventful  recov- 
ery and  was  discharged  from  the  hospital 
the  5th  post-operative  day. 

COMMENT: 

Rarely  is  segmental  infarction  of  the  omen- 
tum diagnosed  pre-operatively.  In  all  cases 
reported  the  diagnosis  was  made  at  the  op- 
erating table.  The  etiology  is  varied,  such  as 
anatomicle  variations  of  the  vessels,  epiploi- 
tis,  tumors  and  cysts  and  hyperperistalsis  of 
the  bowel.  The  infarction  can  simulate  other 
acute  abdominal  disease,  such  as  acute  cho- 
lecystitis, perforation  of  a viscus,  acute  pan- 
creatitis and  acute  appendicitis,  with  the  lat- 
ter being  the  most  common  pre-operative 
diagnosis. 

Of  the  eight  cases  reported  in  children,  it 
is  interesting  to  note,  the  pattern,  symptoms, 

(Continued  on  Page  128) 
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HEMORRHAGIC  CYST  OF  THE  ADRENAL 
GLAND* 

A CASE  REPORT 
J.  C.  Fiala.  M.D.** 

East  Cleveland,  Ohio 
Robert  K.  Rank.  M.D.*** 

Aberdeen.  S.  D. 


Hemorrhagic  cysts  of  the  adrenal  gland  are 
rare  and  have  been  infrequently  reported  in 
the  American  literature  J This  entity  occur- 
ring in  a white  female  patient  with  successful 
surgical  removal  warrants  the  reporting  of 
this  case. 

The  patient,  a 30  year  old  white  female,  was 
admitted  to  Huron  Road  Hospital  in  Decem- 
ber of  1952  with  a diagnosis  of  full  term  preg- 
nancy associated  with  cephalopelvic  dispro- 
portion. A prior  pregnancy  occurring  six  and 
a half  years  ago  was  attended  at  term  by 
three  days  of  hard  labor  and  terminated  by  a 
high  forceps  delivery.  Several  months  follow- 
ing this  delivery  the  patient  began  to  com- 
plain of  backache  relegated  chiefly  to  the  left 
side.  Some  relief  of  back  pain  was  gained  by 
taking  P.  A.  C.  tablets.  A provisional  diag- 
nosis of  sacro  iliac  strain  or  a gall  bladder 
condition  was  entertained  by  her  family  phys- 
ician. Added  relief  from  pain  at  this  time  was 
obtained  by  the  wearing  of  a corset.  During 
the  second  pregnancy  the  backache  became 
more  intense  and  was  relieved  upon  standing 
only  with  support.  Some  associated  epigastric 
pain  was  experienced  unrelated  to  meals.  The 
patient  stated  that  she  could  feel  a lump  in 
the  right  upper  part  of  her  abdomen.  The 
family  history  and  past  history  were  non- 
contributory. 

On  December  5,  1952  a low  cesarean  section 
was  performed.  At  the  time  of  surgery  the 

*Case  presented  at  the  meeting  of  the  Cleveland 

Urological  Society,  May  27,  1953. 

**Department  of  Urology,  Huron  Road  Hospital. 
***Department  of  Pathology,  St.  Luke’s  Hospital. 


abdomen  was  explored  by  Dr.  J.  J.  Wood- 
worth****  and  a mass  was  felt  in  the  region  of 
the  right  kidney.  A presumptive  diagnosis  of 
hydronephrosis  was  made.  The  postoperative 
course  was  uneventful. 

On  December  10,  1952  an  intravenous  pyelo- 
gram  was  performed  which  revealed  good 
kidney  function.  A large  mass  at  the  upper 
pole  of  the  right  kidney  was  seen  to  displace 
the  organ  downward  and  depress  the  calices. 
An  X-ray  diagnosis  of  renal  or  adrenal  tumor 
was  made.  Five  days  later  cystoscopy  and  re- 
trograde pyelograms  revealed  similar  findings 
(Fig.  1).  Physical  examination  at  this  time  re- 
vealed a mass  in  the  right  upper  quadrant.  A 
pre-operative  diagnosis  of  suprarenal  mass, 
possibly  cystic  in  nature,  was  made. 

The  absence  of  any  typical  symptoms  and 
confirmatory  laboratory  work  tended  to  ex- 
clude an  endocrine  tumor  of  the  adrenal 
gland. 

At  the  time  of  surgery  on  December  16, 
1952,  the  right  kidney  was  found  to  be  pushed 
downward  by  a large  cystic  mass  attached  to 
the  upper  pole  of  the  kidney.  A thinly 
stretched  adrenal  gland  was  visible  on  the 
cyst  surface.  The  cyst  was  completely  re- 
moved allowing  a small  portion  of  adrenal 
gland  to  remain  in  the  retroperitoneal  space. 

The  post-operative  course  was  uneventful. 
The  patient  was  discharged  from  the  hospital 
December  30,  1952  in  good  condition.  Before 
discharge  an  intravenous  pyelogram  revealed 
good  kidney  function.  A follow  up  five 
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Fig.  1.  X-ray  reveals  the  cystic  mass  pushing 
the  right  kidney  downward. 


Fig.  2.  Hemorrhagic  cyst  of  the  adrenal  gland 
showing  thinly  stretched  adrenal  gland  tissue  over 
a pole  of  the  cystic  mass. 


months  following  surgery  showed  the  patient 
to  be  in  good  health. 

GROSS  PATHOLOGY:  The  specimen  con- 
sisted of  a unilocular  cyst  measuring  18  cm. 
(Fig.  2).  The  outer  surface  was  in  part  smooth 
with  fat  and  fibrous  tags  producing  occasional 
roughening  of  the  surface.  The  color  varied 
from  grey  to  pink.  A major  portion  of  the 
adrenal  gland  measuring  8 cm.  by  8 cm.  by  4 
mm.  was  thinly  stretched  over  a portion  of  the 
surface  of  the  cyst.  On  section  of  the  cyst,  the 
contents  consisted  of  dark  brown,  moderately 
thick  fluid  with  recognizable  old  and  fresh 
blood  clot.  In  some  areas  the  inner  lining 
membrane  was  shaggy  in  appearance,  in 
others,  smooth  and  glistening,  varying  from 
grey  to  tan.  The  cyst  wall  measured  2 to  3 
mm.  in  thickness. 

MICROSCOPIC  PATHOLOGY:  Random  sec- 
tions of  the  cyst  wall  were  made  and  stained 


Fig.  3.  A portion  of  the  wall  with  normal  ad- 
renal gland  tissue  overlying  smooth  muscle  and 
connective  tissue.  X 88 
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Fig.  5.  The  inner  lining  cyst  membrane  is  com- 
posed of  flattened  spindle  cells  suggestive  of  en- 
dothelium. X 88 


COMMENT 

Fi’om  the  patients  history  there  is  strong 
evidence  that  the  condition  began  after  her 
first  pregnancy.  The  aggravation  of  the  pa- 
tients symptoms  during  the  second  pregnancy 
evidently  was  due  to  the  increased  size  of  the 
tumor.  The  increased  size  was  the  result  of 
recent  hemorrhage  since  fresh  as  well  as  old 
blood  clot  was  found  as  part  of  the  contents  of 
the  cyst. 

The  presence  of  smooth  muscle,  elastic 
tissue  and  suggestive  endothelium  makes  us 
adhere  to  the  conclusions  drawn  by  previous 
authors  as  to  the  origin  of  these  cysts  from 
blood  vessels.  (2,  3,  4,  5).  The  history,  phys- 
ical examination  and  laboratory  work  tend  to 
rule  out  some  of  the  proposed  causes,  such  as, 
arteriosclerosis,  diabetes  mellitus,  syphilis, 
mycotic  disease,  and  peri-arteritis  nodosum. 
The  etiology  of  this  particular  cyst  is  un- 
known. 


SUMMARY 

A successfully  treated  case  of  hemorrhagic  cyst 
of  the  adrenal  gland  is  presented. 

**  491  Stinoff  Street  ,Kent,  Ohio 
***  St.  Luke’s  Hospital,  Aberdeen,  South  Dakota 
****  Director  of  the  Department  of  Obstetrics  and 
Gynecology,  Huron  Road  Hospital  East  Cleve- 
land, Ohio 
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' with  Hematoxylin  and  eosin,  Verhoff’s  elastic 
! tissue  stain.  Van  Giesson’s  muscle  and  connec- 
i tive  tissue  stain  and  Sudan  III  fat  stain.  The 
microscopic  sections  showed  adrenal  cortical 
!,  tissue  on  the  outer  surface  overlying  an  ad- 
I mixture  of  smooth  muscle  and  connective 
i tissue  elements.  (Fig.  3).  In  some  areas,  in 
' the  wall  proper,  elastic  fibers  were  arranged 
in  an  undulating  fashion  in  a definite  stra- 
tum. These  fibers  occasionally  were  frag- 
mented, in  other  areas  absent,  then  again  re- 
suming their  appearance  in  a definite  layer. 
(Fig.  4).  The  inner  wall  was  composed  of 


Fig.4.  A well  defined  layer  of  elastic  tissue 
fibers  is  seen  coarsing  beneath  the  layers  of  muscle 
and  connective  tissue.  X 88 

dense  eosinophilic  collagen  in  which  scattered 
fibrocytes  appeared.  In  some  sections,  acicu- 
lar  slits  surrounded  by  foreign  body  type 
giant  cells  suggested  old  hemorrhage.  In  some 
sections,  histiocytes  containing  brown  pig- 
ment droplets  were  present.  The  inner  lining 
membrane  in  its  intact  areas  was  composed  of 
flattened  spindle  cells  suggestive  of  endothe- 
lium. (Fig.  5).  No  areas  of  calcification  were 
noted. 
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SHUT-IN  CHILDREN  USE  MAIL 
TO  GO  TO  BALTIMORE  SCHOOL 


Home-bound  children  throughout  the 
United  States,  unable  to  attend  regular 
schools  because  of  crippling  or  confining  di- 
seases or  physical  conditions,  attend  a Bal- 
timore school  by  mail. 

They  go  to  the  Calvert  School,  an  unen- 
dowed non-profit  institution  that  for  almost 
50  years  has  given  an  elementary  school 
education  to  children  who  cannot  attend  reg- 
ular schools.  Calvert’s  courses  run  from  kin- 
dergarten through  the  Ninth  Grade  and  are 
accredited  by  the  State  of  Maryland. 

This  unique  correspondence  service  began 
when  visiting  teacher  programs  of  the  public 
schools  were  all  but  unknown.  As  public  in- 
terest in  the  education  of  the  home-bound  in- 
creased, with  a parallel  increase  in  visiting 
teachers,  Calvert’s  role  has  been  to  serve 
those  children  beyond  visiting  range.  Officials 
of  the  school  make  it  plain  that  they  are  not 
in  competition  with  public  school  systems. 

According  to  Edward  Brown,  Calvert’s 
headmaster,  children  with  heart  conditions 
make  up  about  20  per  cent  of  Calvert’s  shut-in 
students.  Polio  patients  account  for  about  15 
per  cent,  chronic  asthma  for  about  10  per  cent 
and  eye,  ear  and  speech  defects  for  about  15 
per  cent.  Muscular  dystrophy,  cerebral  palsy. 


diabetes  and  hemophilia  are  among  the  other 
causative  factors  affecting  Calvert’s  home- 
bound  students. 

Although  its  home  study  courses  are  laid 
out  for  160  “school  days,”  Calvert  suits  the 
speed  of  learning  to  the  capacity  of  the  shut- 
in  child;  many  take  12  months  or  longer  to 
complete  a course.  Eight  times  during  the 
course,  a special  lesson  is  prepared  and  sent  to 
Baltimore  for  a grade  and  a detailed  review 
by  a Calvert  faculty  member.  The  letters  that 
accompany  this  exchange  frequently  establish 
a closer  relationship  between  teacher  and 
pupil  than  is  possible  in  the  regular  class- 
room. Calvert  furnishes  parents  all  necessary 
directions  for  supervising  the  home  study. 

When  a Baltimore  whooping  cough  epi- 
demic in  1905  forced  the  Calvert  Day  School 
to  close,  the  headmaster  sent  the  lessons  home 
with  the  pupils.  This  experimental  home 
study  system  proved  so  successful  that  some 
parents  of  shut-in  children  in  Baltimore  asked 
for  the  service  regularly.  After  some  year’s  of 
working  only  with  the  home-bound,  Calvert 
extended  its  service  to  children  living  in  iso- 
lated areas  or  living  abroad  where  American 
schools  were  not  available.  Today  there  are 
8,000  children  in  Calvert’s  world-wide  stu- 
dent body. 
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VACCINE  DISTRIBUTION  PLANS 
ARE  UNDERWAY 


The  evaluation  of  the  1954  Field  Trial  of  the 
poliomyelitis  vaccine  by  Thomas  Francis,  Jr., 
M.D.,  of  the  University  of  Michigan  was  com- 
pleted early  in  April.  At  the  time  of  this 
editorial  the  result  was  not  known. 

If  the  Francis  report  justifies  licensing,  a 
substantial  supply  of  vaccine  will  be  avail- 
able for  immediate  use.  Pharmaceutical 
houses  are  planning  to  make  vaccine  avail- 
able for  purchase  by  physicians  throughout 
the  country  for  their  patients  who  may  wish 
to  be  vaccinated.  Vaccine,  purchased  by  the 
National  Foundation  for  Infantile  Paralysis, 
will  be  supplied  to  State  Health  Departments 
without  charge  for  the  product  and  will  be 
offered  on  a voluntary  basis  to  designated 
groups  of  school  children.  The  purpose  of  the 
National  Foundation’s  1955  Vaccine  Program 
is  to  foster  the  early  and  widespread  applica- 
tion of  a newly  established  preventive  meas- 
ure. It  is  not  an  additional  test  of  the  vaccine. 

Overall  plans  for  the  Vaccine  Program  were 
developed  at  the  Annual  Conference  of  State 
and  Territorial  Health  Officers  in  December 
1954. 

In  January,  1955,  official  representatives  of 
the  Association  of  State  and  Territorial 
Health  Officers,  the  American  Medical  Asso- 
ciation, the  American  Academy  of  Pediatrics, 
the  American  Public  Health  Association  and 
the  U.  S.  Department  of  Health,  Education 
and  Welfare  met  with  National  Foundation 
representatives  and  agreed  to  adopt  certain 
basic  policies  for  distribution  and  administer- 
ing the  vaccine  purchased  by  the  National 
Foundation. 

The  vaccine  used  will  be  a licensed  product 
subject  to  the  regulations  of  the  Laboratory 


of  Biologies  Control  of  the  National  Institutes 
of  Health. 

When  licensed,  the  vaccine  purchased  by 
the  National  Foundation  will  be  supplied  to 
State  and  Territorial  Health  Officers  for  the 
vaccination  of:  a)  children  who  were  enrolled 
in  the  first,  second  and  third  grades  who  par- 
ticipated in  Vaccine  Field  Trials  in  217  areas 
in  the  United  States  but  who  did  not  actually 
receive  vaccine  at  that  time;  b)  all  children 
who  are  in  Spring  1955  enrollments  of  the 
first  and  second  primary  grades  of  all  public, 
private  and  parochial  schools  in  the  continen- 
tal United  States,  Alaska  and  Hawaii. 

Plans  for  the  administration  of  the  vaccine 
within  a state  or  territory  are  the  respon- 
sibility of  each  State  Health  Officer.  Vaccine 
used  in  the  1955  program  will  be  administered 
on  the  same  dosage  schedule  followed  in  the 
Field  Trial;  that  is,  1 cc.  of  vaccine  in  each  of 
three  doses,  given  intramuscularly.  The  sec- 
ond inoculation  will  be  given  one  week  after 
the  first  and  the  third  four  weeks  after  the 
second. 

In  addition  to  supplying  vaccine  to  state 
and  territorial  health  officers,  the  National 
Foundation  has  prepared  educational  infor- 
mation on  the  Vaccine  Program.  These  will 
be  distributed  to  any  of  the  state  health  of- 
ficers who  request  them.  The  services  of  its 
professional  and  volunteer  personnel  to  assist 
in  the  conduct  of  the  Vaccine  Program  will 
also  be  made  available  to  any  state  or  local 
health  officers  who  wish  to  make  use  of  them. 

There  will  not  be  any  nation-wide  evalu- 
ation of  the  vaccine  such  as  followed  the  1954 
Field  Trial.  However,  some  of  the  health  de- 
partments are  planning  follow-up  programs. 
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LEGISLATIVE  REVIEW 


The  following  bills  of  interest  to  the  med- 
ical profession  and  their  final  disposition  fol- 
lows for  the  information  of  all  doctors  in 
South  Dakota. 

Bills  sponsored  by  South  Dakota  State  Med- 
ical Association: 

HB  637 — Sets  up  a procedure  for  the  establish- 
ment of  non-profit  medical-surgical 
plans.  This  is  an  enabling  act  for  a 
South  Dakota  Blue  Shield  Plan  if  the 
Association  desires  to  establish  one. 
Signed  into  Law. 

HB  645 — A licensing  law  for  physical  ther- 
apists and  placing  them  under  the  di- 
rection of  licensed  physicians.  The 
Medical  Examining  Board  will  be  ad- 
ministrative agency.  Signed  into  Law. 

HB  646 — Requires  graduates  of  unapproved 
medical  schools  to  be  bona-fide  Dis- 
placed Persons  as  listed  in  the  Dis- 
placed Person’s  Professional  Medical 
Register  of  the  International  Refugee 
Organization  before  they  can  receive 
a limited  license  in  South  Dakota. 
Signed  into  Law. 

HB  674 — Adds  Doctor  to  Board  of  Charities 
and  Corrections.  Signed  into  Law. 
Bills  Supported  by  Official  Action  of  the 
South  Dakota  State  Medical  Association. 

HB  636 — Permits  oral  prescription  of  Barbit- 
urates to  comply  with  new  Federal 
Laws  on  the  subject.  Signed  into 
Law. 

HB  638 — Same  as  above  concerning  Narcotic 
prescriptions.  Signed  into  Law. 

SB  37 — Provides  for  a dietitian  for  the  State 
Department  of  Health.  This  was 
tabled  by  the  Senate  Committee  on 
Public  Health  and  Welfare  because 
present  law  already  provides  that  the 
State  Health  Officer  may  employ 
such  individuals  as  are  necessary  to 
carry  out  the  functions  of  his  office. 


SB  185 — A bill  to  affect  higher  limits  for  the 
amounts  payable  under  Workmen’s 
Compensation  for  hospital  and  med- 
ical services  has  been  endorsed  by  the 
Council.  Killed  in  Senate  Committtee. 

HB  650 — The  Association  offered  a recommen- 
dation to  establish  a research  lab- 
oratory at  the  University  Medical 
School  leaving  routine  Public  Health 
laboratory  procedures  in  Pierre.  HB 
650  did  not  attempt  to  accomplish  this 
so  was  opposed  by  the  Medical  Asso- 
ciation representatives.  HB  650,  in 
its’  final  form  would  have  eliminated  ( 
compulsory  pre-natal  blood  tests  and  ' 
would  have  moved  the  State  Health 
Laboratory  at  Pierre  to  Vermillion. 

Other  bills  of  Interest  to  Medical  Profession. 

SB  33 — See  SB  278  (33  was  withdrawn  in 
favor  of  278) 

SB  278 — Adds  places  where  food  is  prepared  | 
for  public  consumption  to  inspection  i 
requirements  of  eating  places.  Ups  i 
fees  for  cafes,  hotels,  tourist  pay  I 
camps  and  rooming  houses.  Signed  ! 
into  Law. 

SB  359 — Requires  licensing  of  city  or  county 

hospitals  or  homes  for  aged.  Under  , 
old  law  city  and  county  hospitals  ( 
were  exempt  from  regulation  by  the  ' 
State  Department  of  Health.  Signed 
into  Law. 

HB  533 — Provides  for  voluntary  request  for 
treatment  at  Yankton  State  Hospital. 
Signed  into  Law. 

HB  639 — Requires  public  liability  for  city  and 
county  hospitals  to  protect  against 
malpractice  or  negligence  cases. 
Signed  into  Law. 

HB  789 — Permits  county  to  issue  bonds  to  buy 
existing  hospital  facilities.  Signed 
into  Law. 

HB  642  and  643 — These  bills  would  have  moved 
the  school  of  nursing  and  phar- 
macy from  State  College  to  the 
University.  Killed  in  committee. 


THE  MONTH  IN  WASHINGTON 


Before  Congress,  and  getting  some  attention 
but  almost  no  action,  is  the  Hoover  Commis- 
sion’s report  on  federal  medical  services. 
Most  controversial  question  is  how  much 
medical  care  the  federal  government  should 
give  to  veterans  whose  disabilities  are  not  a 
result  of  their  military  service.  This  is  ground 
that  has  been  well  plowed  before,  by  the  first 
Hoover  Commission,  by  various  studies  and 
reports  and  almost  recently  by  the  AMA’s 
campaign  to  educate  the  profession  on  the 
non-service-connection  situation. 

Apathy  of  Congress  may  be  explained  in 
part  by  decision  of  the  White  House,  the  week 
after  release  of  the  Commission  report,  to 
appoint  a commission  to  inquire  into  the 


whole  field  of  veterans’  benefits.  The  group, 
headed  by  Gen.  Omar  Bradley,  former  VA 
administrator,  is  not  expected  to  complete  its 
study  until  next  fall. 

A medical  Task  Force  (14  physicians  and 
one  dentist)  did  most  of  the  spadework  for 
the  Hoover  Commission.  Publication  of  its 
report  showed  that  not  all  the  recommenda- 
tions of  the  Task  Force  were  accepted  by  the 
full  Commission.  The  most  notable  differ- 
ences came  in  veterans’  medical  care.  The 
Task  Force  concluded  that  what  is  most 
urgently  needed  is  a firm  legal  basis  for  de- 
termination of  eligibility  for  medical  care.  Its 

(Continued  on  Page  142) 
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DENT’S 
A G E 


“The  doctor  will  not  be  able  to  see  you  on  May  22,  23  or  24. 
He  will  be  at  Mitchell  attending  the  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association.”  Your  receptionist 
need  offer  no  word  of  apology  for  your  absence  from  your 
office  for  any  one  or  all  of  these  dates.  Unfortunately,  some 
of  you  will  find  it  impossible  to  stay  for  the  entire  meeting, 
but  won’t  you  arrange  to  attend  at  least  a part  of  the  session? 

Your  program  committee  has  made  every  effort  to  make 
this  year’s  scientific  meeting  one  of  the  best.  Every  speaker 
was  picked  for  his  originality  and  reputation  as  a teacher  and 
a speaker. 


How  all  of  us  at  times  have  longed  for  better  understanding,  more  unity  and  greater  friend- 
ship in  our  profession.  The  quarrels  amongst  doctors  in  generations  past  do  not  make  very 
pretty  reading.  There  is  no  room  for  bickering,  envy  and  hatred  in  modern  day  practice. 
Where  can  we  cement  friendships  amongst  medical  men  more  solidly  and  more  lastingly  than 
at  our  state  convention? 

Your  committee  had  these  things  in  mind  when  arrangements  were  being  made  for  not  only 
the  scientific  meeting  but  for  the  functions  on  the  lighter  side  such  as  the  Sunday  night  Stag 
and  the  Annual  Banquet.  Something  bigger  and  more  exhilarating  is  promised. 


A.  W.  Spiry,  M.D. 
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YOUR  INVITATION 


To  The  74th  Annual  Meeting 
of  the 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
May  22,  23,  24 
Lawler  Hotel 
Mitchell,  South  Dakota 


Business  Sessions  Luncheons 

Council  — May  21st  & 22nd  3 on  May  23rd 

House  of  Delegates  — May  21st  & 22nd  3 on  May  24th 


Scientific  Sessions 

Surgical  — May  23rd 
Medical  — May  24th 

Stag  Smoker 

Sunday  — May  22nd 
at  the  Elks  Club 


Banquet 

In  the  Masonic  Temple 
on  May  23rd 

Auxiliary  Activities 
Every  day 


MAKE  YOUR  RESERVATIONS  NOW! 

Don’t  Delay 

Use  the  insert  card  to  hang  on  your  door  telling  your  patients 
why  your  office  is  closed. 
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THE  PROGRAM 


“Parenteral  Nutrition  in  Surgery”  — Carl  O.  Rice,  M.D.,  Minneapolis 

“Plastic  Surgery  in  Facial  Deformities”  — Claire  L.  Straith,  M.D.,  Detroit 

“Roentgenology  of  the  Chest”  — John  L.  Armbruster,  M.D.,  Milwaukee 

“The  Use  of  Fascial  Strips  in  the  Repair  of  Hernia”  — Carl  O.  Rice,  M.D.,  Minneapolis 

“Urinary  Calculi  — Complications  and  Treatment”  — Lawrence  W.  Riba,  M.D.,  Chicago 

“Facial  Reconstruction  in  Accidental  Injuries”  — Claire  L.  Straith,  M.D.,  Detroit 

“Public  Health  & Civil  Defense”  — Charles  F.  Blankenship,  M.D.,  Kansas  City 

“Reactions  to  Antibacterial  Therapy  — Antibiotics  — Prevention  and  Treatment”  — Paul  S. 

Rhoads,  M.D.,  Chicago 

“Superficial  Fungus  Infections”  — Francis  E.  Senear,  M.D.,  Chicago 

“The  Clinical  Management  of  Hypertensive  Vascular  Disease”  — Sibley  Hoobler,  M.D.,  Ann 

Arbor 

“Hemorrhage  — A Complication  of  Pregnancy  of  Labor”  — Harry  Benaron,  M.D.,  Chicago 
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W.  A.  DELANEY,  SR. 

PROMINENT  MITCHELL 
DOCTOR,  DIES  AT  71 

Dr.  William  A.  Delaney,  Sr.,  prominent  Mitchell  physician  died  March  8 in  St.  Luke’s  Hos- 
pital Chicago  at  the  age  of  71. 

Cause  of  death  was  listed  as  a coronary  occulsion. 

Dr.  Delaney  had  been  visiting  in  Chicago,  the  family  reported.  He  was  admitted  to  St. 
Luke’s  about  10  days  ago,  suffering  from  heart  trouble. 

Immediate  survivors  include  his  widow,  Bess;  two  sons,  Robert  and  William  Jr.,  who  were 
associated  with  their  father  in  the  medical  profession;  and  four  daughters,  Mrs.  Robert  Dunham 
of  Ann  Arbor,  Mich.,  Mrs.  Clint  McCain,  Ann  Arbor,  Sheila  Delaney,  Mitchell  and  Mrs.  Y.  H. 
Charbonneau,  Huron. 

He  was  a member  of  the  American  Medical  Association,  the  American  College  of  Surgeons 
and  the  International  College  of  Surgeons. 

In  1948  he  attended  the  International  College  of  Surgeons  meeting  in  Paris. 

Dr.  Delaney  came  to  Mitchell  in  1911  after  graduating  from  Creighton  University  and  serv- 
ing his  internship  in  St.  Joseph’s  Hospital  in  Omaha. 

The  doctor,  one  of  four  in  his  family  to  follow  the  medical  profession,  was  associated  with 
Dr.  E.  E.  King  upon  arriving  in  Mitchell. 

He  was  born  on  a farm  near  Cherokee,  la.,  in  1884;  the  youngest  of  eight  children.  His 
father,  Thomas  Joseph  Delaney,  had  come  to  the  U.  S.  as  a child  from  County  Clare,  Ireland. 
His  mother,  Bridgette  Foley,  came  from  Tipperary,  Ireland,  and  grew  up  in  Elmira,  N.  Y. 

He  attended  parochial  and  public  schools  in  Cherokee,  than  went  in  to  St.  Mary’s  College 
in  Kansas  and  St.  Thomas  College  in  Minneapolis  before  enrolling  at  Creighton. 

Dr.  Delaney  spent  one  year  of  service  overseas  during  World  War  I with  the  University  of 
Nebraska  surgical  section,  Base  Hospital  49  just  behind  front  lines  in  France. 

Upon  his  return  from  France  following  World  War  I,  he  opened  his  own  offices  in  the 
Western  Bldg.,  in  Mitchell  and  eventually,  in  1953,  was  instrumental  in  the  building  of  the 
Delaney  Clinic  at  1115  E.  Fifth  Avenue. 

Dr.  Delaney  was  associated  with  many  public  service  organizations,  was  a member  of  the 
Holy  Family  Catholic  Church,  the  Mitchell  Chamber  of  Commerce,  the  Elks  Club,  the  Amer- 
ican Legion  and  the  Veterans  of  Foreign  Wars. 
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II  for  "lighter  reading" 

" FICTION 

To  date  there  is  but  one  book  of  fiction  in 

; the  medical  library.  This  is  Not  As  A Stranger 
; by  Morton  Thompson,  Scribner,  1954.  This 
has  been  on  the  best  seller  list  for  several 
; months  and  our  copy  has  been  in  circulation 
i among  both  students  and  staff. 

John  Lloyd,  one  of  our  medical  library  as- 
! sistants,  a married  sophomore  medic,  has  this 
: to  say  about  the  book: 

This  is  not  a novel  that  can  be  read  in  an 
j evening  unless  one  disregards  the  many  pages 
I of  trivia  which  serve  to  round  out  the  story. 
It  is  the  story  of  a young  boy  who  wishes  to 
become  a doctor  and  of  the  many  obstacles 
which  he  encounters  in  pursuit  of  his  goal. 
However,  it  seems  that  no  obstacle  is  too  large 
to  tackle  as  evidenced  by  a calculated  wooing 
and  wedding  of  a well  paid  surgical  nurse  in 
order  to  secure  an  income  and  complete  his 
medical  education. 

The  author  has  captured  with  great  clarity 
and  understanding  the  wiles  and  ways  of  a 
typical  medical  student.  The  picture  of  the 
anatomy  laboratory  and  the  instructors  there- 
in who  strike  panic  into  the  hearts  of  the 
freshmen  is  especially  accurate  and  well  writ- 
ten. The  seemingly  completely  impossible 
and  herculean  tasks  set  before  the  student  in 
biochemistry  laboratory  may  also  recall  to 
mind  ones  own  similar  experiences  in  medical 
school. 

The  author  of  this  story,  who  didn’t  become 
a physician  himself,  died  the  day  of  the  books 
publication. 

Librarians  added  comment:  The  book  is  also 
of  interest  because  of  the  doctors  experience 


in  a small  town,  his  relationships  with  the 
people  of  the  community,  and  with  the  other 
doctors,  leading  ultimately  to  a more  down  to 
earth  and  practical  attitude  in  his  dealings 
with  his  fellow  men. 

AUTOBIOGRAPHY 

Why  We  Became  Doctors  by  N.  D.  Fabricant, 
Grune  and  Stratton,  1954. 

Motivation  as  a force  leading  young  people 
to  embark  on  a medical  career  has  had  but 
little  attention  by  writers  of  books  and  reports 
on  medicine.  This  is  the  very  readable  account 
of  50  men  and  women  who  tell  their  own 
stories  in  their  own  words  as  to  what  promp- 
ted them  to  choose  medicine  as  a career. 

Havelock  Ellis  (1859-1939).  If  I had  not 
studied  medicine  from  the  beginning,  if  I had 
not  been  a duly  accredited  practitioner  in 
medicine,  surgery  and  midwifery,  I could 
never  have  gained  a confident  grasp  of  the 
problem  of  sex,  I could  never  have  set  forth 
my  own  personal  investigations  and  results 
in  the  volumes  of  my  Studies,  and  I could 
never  have  found  a decent  firm  to  publish 
them.” 

Arthur  E.  Hertzler.  (of  Horse  and  Buggy 
Doctor  fame).  At  15,  an  answered  ad  in  the 
Toledo  Blade  brought  a catalogue  of  the 
Pulte  Medical  College  of  Toledo,  Ohio.  In  the 
list  of  the  faculty  some  had  AjM.,  M.D.  after 
•their  names.  Hertzler  resolved  to  get  an  A.M. 
whatever  that  was  plus  the  M.D.  which  he 
did  know  something  about. 

W.  Somerset  Maugham.  “It  was  decided  I 
should  become  a doctor.”  He  found  the  cur- 
riculum of  the  first  two  years  extremely  dull 
and  it  was  not  until  he  became  a clerk  in  the 
out-patients  department  and  had  attended  a 
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on  all  4 count 


II 


wide  spectrum  of  effectiveness 
rapid  diffusion 
prompt  control  of  infection 
minimum  side  effects 


he  decision  often  favors 


TETRACYCLINE  HCI  LEDERLE 


Compared  with  certain  other  antibiotics,  ACHROMYCIN  offers  a broader  spectrum  of 
effectiveness,  more  rapid  diffusion  for  quicker  control  of  infection,  and  the  distinct  advan- 
tage of  being  well  tolerated  by  the  great  majority  of  patients,  young  and  old  alike. 

Within  one  year  of  the  day  it  was  offered  to  the  medical  profession,  ACHROMYCIN  had 
proved  effective  against  a wide  variety  of  infections  caused  by  Gram-negative  and 
Gram-positive  bacteria,  rickettsiae,  and  certain  viruses  and  protozoa. 


With  each  passing  week,  acceptance  of  ACHROMYCIN  is  still  growing.  ACHROMYCIN, 
in  its  many  forms,  has  won  recognition  as  a most  effective  therapeutic  agent. 


LEDERLE  LABORATORIES  DIVISION  AMERICAN  Gianamid COMPANY  P6arl  Rivst,  Nbw  York 
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number  of  confinements  in  the  slums  of  Lam- 
beth that  he  found  the  work  absorbing  due  to 
contacts  with  life  in  the  raw. 

Albert  Schweitzer.  “I  resolve  to  become  a 
jungle  doctor.”  “Medical  knowledge  made  it 
possible  to  carry  out  my  intentions  in  the  best 
and  most  complete  way,  wherever  the  path  of 
service  might  lead  me.” 

INDIVIDUAL  LIBERTY 

A much  talked  about  book  that  has  the  title, 
Free  and  Unequal:  The  Biological  Basis  of  In- 
dividual Liberty,  by  Roger  J.  Williams,  Uni- 
versity of  Texas  Press,  1953  is  among  the 
notable  books  of  1953.  Biochemistry  has  con- 
siderable bearing  on  its  central  theme. 

The  main  purpose  of  the  author  is  stated  in 
chapter  I,  The  Question:  “One  of  the  prime 
functions  of  this  book  is  to  examine  various 
areas  of  life  to  see  where  distinctiveness  plays 
an  important  part  and  where  it  does  not.  We 
can  then  see  when  individual  worth  and 
liberty  are  most  significant  and  where  they 
are  less  so  . . . I must  state  that  to  me  the 
facts  of  human  variability,  as  I have  seen 
them,  constitute  a firm  foundation  for  our 
conceived  ideal  of  democracy  and  that  vacilla- 
tion or  lukewarmness  about  the  principles  of 
freedom  and  human  worth  appears  prepos- 
terous in  the  light  of  evidence.  I believe  these 
ideals  came  into  being  because  people  are 
what  they  are  — creatures  possessing  high 
variability  — and  that  therefore  the  ideals 
are  impregnable.” 

A simple  question  with  complex  implica- 
tions: Are  newborn  babies  essentially  uniform 
products?  and  are  all  men  created  equal? 
are  some  of  the  challenging  statements  with 
the  answers  lying  in  the  biological  differences 
in  man  which  also  keynotes  the  text  of  this 
book. 


Book  Review 

PUBLIC  RELATIONS  IN  MEDICAL 
PRACTICE  — Written  by  E.  Bryan  and  pub- 
lished by  Williams  and  Wilkins,  Baltimore, 
Maryland. 

Jim  Bryan  is  presently  administrator  of  the 
New  Jersey  “Blue  Shield”  plan  but  was  one 
of  the  early  medical  society  executive-secre- 


tarys.  Son  of  a doctor,  Jim,  is  well  versed 
in  all  phases  of  medical  public  relations. 

The  book  discusses  doctor-patient  relation- 
ships, fees,  office  staff,  colleagues,  the  com- 
munity, the  medical  society,  the  hospital,  and 
the  doctor  himself. 

Of  great  interest  to  doctors  in  South  Dakota 
are  his  comments  on  prepaid  medical  care. 

The  book  is  well  written,  easily  readable, 
and  is  well  worth  being  placed  in  every  doc- 
tor’s library.  ($5.00) 


RODINE  PAPER— 

(Continued  from  Page  114) 

clinical  course  and  findings  at  operation  were 
all  very  much  alike.  The  most  distinguished 
features  being  the  presence  of  sero-sanguin- 
eous  fluid  in  the  peritoneal  cavity,  and  the 
finding  of  a normal  appendix.  If  this  situation 
is  encountered,  and  the  adjacent  organs  are 
found  to  be  normal,  the  probabihty  of  an  in- 
farction of  the  omentum  is  great  and  should 
be  looked  for. 

Some  authors  have  described  a “Primary 
Torsion  of  the  Omentum,”  or  an  “Idiopathic 
Infarction.”  When  I encountered  this  situa- 
tion I thought  this  case  probably  was  one  of 
the  same,  however,  in  close  questioning  of  the 
child  I was  able  to  elicite  a history  of  a minor 
blow  to  the  upper  right  abdominal  quadrant 
two  weeks  previously.  The  child  had  struck 
the  corner  of  his  school  desk.  This,  then  may 
cast  a different  view  as  the  etiology  of  the 
so  called  “Idiopathic  Infarction  of  the  Omen- 
tum.” 

BIBLIOGRAPHY 

1.  Sinow,  G.  S.;  “Idiopathic  Segmental  Infarction 
of  Greater  Omentum.”  Year  Book  of  Pathology 
and  Clinical  Pathology,  1953-1954;  156-157. 

2.  Davis,  H.  C.;  Mangels,  M.;  Bolton,  A.  A.;  “Prim- 
ary Torsion  of  the  Omentum  in  Children.” 
J.A.M.A.,  155:  744-745.  (June  19,  1954). 

3.  Leitner,  M.  J.;  Jordan  , C.  G.;  Spinner,  M.  H.; 
Reese,  E.  C.;  “Torsion,  Infraction  and  Hemor- 
rhage of  the  Omentum  as  a Cause  of  Acute  Ab- 
dominal Distress.”  Ann.  Surg.  135:  103-110.  Jan. 
’52. 
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Guest  Speakers  to  Be  Heard 

at  Annual  Meeting, 

May  22, 23, 24 


DERMATOLOGIST 
TO  SPEAK 


Dr.  Frances  Eugene  Senear, 
Chicago,  will  be  a featured 


speaker  in  the  field  of  der- 
matology on  the  annual  meet- 
ing program  in  Mitchell,  May 
24th. 

Dr.  Senear  is  Professor 
Emeritus,  Department  of 
Dermatology  at  the  Univer- 
sity of  Illinois  and  is  consult- 
ing dermatologist  at  Presby- 
terian Hospital  and  the  Re- 
search and  Educational  Hos- 
pital. 

He  is  an  honorary  member 
of  dermatological  societies  in 


Australia,  England,  and  Italy, 
and  is  honorary  vice-presi- 
dent of  the  Internationl  Con- 
gress of  Dermatology. 

His  subject  will  cover  the 
field  of  dermatology  as  seen 
in  the  average  general  prac- 
tice. 


ARMBRUSTER  TALKS 
ON  CHEST  X-RAY 

Dr.  John  L.  Armbruster, 
Milwaukee  will  be  a featured 


speaker  on  the  Annual  Meet- 
ing program  in  Mitchell, 
May  23-24.  His  topic  will  be 
“Roentgenology  of  the  Chest.” 

Dr.  Armbruster  is  a grad- 
uate of  the  University  of 
Pennsylvania  Medical  School 
and  took  his  additional  train- 


ing in  Philadelphia  at  the 
Philadelphia  General  Hos- 
pital and  the  University. 

He  is  presently  Associate 
Clinical  Professor  Radiology 
at  Marquette  University 
School  of  Medicine  and  a 
staff  member  at  Milwaukee 
Hospital  and  Milwaukee  Chil- 
dren’s Hospital. 


RICE  SCHEDULED 
FOR  SURGICAL 
PAPERS 

Dr.  Carl  O.  Rice  will  be  a 
featured  speaker  in  the  field 


of  surgery  on  the  74th  annual 
meeting  program  in  Mitchell, 
May  23. 

He  resides  at  5113  Schaefer 
Road,  Minneapolis,  Minn- 
esota with  his  wife  Lillie 
Gronna,  a graduate  of  the 
University  of  South  Dakota, 
and  their  four  children, 
Gloria,  Marilyn,  Carl  and 
Sar-j  ae. 

He  obtained  his  B.S.  degree 
at  the  University  of  South 
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Dakota  in  1923,  M.B.  in  1925, 
M.D.  in  1926,  M.S.  in  1932  and 
Ph.D.  in  1933  from  the  Uni- 
versity of  Minnesota. 

He  is  a member  of  the  Ac- 
tive Surgical  Staff  at  St. 
Barnabas  Hospital  and  Asso- 
ciate Surgical  Staff  at  As- 
bury  Hospital,  and  is  an 
Associate  Clinical  Professor 
of  Surgery  at  the  University 
of  Minnesota.  He  is  also  a 
member  of  the  A.M.A.,  Minn- 
eapolis Surgical  Society, 
Minnesota  Surgical  Society, 
Hennepin  County  Medical 
Society,  American  College  of 
Surgeons,  and  Industrial 
Medical  Association. 

He  is  the  author  of  the 
book  “Calculation  of  Indus- 
trial Disabilities  of  the  Ex- 
tremities” published  by  C. 
Thomas  Co.  in  1952,  and  num- 
erous other  publications  per- 
taining to  thyroid  disease, 
varicose  veins,  lower  nephron 
nephrosis,  local  anesthesia  in 
fractures,  surgical  techniques 
for  hernia,  adenomammec- 
tomy  for  benign  lesions  and  a 
muscle  splitting  incision  for 
gall  bladder. 

An  important  interest  in 
recent  years  has  been  his  re- 
search laboratory  maintained 
at  St.  Barnabas  Hospital  for 
the  study  of  parenteral  nu- 
trition, electrolytes,  etc.  His 
hobbies  include  archery, 
gardening,  painting,  and 
hunting. 


GP  PAST-PRESIDENT 
ON  PROGRAM 

Dr.  R.  B.  Robins,  Camden, 
Arkansas,  has  accepted  an  in- 
vitation to  speak  on  a sur- 
gical subject  at  the  Annual 
Meeting  in  Mitchell  May 
23rd  and  24th.  In  addition  to 
his  appearance  on  the  gen- 
eral program,  he  will  be 


Photographer — M.  Chase 


guest  discussion  leader  at  the 
GP  luncheon. 

Dr.  Robins,  Past-President 
of  the  American  Academy  of 
General  Practice,  has  not 
limited  himself  to  the  field  of 
medicine,  but  has  been  an  ac- 
tive participant  in  politics 
and  civic  affairs.  He  finished 
his  second  four-year  term 
last  year  as  Democratic  Na- 
tional Committeeman  for  the 
State  of  Arkansas  and  was 
the  only  physician  on  the  Na- 
tional Committee.  He  has 
held  a number  of  offices  in 
local,  state  and  national  or- 
ganizations. 

He  received  his  B.S.  De- 
gree from  Hendrix  College, 
his  Master’s  and  M.D.  from 
the  University  of  Chicago, 
the  later  in  1925.  After  an  in- 
ternship at  the  Norwegian- 
American  Hospital,  Chicago, 
Illinois,  he  entered  practice 
at  Camden,  Arkansas  where 
he  founded  the  Robins  Clinic. 
He  is  Chief-of-Staff  of  the 
new  $1.500  000  Ouachita 
County  Hospital  which  has 
been  so  highly  complimented 
by  Surgeon  General  Leonard 
Scheele.  Dr.  Robins  is  also 
Professor  of  Medical  Eco- 
nomics at  the  University  of 
Arkansas  School  of  Medicine. 

Among  his  professional 
honors  are  Fellow  of  the 
American  College  of  Sur- 


geons, Fellow  of  the  Inter- 
national College  of  Surgeons, 
past-President  of  the  Arkan- 
sas Medical  Society  and  past 
Vice-President  of  the  Amer- 
ican Medical  Association.  In 
1950  he  was  elected  the  fifth 
President  of  the  American 
Academy  of  General  Prac- 
tice. 


DR.  PAUL  RHOADS 
TO  SPEAK 
AT  MITCHELL 

Dr.  Paul  Rhoads,  Chicago, 
will  speak  on  “Reactions  to 
Antibacterial  Therapy-Pre- 
vention and  Treatment”  at 
the  annual  meeting  in  Mit- 
chell. 

Dr.  Rhoads  is  professor  of 
medicine  at  the  Northwestern 
University  Medical  School 
and  chairman  of  the  Depart- 
ment of  Medicine  at  Wesley 
Memorial  Hospital.  He  is 
well  known  throughout  the 
country  because  of  his  posi- 
tion as  Chief  Editor  of  the 
AMA  Archives  of  Internal 
Medicine. 

Dr.  Rhoads’  chief  research 
interest  is  in  the  field  of  in- 
fectious diseases. 


PLASTIC  SURGEON 
SCHEDULED 

Doctor  Claire  L.  Straith, 
Detroit  plastic  surgeon,  will 
be  one  of  the  featured 
speakers  at  the  Annual  Meet- 
ing in  Mitchell,  May  23rd.  He 
has  selected  papers  on  facial 
reconstruction  and  will  also 
show  a movie  on  harelip  re- 
pair. 

Dr.  Straith  received  his 
literary  degree  from  the  Uni- 
versity of  Michigan  and  a 
portion  of  his  medical  educa- 
tion. He  received  his  medical 
degree  from  Rush  Medical 
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College  in  Chicago.  A dental 
degree  was  also  obtained 
from  the  Chicago  College  of 
Dental  Surgery. 

He  has  been  engaged  in  the 
! specialty  of  Plastic  and  Re- 
: constructive  Surgery  in  De- 
i troit,  since  1919  and  has  sup- 
' plemented  his  earlier  train- 
ing with  post-graduate  work 
I in  New  York  and  Europe. 

In  May  of  1946,  his  offices 
i were  moved  to  a new  clinic 
and  hospital  building  on 
West  Grand  Boulevard, 
where  the  facilities  are  a 
specialty  devoted  to  the  care 
i of  plastic  and  reconstructive 
I surgery. 


RIBA  UROLOGICAL 
SPEAKER 

Dr.  Leander  Riba,  Chicago, 
will  speak  on  “Urinary  Cal- 


culi, Complications  and  Treat- 
ment” during  the  annual 
Meeting  in  Mitchell  in  May. 
In  addition  to  his  paper  of  a 
scientific  nature  he  will  pre- 
sent a description  of  an  Afri- 
can Safari  from  which  he  re- 
cently returned. 

Dr.  Riba  has  been  assistant 
professor  on  the  faculty  of 
Northwestern  University 
Medical  School  since  1928 
and  is  Senior  Attending  Uro- 
logist at  Passavant  Memorial 
Hospital  in  Chicago. 


MEDICAL  SCHOOL 
NEWS  NOTES 

Doctor  Adaline  Mather, 

Assistant  Professor  in  Micro- 
biology, has  received  a grant 
from  the  United  States  Pub- 
lic Health  Service  in  the 
amount  of  $3,500.00  for  stu- 
dies concerned  with  bacterial 
metabolism. 

Doctor  F.  E.  Kelsey,  Pro- 
fessor and  Chairman  of  the 
Department  of  Pharma- 
cology, has  received  a grant 
from  the  American  Heart  As- 
sociation in  the  amount  of 
$5,250.00  for  a continuation  of 
his  studies  to  determine  the 
mechanism  of  action  of  dig- 
italis. 

A $100.00  Medical  Student 
Scholarship  has  been  re- 
ceived from  Kreiser’s,  Inc.  of 
Sioux  Falls,  as  donated  by 
Mr.  Harold  Larson. 

The  South  Dakota  Division 
of  the  American  Cancer  So- 
ciety has  contributed  $1,800.- 
00  to  the  purchase  of  a spec- 
ial freezing-drying  apparatus 
to  be  used  in  a number  of 
projects  in  which  the  prep- 
aration of  histological  ma- 
terials are  concerned. 

Mr.  Richard  Hyde  of  Pierre 
has  received  a National 
Science  Foundation  Fellow- 


ship in  the  amount  of  $1,- 
400.00  in  support  of  graduate 
studies  in  the  Department  of 
Microbiology. 

The  National  Foundation 
for  Infantile  Paralysis  has 
made  available  two  research 
fellowships  to  be  awarded  to 
medical  students  for  three 
months  during  the  summer 
of  1955. 


ABERDEEN 
DISTRICT  MEETS 

The  Aberdeen  District 
Medical  Society  held  its  reg- 
ular monthly  meeting  at  the 
Mexican  room  of  the  Sherman 
Hotel  on  Wednesday  evening, 
March  2,  after  a steak  dinner. 
Routine  business  matters 
were  taken  up,  and  Dr.  Don- 
ald Creevy,  head  of  the  de- 
partment of  Urology  Univer- 
sity of  Minnesota  Medical 
School,  talked  on  “Carcinoma 
of  the  Prostate  Gland”; 
which  was  illustrated  in  lan- 
tern slides.” 


HEBREW  MEDICAL 
JOURNAL 

The  Hebrew  Medical  Jour- 
nal, under  the  editorship  of 
Moses  Einhorn,  M.D.  of  New 
York,  has  marked  its  twenty- 
seventh  year  of  existence  by 
the  issue  of  two  volumes  in 
1954.  Written  in  Hebrew, 
with  English  summaries,  the 
journal  has  played  an  im- 
portant part  in  the  creation 
of  a medical  literature  and 
terminology  in  the  language 
of  the  Bible. 

For  further  information 
write  the  Editorial  Office  of 
the  Hebrew  Medical  Journal 
at  983  Park  Avenue,  New 
York,  N.  Y. 
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FOURTH  ANNUAL 
SYMPOSIUM  FOR  G.P'S 

The  fourth  annual  Sym- 
posium for  General  Prac- 
titioners on  Tuberculosis  and 
other  Chronic  Pulmonary  Di- 
seases will  be  held  in  Saranac 
Lake,  New  York  from  July 
11  to  15,  1955.  It  is  approved 
for  26  hours  of  formal  credit 
for  members  of  American 
Academy  of  General  Prac- 
tice. 

This  five  day  course  is  de- 
signed particularly  for  Gen- 
eral Practitioners  and  pre- 
sented over  a period  short 
enough  so  that  they  may 
readily  attend.  Many  of  the 
sessions  are  informal  panel 
discussions  with  ample  op- 
portunity for  questions  from 
the  audience. 

Sessions  will  be  held  in  the 
various  sanatoria,  hospitals 
and  laboratories  in  the  Sar- 
anac Lake  area.  The  faculty 
will  consist  of  physicians, 
surgeons  and  scientists  from 
Saranac  Lake  as  well  as  guest 
lecturers. 

Many  doctors  attending 
previous  sessions  of  this  Sym- 
posium have  brought  their 
families  with  them  to  enjoy 
the  many  vacation  facilities 
of  the  surrounding  Adiron- 
dack Mountains.  So  that 
families  may  have  the  use  of 
the  family  car,  free  bus 
transportation  will  be  pro- 
vided to  the  various  meeting 
places  for  the  doctors  attend- 
ing the  course.  Excellent 
housing  accommodations  are 
available  in  and  around  Sar- 
anac Lake. 

The  registration  fee  for  the 
Symposium  is  $40.00.  Further 
information  and  copies  of  the 
program  can  be  obtained  by 
writing  Dr.  Richard  P.  Bel- 
laire,  General  Chairman, 
Symposium  for  General  Prac- 


titioners, P.  O.  Box  2,  Saranac 
Lake,  N.  Y. 


ATLANTIC  CITY 
IS  MEETING  SITE 
FOR  CHEST  GROUP 

The  21st  Annual  Meeting 
of  the  American  College  of 
Chest  Physicians  will  be  held 
at  the  Ambassador  Hotel, 
Atlantic  City,  New  Jersey, 
June  1 through  5,  1955.  The 
scientific  program  will  in- 
clude approximately  200 
speakers  representing  spec- 
ialists in  all  aspects  of  di- 
seases of  the  heart  and  lungs. 
In  addition  to  formal  presen- 
tations, the  program  com- 
prises a number  of  symposia, 
round  table  luncheon  discus- 
sions, diagnostic-treatment 
conference  and  motion  pic- 
tures. More  than  the  usual 
amount  of  time  has  been  al- 
lotted for  open  discussion. 

All  interested  physicians 
are  cordially  invited  to  at- 
tend the  21st  Annual  Meeting 
of  the  College;  there  is  no 
registration  fee.  Copies  of 
the  program  may  be  obtained 
by  writing  to  the  Executive 
Offices,  American  College  of 
Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11, 
Illinois. 


PROCTOLOGISTS 
TO  MEET 

The  54th  Annual  Meeting 
of  the  American  Proctologic 
Society  will  be  held  at  the 
Hotel  Statler,  New  York  City 
from  June  1-4,  1955,  it  is  an- 
nounced by  A.  W.  Martin 
Marino,  M.D.,  of  Brooklyn, 
N.  Y.,  President  of  the  na- 
tion’s oldest  specialty  society 
in  the  field  of  proctology.  All 
meetings  are  open  to  the 
medical  profession. 

Sessmns  on  Wednesday, 
June  1st  will  feature  lectures 


on  basic  sciences  by  dis- 
tinguished authorities  includ- 
ing; 

Henry  T.  Randall,  M.D., 
Clinical  Director  of  the  Mem- 
orial Hospital-Sloan  Ketter- 
ing Division  of  Cornell  Uni- 
versity Medical  School  dis- 
cussing; “General  Principles 
of  Water  and  Electrolyte 
Balance  in  Gastric-Intestinal 
Tract  Surgery.” 

Benjamin  G.  Shafiroff, 
M.D.,  Associate  Professor  of 
Clinical  Surgery,  N.Y.U.  Med- 
ical School  discussing;  “Auto- 
nomic Nervous  System  of 
Colon  and  Rectum.” 

E.  A.  Rovenstein,  M.D.,  Pro- 
fessor of  Anesthesia,  N.Y.U. 
Medical  School  discussing; 
“The  Pharmacaecology  of 
Local  Anesthetic  Agents.” 

Frank  L.  Meleny,  M.D., 
Professor  of  Clinical  Surgery, 
College  of  Physicians  and 
Surgeons,  Columbia  Univer- 
sity discussing;  “The  Ration- 
ale for  the  Prophylastic  and 
Therapeutic  Employment  of 
Antibiotics  as  an  Adjunct  to 
Surgery  of  the  Alimentary 
Tract.” 

Other  featured  speakers  in- 
clude; Herman  Steinberg, 
M.D.;  Parker  Vanamee,  M.D.; 
Herbert  S.  Kupperman,  M.D.; 
Arthur  Purdy  Stout,  M.D.; 
Maurice  M.  Richter,  M.D.; 
and  Ernest  W.  Lampe,  M.D. 

The  American  Proctologic 
Society  was  founded  in  1899 
and  now  has  more  than  550 
members,  the  largest  organ- 
ization in  its  specialty  field  in 
the  world.  Its  high  standards 
for  membership  divide  phys- 
icians into  four  categories; 
Affiliate  Members,  Associate 
Fellows,  Fellows  and  Senior 
Fellows.  Outstanding  and 
recognized  ability,  knowl- 
edge and  competence  are  the 
criteria  for  membership. 
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ION  EXCHANGE  RESINS 
IN  COSMETOLOGY 
Harold  S.  Bailey* 


The  use  of  ion  exchange  resins  in  water 
purification  and  softening  is  well-known.  Re- 
cently, cation  and  anion  exchangers  have  been 
added  to  the  new  therapeutic  agents  appear- 
ing on  pharmacy  shelves.  Formulations  of 
these  chemicals  are  being  used  medicinally 
as  antacids  and  in  sodium  reduction  therapy. 
Also,  these  substances  have  found  wide  appli- 
cation in  pharmaceutical  manufacturing  for 
the  purification  of  medicinal  agents. 

A patent  I issued  to  Dr.  Francis  M.  Thurman 
and  assigned  to  the  Rohm  and  Haas  Company, 
makers  of  ion  exchange  resins,  announces  a 
new  pharmaceutical  application  for  these 
chemicals.  Dr.  Thurman  found  that  certain 
ion  exchange  resins  were  effective  in  reduc- 
ing body  odor  and  in  proper  formulation 
could  be  used  as  deodorants. 

In  another  series  of  investigations,  Drs. 
Hatsuo  Nitta  and  Kimio  Ikai^  studied  the 
origins  and  causes  of  odor  as  well  as  the  use 
of  resins  as  a method  for  elimination  of  odor. 

Causes  of  Body  Odor 

In  brief,  it  has  been  found  that  the  lower 
fatty  acids  are  primarily  responsible  for  body 
odor.  These,  chiefly  acids  with  carbon  chain 
values  of  C,  to  Cg,  are  secreted  in  perspiration 
and,  because  they  are  volatile,  are  detected  as 
odor.  Because  normal  human  skin  is  usually 
slightly  acidic,  thanks  to  the  presence  of  lac- 
tic acid,  these  fatty  acids  are  present  in  the 

*Associate  Professor  of  Pharmaceutical  Chemistiy, 
South  Dakota  State  College. 


free  form.  In  addition,  other  substances  which 
are  known  or  suspected  of  contributing  to 
broken  friendships  are  methylamines,  satur-j 
ated  ketones,  indole,  skatole,  methyl  mercap-j 
tan,  ammonia,  urea,  and  hydrogen  sulfide.' 
Some  odors,  also,  are  apparently  caused  by^ 
bacterial  growth,  particularly  in  the  axillary! 
regions  of  the  body.  Here,  bacteria  can  grow 
on  perspiration  and  other  material  sloughed 
from  the  body,  breaking  down  proteins  to 
yield  fats  and  sugars.  A cubic  centimeter  of 
perspiration,  for  example,  has  been  found  to 
contain  100  to  160  micrograms  of  such  amino 
acids  as  isoleucine,  leucine,  lysine,  phenyla- 
lanine, threonine, tryptophane,  tyrosine,  and 
valine. 

The  fatty  acids  found  in  perspiration  and 
other  bodily  wastes  are  presumed  to  arise  in 
the  following  fashion.  Fatty  acids  of  chain 
length  greater  than  10  carbon  atoms  are 
stored  by  the  body  and  used  when  required. 
They  are  converted  to  butyric  acid  by  beta- 
oxidation;  then,  by  further  oxidation,  into 
ketone  bodies  (acetoacetic  acid,  for  example) 
and,  finally,  completely  oxidized  to  carbon 
dioxide  and  water.  Fatty  acids  of  less  than 
10  carbon  atoms  (generally  in  the  4 to  8 car- 
bon atom  range)  are,  however,  not  stored: 
they  are  immediately  oxidized  or  utilized  in 
the  synthesis  of  higher  fatty  acids.  These 
higher  fatty  acids,  unlike  the  stored  acids,  are 
generally  unsaturated  and,  therefore,  more 
active  chemically.  Often,  as  a result,  they  are 
secreted  in  an  incompletely  oxidized  state,  ap- 
pearing as  low  molecular-weight  acids. 


— 134  — 


APRIL  1955 


Early  Work 

The  earliest  work  in  the  utilization  of  ion 
exchange  resins  as  deodorants,  of  course,  was 
carried  out  in  vitro.  The  adsorptive  power  of 
various  resins  for  odoriferous  compounds  was 
first  tested  with  fatty  acids,  ammonia,  and  in- 
dole. Then,  the  deodorizing  effect  was  tested 
with  feces,  urine,  and  osmidrotic  (fetid)  sweat. 
The  ability  of  anion  exchangers  to  adsorb 
fatty  acids,  for  example,  was  determined  by 
preparing  0.01  molar  solution  of  formic  acid, 
acetoacetic  acid,  propionic  acid,  butyric  acid, 
valeric  acid,  and  caproic  acid  (acids  of  chain 
length  greater  than  6 were  omitted  because 
of  their  poor  solubility  in  water),  shaking  10 
milliliters  of  each  with  0.05  to  0.1  grams  of 
various  anion  exchangers.  The  solutions  were 
then  permitted  to  stand  undisturbed  for  a 
specific  interval,  and  the  degree  of  adsorption 
estimated  by  titrating  the  supernatant  liquid. 
As  high  as  96  percent  adsorption  of  formic 
acid  and  85.5  percent  of  caproic  acid,  for  ex- 
ample, were  obtained. 

The  first  in  vivo  experiments  were  carried 
out  with  powdered  ion  exchange  resins, 
simply  dusted  thickly  over  the  axillary  akin. 
Although  combinations  of  powered  anion  and 
cation  exchangers  completely  eliminated 
osmidrotic  odor,  the  deodorizing  effect  was 
not  long-lived  because  of  the  loss  of  powder. 
Various  vehicles  for  the  powders  were  then 
prepared,  using  the  following  combinations  of 
exchangers:  Amberlite  resins  IRA-411  (a 
strongly  basic  anion  exchanger)  and  XE-64 
(a  weakly  acidic  cation  exchanger),  Amberlite 
IRA-410  (a  strongly  basic  anion  exchanger 
and  IR-112  (a  strongly  acidic  cation  exchan- 
ger), Amberlite  resins  IRA-411  and  IR-112, 
and  Amberlite  resins  IRA-410  and  XE-64.  The 
resins  made  up  approximately  20  percent  of 
the  formulations.  The  effectiveness  of  various 
preparations  is  illustrated  in  Table  I,  where  A 
indicates  lack  of  odor,  B slight  odor,  and  C 
definite  odor. 

Formulation 

From  the  data  in  Table  I,  it  is  obvious  that 
preparations  2,  5,  and  6 were  the  most  effec- 
tive. The  general  conclusions  which  may  be 
drawn  from  the  experimental  data  are  these: 

1.  Non-ionic  surface  active  agents  are 
suitable  for  use  in  vehicles  for  the  ion 
exchange  resins,  and 

2.  Hydrophilic  vehicles  are  superior  to 


hydrophobic  vehicles,  provided  that 
the  vehicle  is  non-ionic  in  nature. 

TABLE  I — Deodorizing  Effect  of  Various 
Preparations  of  Ion  Exchange  Resins, 
Spring  Season 

Axillary  Odor, 
Hours  After 
Application 


(1) 

White  petrolatum 

12 

A- 

24  48 

B C 

72 

C 

(2) 

Polyethylene  glycol  ointment 

A 

A-  B- 

C 

(3) 

Polyethylene  glycol. 

A- 

B 

C 

c 

(4) 

monostearate 

Tween  80,  Span  80 

A- 

B 

C 

c 

(5) 

White  petrolatum,  Stearyl 

A 

A-  B- 

c 

(6) 

alcohol,  tween,  span 

Methyl  cellulose 

A 

A-  B- 

c 

These  points  are  considered  in  Dr.  Thur- 
mon’s  patent.  The  base  or  vehicle  should  pre- 
ferably be  hydrophilic,  and  may  be  aqueous 
cream,  aqueous  paste,  or  ointment  base  in 
which  the  external  phase  is  water.  The  prep- 
aration may  thus  vary  considerably  in  con- 
sistency, and  can  be  applied  by  daubing  or 
smearing.  An  ethanolamine  soap,  glycerol 
monolaurate,  glycol  monolaurate,  glycerol 
monostearate,  a polyglycerol-oleic  acid  con- 
densate, a polyethexanol,  or  other  suitable 
substance  may  be  used  as  dispersing  or  emul- 
sifying agent.  In  conjunction  with  the  vehicle 
and  dispersant,  solutions  or  inert  thickening 
agents  — cellulose  ethers,  polyethylene  gly- 
cols, and  gums,  for  example  — may  be  em- 
ployed. Also  the  aqueous  base  may  contain 
compounds  which  serve  as  humectants  and 
softeners  such  as  glycerine,  ethoxyethoxy- 
thanol,  and  sorbitol.  Perfumes  and  preserva- 
tives may  be  added  as  well. 

Anli-perspirant 

By  incorporating  the  aluminum  salt  of  an 
organic  acid  in  the  formulation,  the  deodorant 
preparation  may  be  also  anti-perspirant. 
Heretofore,  aluminum  salts  which  were  used 
were  relatively  ineffective  salts  of  weak  acids 
or  quite  effective,  but  also  often  irritating 
and  fabric-damaging  salts  of  strong  acids. 
When,  however,  the  aluminum  salt  of  a weak 
organic  acid  is  included  in  the  formulation  for 
a deodorant  based  on  ion  exchange,  a definite 
reaction  takes  place  between  the  aluminum 
salt  and  the  cation  exchanger.  The  aluminum 
ions  in  the  vicinity  of  the  resin  particles  act 

(Continued  on  Page  137) 
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ANIMAL  HEALTH  PHARMACY* 
Part  IV 

Kennelh  Redman,  Ph.D.** 

The  Morphology  of  Insects 


A basic  but  not  necessarily  minutely  de- 
tailed knowledge  of  the  morphology  of  in- 
sects is  necessary  to  recognize  them.  Recog- 
nition of  the  various  kinds  of  insects  is  neces- 
sary to  properly  control  them.  Much  time  and 
money  has  been  wasted  in  trying  to  control 
insects  whose  identity  was  not  known.  It  is 
especially  important  to  know  and  distinguish 
the  more  common  chewing  and  piercing- 
sucking insects.  It  would  be  futile,  for  in- 
stance, to  try  to  control  a piercing-sucking  in- 
sect with  a stomach  poison  type  of  insecticide 
because  the  insect’s  proboscis  would  merely 
pass  through  the  insecticide  with  no  appre- 
ciable poisoning.  Other  variations  in  insect 
mouth  parts  include  the  spongy  type  of  pro- 
boscis in  the  housefly,  the  rasping-sucking 
mouth  parts  of  thrips,  the  anchoring  mouth 
parts  of  ticks,  and  the  biting-sucking  mouth 
parts  of  stable  flies. 

The  most  distinctive  characteristic  of  true 
insects  is  their  three  pairs  of  legs.  Other 
characteristics  include  one  pair  of  antennae 
and  three  body  divisions,  the  head,  thorax  and 
abdomen.  Insects  have  an  exo-skeleton,  that 
is  a skeleton  on  the  outside  of  their  body,  in- 
stead of  bones  as  in  the  higher  orders  of 
animals. 

The  large  number  of  known  kinds  of  insects 

*The  fourth  of  a series  of  articles  concerning  the 
role  of  the  pharmacist  in  the  field  of  animal 
health. 

**Professor  and  Head  of  the  Department  of  Phar- 
macognosy, Division  of  Pharmacy,  South  Dakota 
State  College. 


Fig.  1,-  A,  head  of  grasshopper  with  chewing 
mouth  parts. 

B,  head  of  a flea  with  piercing-fluclclng 
mouth  parts. 

The  Classification  of  Insects 

makes  it  necessary  to  have  some  system  of 
classification  for  identification.  Thus,  insects 
with  certain  characteristics  may  be  placed  in 
related  groups,  and  their  morphology  is  the 
universally  accepted  chief  basis  for  classifica- 
tion. The  largest  groups  of  insects  are  known 
as  orders  of  which  there  are  about  25.  Orders 
that  include  some  of  our  more  common  insects 
are: 

Thysanura,  chewing  insects  without  wings. 
Example:  silverfish. 

Orfhopfera,  chewing  insects  with  two  pairs 
of  wings  mostly.  Examples:  cockroaches, 
grasshoppers,  crickets  and  katydids. 

Homoptera,  piercing-sucking  insects  with 
four  wings  or  none.  Examples:  leafhoppers, 
scale  insects,  aphids,  and  cicadas. 
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[ Hemiptera.  true  bugs  with  piercing-sucking 
j mouth  parts  and  two  pairs  of  wings.  The  fore- 
' wings  are  partly  coriaceous  and  partly  mem- 
' branous.  Examples:  bed  bugs,  stink  bugs, 
, chinch  bugs,  squash  bugs,  and  coccus. 

Coleoptera.  beetles  and  weevils  with  chew- 
j ing  mouth  parts  and  the  front  wings  special- 
ized as  shields.  The  largest  order  of  insects 
I with  many  destructive  species.  Examples: 
: grain  beetles,  Japanese  beetles,  Colorado 
i potato  beetles,  wireworms,  and  white  grubs. 

Lepidoptera,  moths,  millers,  and  butterflies 
with  siphoning  mouth  parts,  or  wanting,  and 
scaly  wings.  The  larvae  are  caterpillars  with 
; chewing  mouth  parts  and  are  great  pests. 
I Examples:  armyworms,  cutworms,  European 
corn  borers,  peach  tree  borers,  and  clothes 
: moths. 

[ Hymenoptera,  bees,  ants,  sawflies,  wasps, 
etc.,  with  chewing  or  chewing  and  lapping 
mouth  parts  and  four  membranous  wings  and 
[ high  social  organization.  Examples:  honey 
bees,  and  wasps,  house  ants,  and  wheat  stem 
sawflies. 

* Diptera,  gnats,  flies,  and  mosquitoes  with 
I piercing-sucking  or  sponging  mouth  parts  and 
one  pair  of  wings  evident  for  flight.  Ex- 
I amples:  Hessian  flies,  screw-worm  flies,  horse 
I bots,  mosquitoes,  cabbage  maggots,  and  house 
flies. 

Siphonapiera.  fleas  with  piercing-sucking 
mouth  parts  and  no  wings.  Examples:  cat, 
dog,  rat,  and  human  fleas. 

f The  Reproduction  and  Growth  of  Insects 

As  with  all  other  animals,  insects  develop 

I from  a single  cell  known  as  an  egg.  Usually 
the  egg  is  fertilized  with  a sperm  cell.  There 
are  exceptions  to  this  known  as  parthenogen- 
isis.  In  the  case  of  bees,  unfertilized  females 
produce  only  males  (drones).  Aphids  may 
reproduce  parthenogenically  for  several  gen- 
erations and  finally  sexually  to  produce  a 
winged  generation  for  dissemination.  Most 
insects,  as  grasshoppers  and  flies  lay  eggs 
i which  eventually  hatch  young,  but  some  fe- 
! male  insects,  as  coccus,  give  birth  to  young. 

Ametabola.  The  insect  young  generally  go 
i through  a complicated  series  of  stages  of 
' growth.  In  a few  cases  (silverfish,  bristletails, 
etc.)  the  young  insects  resemble  the  adults 


and  they  merely  go  through  several  stages  of 
molting  in  growing.  This  is  known  as 
ameiabola  (without  change). 

Mefabola  or  metamorphosis.  The  young  of 
most  insects  differ  so  greatly  from  the  adults 
that  they  would  not  be  recognized  by  the  un- 
untrained  individual;  indeed  entomologists 
are  still  unfamiliar  with  the  various  forms  of 
many  insects. 

There  are  two  main  processes  of  metamor- 
phorsis. 

1.  Paurometabola  refers  to  small  or  slight 
change  from  one  stage  of  growth  to  another, 
often  with  the  acquisition  of  wings.  The 
young  are  called  nymphs;  grasshoppers,  cock- 
roaches, termites,  leafhoppers,  and  aphids  be- 
long to  this  group. 

2.  Holometabola  refers  to  complete  change, 
in  which  the  egg  hatches  larva,  the  larva 
molts  many  times  and  then  passes  into  the 
pupa  stage.  The  pupa  brings  about  great 
change  and  molts  to  form  the  adult.  Beetles, 
moths,  butterflies,  weevils,  ants,  bees,  flies, 
mosquitoes,  and  wasps  have  this  complete 
metamorphosis. 


ION  EXCHANGE— 

(Continued  from  Page  135) 
as  free  aluminum  ions,  yet  without  the  irritat- 
ing effects  of  soluble  aluminum  salts  of  strong 
acids.  The  carboxylic  resins  supply  hydrogen 
ions  within  the  sphere  of  influence  of  each 
particle,  thus  providing  some  of  the  action  of 
strong  acids,  but  without  their  undesirable 
effects.  Strips  of  cotton  cloth  rubbed  with  a 
deodorant  and  anti-perspirant  formulation 
based  on  ion  exchange  resins  and  aluminum 
salts  have  been  stored  for  as  long  as  two 
weeks  without  significant  loss  in  tensile 
strength. 

The  use  of  ion  exchange  resins  as  deodor- 
ants and  anti-perspirants  are  but  examples 
of  the  wide  potential  use  of  ion  exchange 
resins  in  topical  applications. 
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METICORTEN  TABLETS 

Description:  Tablets  of  Metacortandracin,  1, 
4-pregnadiene-17a,  21-diol-3,  11,  20-trione. 

Action:  Anti-inflammatory  and  antirheu- 
matic. 

Indications:  A new,  and  highly  potent  cor- 
tisone-like steroid  having  powerful  anti- 
inflammatory action,  Meticorten  is  recom- 
mended for  palliative  treatment  of  rheuma- 
toid arthritis.  While  initial  clinical  inves- 
tigations confirm  the  therapeutic  value  in 
the  fields  of  rheumatology  and  intractable 
asthma,  it  may  be  presumed  that  other  clin- 
ical investigations  with  this  new  steroid 
will  prove  to  be  of  value  in  rheumatic  fever, 
nephrosis,  intractable  allergies,  and  dissem- 
inated lupus  erythematosus. 

Dosage:  An  average  of  20  to  30  mg.  a day  is 
gradually  reduced  by  IVz  to  5 mg.  until 
maintenance  dosage  of  5 to  20  mg.  daily  is 
reached,  usually  by  the  14th  day.  The  total 
24-hour  dose  should  be  divided  into  4 parts, 
administered  after  meals  and  at  bedtime. 
Patients  may  be  transferred  directly  from 
hydrocortisone  or  cortison  to  Meticorten 
without  difficulty. 

How  Supplied:  5 mg.,  half-scored,  tablets  in 
bottles  of  30. 

Source:  Sobering  Corporation. 

TRI-SYNAR 

Description:  Tri-synar,  a parasympathetic 
sedative  and  smooth  muscle  relaxant  using 
the  principle  of  triple  synergism  for  control 
of  spasm.  Each  Tri  Synar  tablet  contains: 

Powdered  Extract  of  Belladonna 

4.1  mg. 

Phenyltoloxamine  dihydrogen  citrate 

20.0  mg. 


Ethaverine  Hydrochloride 

20.0  mg. 

The  belladonna  is  equivalent  to  2.5  minims 
of  tincture  of  belladonna. 


Action:  Tri-Synar,  through  triple  synergism, 
makes  possible  powerful  parasympathetic 
sedation  with  only  a fraction  of  the  custom- 
ary dose  of  belladonna.  None  of  its  three 
components  produces  an  appreciable  effect 
when  given  alone  in  the  doses  used.  Sim- 
ilarly, ethaverine  added  to  belladonna  pro- 
duces a negligible  effect,  while  phenyl  tolox- 
amine  dihydrogen  citrate  added  to  bella- 
donna gives  a definite  but  moderate  effect. 
However,  all  three  given  together  produce 
a profound  effect — 100%  protection  against 
experimentally  induced  spasm.  ^ 


Thus  there  is  a three-way  attack  on  spasrri 
of  smooth  muscle  — musculotropic,  anti-| 
cholinergic  and  antihistaminic.  At  the  same 
time,  the  small  quantities  of  each  drug  used 
protect  the  patient  against  toxicity;  drows-i 
iness  is  infrequent.  Belladonna  side  actions 
are  seldom  encountered  with  Tri-Synar  — ^ 
only  mild  dryness  of  the  mouth  has  been' 
noted  to  date.  I 

Indications:  By  reason  of  its  effect  on  smootm 
muscle  spasm,  Tri-Synar  is  indicated  inj 
such  conditions  as  spastic  colitis,  epigastri^ 
distress,  peptic  ulcer  (as  adjunctive  ther^ 
apy),  spastic  constipation;  biliary  syndrome 
(dyskinesia,  cholecystitis);  primary  dys^ 
menorrhea,  the  vomiting  of  pregnancy,  dy^ 
suria  and  mild  ureteral  spasm. 


Dosage:  In  most  patients  three  or  four  tablets 
a day;  in  more  severe  cases,  two  tablets 
t.i.d.;  usually  before  meals.  For  primarj^ 
dysmenorrhea  the  drug  is  administered  on 
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the  day  of  expected  difficulty. 

Caution:  The  usual  precautions  for  antihis- 
taminics  are  recommended. 

Undue  sedation,  however,  is  rarely  noted. 

How  Supplied;  In  bottles  of  100  tablets. 

Source:  Armour  Laboratories. 

ACHROMYCIN  PHARYNGETS  AND 
TROCHES 

Description:  Each  Pharyget  or  Troche  con- 
tains 15  mg.  of  Achromycin  HCl. 

Indications;  These  two  preparations  are  de- 
signed to  dissolve  slowly  in  the  mouth,  pro- 
viding lasting  therapeutic  salvia  concentra- 
tions of  the  broad  spectrum  antibiotic.  In- 
dicated in  controlling  superficial  infections 
of  the  mouth  and  throat. 

How  Supplied:  Achromycin  Troches  are  pep- 
permint flavored  and  packaged  in  bottles  of 
25  and  250. 

Achromycin  Pharyngets  are  cherry  flav- 
ored, individually  wrapped  in  cellophane, 
and  foil  covered  in  boxes  of  ten. 

FLAXEDIL 

Description:  A new  formulation  of  Flaxedil 
Gallamine  triethiodide,  a synthetic  curare- 
like compound,  facilitating  its  administra- 
tion in  anesthesia. 

Indications:  In  the  new  potency  of  100  mg.  per 
cc.,  Flaxedil  can  be  mixed  with  sodium  pen- 
tothal  without  unnecessary  addition  to  the 
liquid  content  of  the  intravenous  medica- 
tion. 

Flaxedil  is  a potent  drug  that  possesses 
all  the  advantages  of  natural  curare,  but  is 
easier  to  administer  and  much  freer  from 
disturbing  reactions.  It  relaxes  muscles  by 
blocking  the  transmission  of  nerve  impulses 
from  nerve  endings  to  skeletal  muscles.  The 
drug  allows  the  administration  of  smaller 
amounts  of  general  anesthesia,  and  by  per- 
mitting the  surgeon  freedom  of  action  in 
the  manipulation  of  skeletal  muscles  and 
viscera,  increases  the  speed  with  which 
operative  procedures  may  be  completed. 

How  supplied:  Flaxedil  is  supplied  in  pack- 
ages of  6 and  25  — 1 cc.  ampuls,  100  mg.  per 
cc.;  and  vials  of  10  cc.,  20  mg.  per  cc. 

Source;  Lederle  Laboratories. 

NEW  SANDRIL  PRODUCTS 

Description:  Sandril  (Reserpine,  Lilly)  is  now 
offered  in  an  elixir  and  two  new  tablet 
strengths. 

Indications:  Besides  providing  great  flexibil- 
ity in  dosage.  Elixir  ‘Sandril’  meets  the 


preference  of  some  patients  for  a liquid 
form. 

In  pediatrics,  the  physician  may  prescribe 
the  palatable  elixir  to  assist  in  the  control 
of  highly  excitable  or  obstreperous  children 
or  to  provide  a calming  effect  for  behavior 
problem  children  in  institutions. 

Geriatric  patients  often  prefer  liquid 
medication  to  tablets  or  pulvules;  so  Elixir 
Sandril’  probably  will  be  used  extensively 
in  this  field. 

Lilly  is  adding  an  orange-colored  0.1  mg. 
tablet  and  a yellow  1.0  mg.  tablet  to  give 
greater  latitude  to  the  physician  in  adjust- 
ing dosage. 

Some  hypertensives  require  smaller 
maintenance  doses  than  the  0.25  mg.  tablet. 
For  these  the  0.1  mg.  tablet  is  provided. 

The  1.0  mg.  tablet  is  a convenient  strength 
for  use  in  neuropsychiatry,  where  daily 
dosages  may  exceed  4 milligrams,  and  in 
the  treatment  of  some  hypertensives  who 
require  at  least  one  milligram  a day. 

How  Supplied:  Elixir  ‘Sandril’  comes  in  pint 
bottles.  The  two  tablet  strengths  are  pro- 
vided in  bottles  of  100  and  1,000,  although 
the  yellow  1.0  mg.  tablet  is  available  in  the 
1,000’s  only  on  third-party  orders. 

Source:  Lilly. 

VI-DAYLIN  DROPS 

Description:  A citrus-flavored  mixture  of 
seven  vitamins  in  concentrated  form  for 
infant  dosage.  Each  0.6  cc.  contains  Vitamin 
A,  500  USP  units;  Vitamin  D,  1000  USP 
Units;  Thiamine  HCl,  1.5  mg.;  Riboflavin, 
1.2  mg.;  Pyridoxine  HCl,  0.5  mg.;  Ascorbic 
Acid,  50  mg.;  and  nicotinamide,  10  mg. 

Indications:  Intended  as  daily  vitamin  supple- 
ment, the  drops  mix  readily  in  formula, 
fruit  juices  and  cereals.  A dropper  cali- 
brated in  0.3  cc  and  0.6  cc  is  provided. 

How  Supplied;  Calibrated  dropper  bottles  of 
15  cc  and  30  cc. 

Source:  Abbott  Laboratories. 

LIQUID  BARDASE 

Description:  Each  4 cc.  of  Liquid  Bardase  con- 
tains 1/4  grain  phenobarbital,  2V2  grains 
Taka-Diastase,  0.1  mg.  hyoscyamine  sulfate, 
0.007  mg.  hyoscine  (scopolamine)  hydro- 
bromide, and  0.02  mg.  of  atropine  sulfate. 

Action  and  Indications:  Liquid  Bardase  may 
be  used  for  treatment  of  irritable  colon,  ul- 
cerative colitis,  peptic  ulcer,  genitourinary 
disturbances  and  dysmenorrhea. 


— 139  — 


SOUTH  DAKOTA 


The  product  combines  the  anticholinergic 
activity  of  belladonna  alkaloids,  the  se- 
dative action  of  phenobarbital  and  the  en- 
zymatic properties  of  Tako-Diastase,  the 
company  said. 

The  belladonna  alkaloids  decrease  motor 
activity  of  the  intestinal  tract  and  the  secre- 
tory and  motor  activity  of  the  stomach, 
while  the  phenobarbital  partially  blocks 
impulses  from  the  high  brain  centers  that 
pass  through  the  hypothalamus  to  the  stom- 
ach. Taka-Diastase  predigests  starches  be- 
fore they  reach  the  small  intestine. 

Dosage:  The  recommended  dosage  is  one  or 
two  teaspoonfuls  of  Liquid  Bardase,  three 
times  daily,  depending  upon  the  patient. 

How  Supplied:  Pint  and  gallon  bottles. 

Source:  Parke-Davis  and  Company. 

THORAZINE  HCL  SYRUP 

Description:  A syrup  prepared  especially  for 
pediatric  and  geriatric  thorazine  medica- 
tion. Each  5 cc.  contains  10  mg.  of  chlor- 
promazine  HCL 

Indications:  Three  principal  uses  for  the  prep- 
aration are  (1)  in  the  control  of  severe 
nausea  and  vomiting,  (2)  the  management 
of  hyperactive,  severely  disturbed,  or  manic 
children  and  (3)  the  relief  of  intractable 
pain. 

Dosage:  ‘Thorazine’  Syrup  should  be  admin- 
istered on  the  basis  of  0.25  mg.  per  lb.  of 
body  weight,  and  given  q4-6h  until  symp- 
toms are  controlled. 

In  psychiatric  conditions,  it  may  be  neces- 
sary to  use  considerably  higher  doses  in 
treating  extremely  hyperactive  or  manic 
children.  For  exam.ple,  some  investigators 
have  used  as  high  as  50-100  mg.  (5-10  tea- 
spoonfuls) per  day  or  more  to  quiet  severely 
disturbed,  unmanageable  pediatric  cases. 

When  ‘Thorazine’  is  given  concurrently 
with  analgesics,  sedatives  or  narcotics  for 
the  relief  of  pain,  the  dosage  of  such  agents 
should  first  be  reduced  to  V4  or  at  least  to 
1/2.  In  most  patients  with  pain,  ‘Thorazine’ 
may  be  started  as  low  as  10  mg.  orally  t.i.d. 
If  satisfactory  analgesia  is  not  achieved, 
the  dosage  of  either  ‘Thorazine’  or  the  con- 
comitant agents  should  be  increased  until 
relief  is  obtained. 

If  the  dose  of  ‘Thorazine’  Syrup  can  be 
retained  by  the  patient  for  as  long  as  15-20 
minutes,  the  drug  can  be  expected  to  exert 
its  antiemetic  effect. 


Contraindications:  In  comatose  states  due 
to  central  nervous  system  depressants 
(alcohol,  barbiturates,  opiates,  etc.),  and  also 
in  patients  receiving  large  doses  of  barbit- 
urates or  narcotics. 

How  Supplied:  Because  it  is  light-sensitive, 
the  syrup  comes  in  specially  coated  4 oz. 
bottles  to  preserve  stability.  It  is  important 
that  ONLY  the  original  4 oz.  bottle  be  dis- 
pensed on  prescription  for  that  reason. 

Source:  Smith,  Kline  and  French  Labora- 
tories. 

MYSTECLIN 

Description:  Mysteclin  is  a combination  of 
two  antibiotics  — tetracycline  for  broad 
spectrum  antibacterial  therapy,  and  ny- 
statin for  effective  antifungal  prophylaxis. 
Each  capsule  contains  250  milligrams  of 
tetracycline  hydrochloride  and  250,000  units 
of  nystatin. 

Action  and  Indications:  The  antibacterial 
action  of  tetracycline  resembles  that  of 
oxytetracycline  and  chlortetracycline. 

Nystatin  inhibits  or  kills  all  species  of 
fungi  and  yeasts  tested,  except  actino- 
mycetes.  Against  Candida  albicans  (Mon- 
ilia), 1 unit  or  less  per  milliliter  is  effective. 
It  is  inactive  against  bacteria. 

In  vitro  and  in  vivo,  the  antibacterial 
spectrum  of  Mysteclin  resembles  that  of 
other  broad  spectrum  antibiotics.  It  is 
recommended  for  infections  caused  by  most 
gram-positive  and  gram-negative  bacteria, 
various  Rickettsiae,  certain  large  viruses, 
and  Endamoeba  histolytica.  Because  of  its 
broad  antibacterial  spectrum,  it  is  particu- 
larly useful  in  the  treatment  of  mixed  in- 
fections. 

Mysteclin  not  only  provides  broad  spec- 
trum antibiotic  therapy  but  also  prevents 
fungal  overgrowth,  particularly  moniliasis, 
in  the  intestinal  tract. 

Dosage:  The  suggested  minimum  adult  dosage 
of  Mysteclin  is  4 capsules  per  day.  Higher 
doses,  such  as  8 capsules  per  day,  may  be 
required  for  severe  infections  or  for  pa- 
tients who  do  not  respond  to  the  smaller 
dosage.  Treatment  should  generally  con- 
tinue for  24  to  48  hours  after  symptoms  and 
fever  subside. 

Prolonged  treatment  is  sometimes  re- 
quired; subacute  bacterial  endocarditis  may 
require  one  or  more  courses  each  lasting  6 
to  8 weeks,  and  staphylococcal  infections 
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i several  courses  each  of  10  to  14  days.  A rest 
period  of  several  days  may  follow  each 
course. 

Dosage  for  children  should  be  based  on 
the  tetracycline  content  of  Mysteclin  so  as 
to  supply  10  mg.  of  tetracycline  a day  per 
pound  of  body  weight. 

;How  Supplied:  Bottles  of  12  and  100. 

Source:  E.  R.  Squibb. 

CORTICLORON  NASAL  SPRAY 

Description:  A nasal  spray  of  Cortisone  ace- 
tate 0.5%  (5  mg.)  and  Chlor-Trimeton  glu- 
conate (chlorprophenpyridamine  gluconate) 
0.3%  (3  mg.). 

Action:  Anti-inflammatory  and  antiallergic. 

Indications:  For  the  relief  of  nasal  symptoms 


associated  with  hay  fever,  or  for  other  aller- 
gic conditions  of  the  nose.  Providing  rapid 
and  prolonged  relief  without  rebound  en- 
gorgement even  for  the  refractory  patient, 
the  average  duration  of  effect  is  from  two 
to  six  hours  and  in  some  instances  a longer 
duration  of  action  has  been  reported.  Cor- 
ticloron  Nasal  Spray  is  safe  for  hyperten- 
sives, cardiacs  and  ephedrine-sensitive  pa- 
tients. 

Dosage:  Spray  one  or  two  times  in  each  nos- 
tril at  3-or  4-hour  intervals. 

How  Supplied:  15  cc.  plastic  squeeze  bottle, 
box  of  1.  Convenient  purse  or  pocket  size 
bottle. 

Source:  Sobering  Corporation. 


— ATTENTION  — 

South  Dakota  State  Pharmaceutical  Ass’n 

CONVENTION 
June  26,  27,  28 
Huron,  South  Dakota 


Headquarters 
Marvin  Hughitt  Hotel 

MAKE  YOUR  RESERVATIONS  NOW! 
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(Continued  from  Page  120) 
solution  would  be  to  end  eligibility  for  non- 
service-connected care  three  years  after 
separation  from  service.  The  Task  Force  de- 
clared that  “the  very  normal  incident  of  ful- 
filling the  duties  required  of  every  citizen” 
should  not  entitle  part  of  the  population  to 
lifelong  medical  care.  The  three-year  limit, 
according  to  the  Task  Force,  would  reduce 
the  potential  VA  patient  from  17.5  million  to 
3 million,  at  an  annual  saving  of  $150  million. 
The  Commission  would  not  go  along  with  this 
on  the  theory  that  “the  sentiment  of  the 
American  people  is  that  a sick  and  really  in- 
digent veteran  should  be  provided  care  in 
VA  hospitals.”  Instead  it  recommended  that: 

(1)  the  inability-to-pay  statement  for  non- 
service care  be  “subject  to  verification,”  (2) 
a veteran  assume  an  interest-free  liability  to 
pay  for  such  care  at  some  future  date  “if  he 
can  do  so,”  (3)  the  VA  close  down  20  hospitals, 
mostly  general  medical  and  surgical,  (4)  out- 
patient care  be  furnished  indigent  veterans 
with  non-service  disabilities,  and  (5)  all  vet- 
erans laws  be  brought  together  into  a single 
code. 

The  American  Legion  labeled  the  Hoover 
Commission  recommendations  as  “heartless,” 
and  “unworthy  of  serious  consideration  by  in- 
formed people.”  Through  Secretary  and  Gen- 
eral Manager  George  F.  Lull,  the  American 
Medical  Association  made  these  points:  (1) 
closer  screening  of  financial  statements  al- 
ready has  proved  to  be  effective,  (2)  rejecting 
the  Task  Force  plan  for  a three-year  cutoff 
while  offering  outpatient  care  would  sky- 
rocket costs  and  defeat  the  commission’s  goal 
of  eliminating  wasteful  spending  and  un- 
necessary instruction  by  the  government  in 
private  affairs. 

The  Commission  has  other  equally  import- 
ant, if  not  as  controversial,  proposals.  Among 
them  are: 

Closing  down  of  general  medical  hospitals  of 
the  Public  Health  Service,  elimination  of  free 
medical  care  for  merchant  seamen,  extension 
of  contributory  health  insurance  to  military 
dependents  and  other  U.  S.  beneficiaries  along 
lines  of  the  proposed  program  for  federal 
civilian  employees,  regionalization  of  military 
hospitals  with  one  department  in  command 
of  all  hospitals  in  each  area,  creation  of  a 


Federal  Advisory  Council  of  Health  with 
physician  and  lay  members  who  would  ad- 
vise the  President  on  both  governmental  and 
national  health  problems,  and  creation  of  a 
National  Medical  Library  out  of  the  present 
Armed  Forces  Medical  Library.  Copies  of 
both  Commission  and  Task  Force  reports  are 
available  at  the  Government  Printing  Office, 
Washington  25,  D.C. 

Secretary  Hobby  of  the  Department  of 
HEW,  testifying  on  all  the  administration’s 
proposals,  opened  a series  of  health  hearings 
before  the  House  Interstate  and  Foreign  Com- 
merce Committee.  Pressed  to  make  a choice, 
she  indicated  that  the  two  most  important 
parts  of  the  six-part  omnibus  health  bill  were 
reinsurance  of  health  plans  and  federal 
guarantee  of  mortgages  for  health  facilities. 

But  the  committee  decided  that  first  pri- 
ority should  go  to  mental  health  proposals. 
Accordingly  the  following  week  it  started 
hearings  on  that  part  of  the  omnibus  bill  call- 
ing for  a 5-year  program  of  grants  to  states 
for  mental  health  projects.  Also  before  the 
committee  was  the  chairman’s  bill  for  a na- 
tional study  of  mental  illness  problems,  to  be 
financed  by  the  U.  S.  but  conducted  by 
private  groups. 

Holding  priority  on  the  Senate  side  was  leg- 
islation for  a 5-year,  $250  million  program  for 
aid  to  medical  schools,  sponsored  by  Chair- 
man Hill  of  the  Labor  and  Public  Welfare 
Committee. 
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I In  very  special  cases 

I A very 

I superior  Brandy 


I SPECIFY  ★ ★ ★ 


= THE  WORLDS  PREFERRED  COGNAC  BRANDY  5 
H 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  s 
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ATTENTION  PHARMACISTS 

This  is  an  Invitation 
to  You! 

Attend  Your  State  Pharmaceutical 
Convention  in  Huron 
June  26,  27,  28 

This  is  your  opportunity  to 
receive  more  scientific  ed- 
ucation, so  that  you  may 
better  your  service  to  the 
public. 

Don’t  Delay  Making  Reservations 
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Students  Visit 
Eli  Lilly  and  Company 


Senior  students  of  the  South  Dakota  State  College 
Division  of  Pharmacy  visited  Eli  Lilly  and  Company  March 
7-9.  While  guests  of  Lilly’s  they  inspected  the  Lilly  Research 
Laboratories  and  toured  pharmaceutical,  biological,  and  anti- 
biotic production  facilities. 

Representing  the  faculty  with  the  group  was  Dr.  Guil- 
ford C.  Gross.  He  and  his  wife  are  the  second  couple  from 
the  right  in  the  first  row. 

Included  among  the  students  were  the  following  senior 
class  officers  (all  in  first  row):  Ivan  Madsen  (fourth  from 
left),  president;  Leon  Pfotenhauer  (third  from  left),  vice- 
president;  and  Ron  Harrison  (fifth  from  left),  treasui'er. 

Special  guests  with  the  group  were  W.  H.  Patt,  M.D.,  and 
Mrs.  Patt  (couple  at  extreme  right  of  first  row),  of  Brookings. 

G.  M.  Gibson,  Lilly  representative  in  Sioux  Falls,  accom- 
panied the  group  to  Indianapolis.  He  appears  at  the  extreme 
left  of  the  first  row. 


OFFICERS  NAMED  FOR 
NEW  PHARMACY 
ORGANIZATION 

Hildegarde  Skage  of  Tor- 
onto has  been  named  to  head 
the  slate  of  officers  elected 
by  Galen  Society,  newly 
formed  organization  of  wo- 
men pharmacy  students  at 
South  Dakota  State  College. 

Other  officers  are  vice- 
president,  Marlene  von 
Fischer,  Springfield,  Minn., 
secretary-treasurer,  Corinne 
Peterson,  Viborg. 

Galen  Society,  organized 
recently  at  State  College,  is 
open  to  all  women  pharmacy 
students  who  maintain  a “C 
average”  in  their  courses. 
Professor  and  Mrs.  Guilford 
C.  Gross  are  faculty  spon- 
sors for  the  group.  Gross  is 
head  of  the  department  of 
pharmacology  in  the  phar- 
macy division. 


PHARMACY  DIVISION 
OPEN  HOUSE  HELD 

An  open  house  was  held 
Tuesday  March  1 by  the 
pharmacy  division  at  South 
Dakota  State  College.  Ap- 
proximately 250  college  fac- 
ulty members  were  shown 
the  newly  equipped  and  en- 
larged quarters. 

Work  on  the  renovation  of 
pharmacy  facilities  is  nearly 
completed  with  the  division 
now  occupying  about  25,000 
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square  feet  of  space  on  the 
jfirst  floor  of  the  Administra- 
!tion  building. 

Previously,  February  22,  an 
npen  house  was  held  for  the 
ipublic.  About  100  persons 
i were  given  guided  tours  of 
; [the  pharmacy  laboratories.  In 
! each  laboratory,  students 
gave  an  explanation  of  the 
I work  taught.  This  open  house 
[was  the  first  opportunity  for 
Ithe  public  to  observe  the 
ilaboratories  and  research 
[equipment  of  the  pharmacy 
[division. 



K 

li(  EDGAR  SCHMIEDT 
[ DONATES  SCHOLARSHIP 

I A tuition  scholarship  was 
donated  to  the  pharmacy  di- 
jvision.  South  Dakota  State 
[College  by  Edgar  Schmiedt 
bf  Centerville,  S.  Dak. 

I The  scholarship  will  pro- 
ivide  a year’s  tuition  to  a 
[worthy  student  for  the  1955- 
[56  school  year. 

This  is  the  second  year  that 
[the  owner  of  the  Schmiedt 
Rexall  Drug  in  Centerville 
has  provided  the  means 
iwhereby  a needy  student 
may  obtain  help. 


[ S.  D.  ACADEMY  OF 
SCIENCE  TO  MEET 

[ The  Fortieth  Annual 
i Meeting  of  the  South  Dakota 
Academy  of  Science  will  be 
[held  May  6-7,  according  to  an 
f announcement  by  Dr.  Harlan 
iKlug,  President.  Following 
lithe  custom  of  rotating  the 
[meeting  place  at  various 
' South  Dakota  institutions, 
this  year  the  Academy  will 
meet  at  South  Dakota  State 
i College,  Brookings.  Rooms 
; have  been  reserved  at  both 
the  Union  Building  and  Agri- 
j cultural  Hall  for  the  presen- 
I tation  of  papers,  business 
I meetings  and  the  banquet  . 


In  addition.  Dr.  Klug  said 
the  Junior  Academy  will  hold 
its  meetings  concurrently 
with  the  parent  organization. 
The  Junior  Academy  is  com- 
posed of  those  students  of 
high  school  and  junior  col- 
lege age  who  have  shown  in- 
terest in  science. 

A feature  of  the  Junior 
Academy  meeting  is  the  pre- 
sentation of  science  projects 
by  members. 


DISEASE  TRENDS  AND 
WEATHER  FORECASTS 

A weather  forecasting  and 
disease  trend  service  for 
physicians  is  now  being 
mailed  to  them  monthly  by 
Bristol  Laboratories.  Named 
The  Bristol  Weathervane,  the 
six-page  folder  stresses  the 
expected  incidence  of  import- 
ant epidemic  diseases  for  the 
coming  months,  basing  the 
projections  on  the  year’s 
trend  and  history  for  other 
years. 

The  weather  forecasts,  spot- 
lighting temperature  and 
precipitation  expectation  for 
the  following  month,  also  in- 
clude predictions  for  the  next 
two  months.  The  incidence  of 
diseases  such  as  whooping 
cough,  measles  and  influenza 
is  charted  from  official  data 
and  supplied  as  part  of  the 
Weathervane  service. 
Weather  maps  and  graphs 
are  in  three  colors,  and  one 
side  on  one  page  is  devoted  to 
recent  medical  reports  about 
one  of  Bristol’s  products. 

The  forecasts  are  broken 
down  into  the  seven  major 
geographical  areas  of  the 
United  States,  but  individual 
forecasts  are  also  made  for  14 
major  cities  and  Canada. 

The  new  Bristol  service  is 
the  first  to  recognize  the  im- 
portance to  physicians  of 


climatic  effects  on  disease 
and  to  use  the  best  modern 
meteorological  techniques  to 
give  them  advance  warning 
as  to  what  they  may  expect 
in  their  areas  of  the  country. 
The  Weathervane  repre- 
sents the  latest  effort  by  a 
pharmaceutical  company  to 
incorporate  into  its  direct 
mail  promotion  a service  of 
use  to  the  nation’s  doctors. 


MEDICINE  COSTS 
AVERAGE  PERSON 
ONE-FIFTH  OF 
LIQUOR  BILL 

The  American  people  spend 
five  times  more  for  liquors 
than  for  medicines  and  other 
drug  store  items.  Dr.  Theo- 
dore G.  Klumpp,  president  of 
Winthrop-Stearns  Inc.,  phar- 
maceutical manufacturer,  de- 
clared. Dr.  Klumpp  is  chair- 
man of  the  Hoover  Commis- 
sion Task  Force  on  Medical 
Services,  which  just  submit- 
ted a report  of  its  study  to 
Congress. 

The  annual  outlay  for  med- 
icines per  person  is  only  ten 
dollars,  or  “the  same  amount 
that  goes  for  spectator  amuse- 
ments,” he  told  the  Michigan 
Clinical  Institute. 

Actually,  the  cost  of  health 
products  today  is  small  “in 
terms  of  lives  saved,  diseases 
conquered  or  controlled, 
shortened  duration  of  illness 
and  over-all  expense  to  the 
patient.”  Achieving  these 
goals  has  largely  been  due  to 
the  remarkable  advances  of 
medicine,  pharmacy  and  the 
drug  manufacturing  indus- 
try, according  to  Dr.  Klumpp. 

Dr.  Klumpp  was  the  prin- 
cipal speaker  at  the  after- 
noon session  of  the  Institute’s 
three-day  meeting  at  the 
Sheraton  Cadillac  Hotel, 
March  9-11.  The  Michigan 
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State  Medical  Society,  spon- 
sor of  the  conference,  pre- 
sented Dr.  Klumpp  with  a 
scroll  honoring  the  “mutual 
efforts  for  betterment  of  the 
people’s  health”  by  the  med- 
ical profession  and  drug  in- 
dustry. 

At  a testimonial  luncheon 
yesterday.  Dr.  Klumpp  also 
was  honored  by  the  Michigan 
State  Pharmaceutical  Asso- 
ciation for  his  work  in  creat- 
ing better  understanding 
among  all  levels  of  the  drug 
industry. 

Emphasizing  the  need  to 
inform  the  public  on  medical 
costs.  Dr.  Klumpp  cited  a per 
capita  cost  for  liquor  of  $55, 
compared  with  ten  dollars  for 
drugs.  A comparison  “that 
should  make  us  wince,”  he 
continued,  was  the  approx- 
imate equal  costs  of  drug 
products  and  death  expenses. 

“We  spend  practically  the 
same  to  bury  our  dead  as  we 
do  to  stay  alive,  but  we  seem 
to  object  to  the  cost  of  stay- 
ing alive.” 

Referring  to  health  advan- 
ces, he  said  more  progress 
has  been  made  in  the  twen- 
tieth century  in  the  conquest 
of  disease  and  prolongation 
of  life  than  in  “the  entire  his- 
tory of  man’s  previous  exist- 
ence on  earth.”  Life  expect- 
ancy has  increased  from  49 
years  in  1900  to  almost  68  in 
1953  and  the  infant  mortality 
rate  has  dropped  from  162 
per  1,000  births  to  30  per  1,- 
000.  Many  killer  diseases 
have  been  almost  completely 
eliminated  and  “others  have 
lost  their  sting.” 

Playing  a major  role  in 
these  gains,  the  meeting  was 
told,  has  been  the  new  drugs 
discovered  as  the  results  of 
costly  research  programs  by 
drug  manufacturers.  Noting 


that  the  flow  of  new  drugs 
“at  times  appears  almost  like 
a torrent,  ” Dr.  Klumpp  said: 

“I  would  rather  be  deluged 
with  more  drugs  than  I knew 
how  to  use  than  to  be  forced 
to  sit  at  the  bedside  with  my 
chin  in  my  hand  because 
there  were  not  enough  drugs 
to  save  lives  or  at  least  bring 
comfort,  ease  and  relief  of 
pain  to  my  patients.” 


AFPE  ELECTS 
KERRIGAN 

James  J.  Kerrigan,  presi- 
dent, Merck  & Co.,  Inc.,  Rah- 
way, N.  J.  was  elected  on 
March  3 president  of  the 
American  Foundation  for 
Pharmaceutical  Education  at 
the  13th  annual  meeting  of 
the  Foundation  held  at  the 
University  Club,  New  York 
City. 

Francis  C.  Brown,  presi- 
dent, Sobering  Corporation, 
Bloomfield,  N.  J.,  was  elected 
vice  president. 

Other  officers,  all  re- 
elected, are  Howard  B.  Fon- 
da, senior  vice-president.  Bur- 
roughs Wellcome  & Co. 
(U.S.A.)  Inc.,  treasurer;  James 
F.  Hoge,  Rogers,  Hoge  & 
Hills,  counsel;  and  W.  Paul 
Briggs,  former  dean,  the 
George  Washington  Univer- 
sity, secretary. 

In  his  address,  as  retiring 
president  of  the  Foundation, 
Dr.  Robert  L.  Swain,  editor. 
Drug  Topics,  reviewed  the 
growth  and  accomplishments 
of  the  Foundation.  He  ex- 
pressed appreciation  for  the 
increasing  support  being  re- 
ceived from  all  segments  of 
the  trade  and  industry,  and 
said  that  “.  . . membership  in 
the  Foundation  had  become  a 
badge  of  distinction.”  He  said 
that  the  Foundation  was 


highly  honored  by  Mr.  Ke 
rigan’s  acceptance  of  tl 
presidency  and  that  under  h I . 
direction  the  further  develojj  I 
ment  of  the  Foundation  wit  i 
assured. 

The  Foundation  has  aide 
1,035  undergraduate  studen  \ 
in  colleges  of  pharmacy.  Als  j 
it  has  supported  the  Ph.l  | 
studies  of  314  graduate  st\  i 
dents  in  pharmacy  and  r(  | 
lated  scientific  fields. 

It  is  currently  maintainin 
70  graduate  Fellowships  in  2 
universities.  151  Foundatio 
Fellows  are  now  teaching  i 
70  colleges,  and  58  Fellow 
are  engaged  in  research  wor 
with  31  manufacturing  cherr 
ical  and  pharmaceutics 
firms.  During  the  last  acac  i 
emic  year,  the  Foundatio 
provided  undergraduat 
scholarship  awards  in  49  co. 
leges  for  152  pharmacy  stu  : 
dents.  j 

The  Foundation  also  sup  j 
ports  the  American  Counci'  ( 
on  Pharmaceutical  EducS'  : 
tion,  annual  Teachers’  Sem  ' 
inars  and  The  America:, 
Journal  of  Pharmaceutica 
Education.  It  administers  th 
E.  L.  Newcomb  and  S.  E 
Penick  Memorial  Awards. 

The  board  approved  estab 
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MANAGEMENT  OF  ABNORMAL 
UTERINE  BLEEDING* 

V.  V.  Kobza,  M.D. 

Rapid  City  Medical  Center 
Rapid  City.  S.  D. 


Even  though  abnormal  bleeding  is  a com- 
mon every  day  occurrence  in  our  practices, 
fjjand  although  it  accounts  for  one  of  the  most 
c;|i:ommon  gynecological  complaints,  it  is  still 
^stjbne  of  the  most  confused  pictures  in  gyne- 
®f:ology.  Not  only  from  the  standpoint  of  man- 
I’agement  but  likewise  from  the  standpoint  of 


diagnosis. 


ij  It  was  not  until  the  last  few  years  that 
^.jsome  semblance  of  procedure  for  its  manage- 
,j  ment  was  evolved  from  the  literature  and 
tjjsxperiences.  There  certainly  is  no  dearth 
!i|of  literature  at  the  present  time;  however, 
• none  give  a clear  cut  routine  to  follow  and  it 
lis  the  purpose  of  this  paper  therefore  to  eval- 
|uate  the  various  means  of  management  as 
well  as  diagnostic  procedures. 

Abnormal  uterine  bleeding  may  be  defined 
‘^'as  abnormal  or  excessive  bleeding  at  the 
^menses  or  menorrhagia,  intermenstrual 
bleeding  or  metrorrhagia  and  postmenopausal 
bleeding,  due  either  to  functional  aberrations 
jor  pathological  conditions. 

One  of  the  first  things  that  we  must  learn 
is  that  organic  lesions  must  be  ruled  out  be- 
fore any  therapy  is  instituted,  particularly 
so  in  the  individual  past  the  35th  year. 

With  this  in  mind,  the  first  consideration 
should  be  given  to  the  differential  diagnoses 

*Presented  at  the  American  College  of  Surgeons, 
S.  D.  Chapter,  Huron,  S.  D.,  January  22,  1955. 


which  can  be  divided  into  two  large  groups; 
the  functional  uterine  bleeding  and  the  or- 
ganic uterine  bleeding. 

Functional  uterine  bleeding  is  abnormal 
bleeding  the  diagnosis  of  which  is  made  after 
all  organic  lesions  are  excluded.  It  may  be 
caused  by  estrogenic  withdrawal  most  com- 
monly seen  in  the  post-menopausal  individ- 
uals. It  may  either  be  spontaneous,  that  is, 
secondary  to  ovarian  dysfunction,  or  it  may 
be  related  to  ovulation.  Withdrawal  bleeding 
is  usually  caused  by  excessive  and/or  promis- 
cuous use  of  estrogenic  therapy  for  the  meno- 
pausal symptoms  and  the  spontaneous  can  be 
either  from  estrogenic  endometrium  or  pro- 
gesterone endometrium.  If  it  can  be  ruled  out 
that  the  bleeding  is  only  due  to  ovulation 
which  occurs  in  certain  individuals,  then  it 
requires  no  treatment. 

Organic  lesions  are  many,  of  which  the 
most  common  during  the  child  bearing  ages 
are  complications  of  pregnancy,  abortions, 
threatened  or  otherwise,  ectopic  pregnancies, 
retained  products  of  conception,  placental 
polyps  and  finally,  though  rarely,  hydatidi- 
form  or  chorio-epitheliomas. 

The  next  most  common  causes  of  abnormal 
uterine  bleeding  are  inflammatory  conditions 
of  the  genital  tract  such  as  pelvic  inflam- 
matory diseases  or  the  common  PID,  senile 
vaginitis,  erosions  and  endocercicitises. 
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Benign  tumors  must  be  considered  such  as 
polyps  both  endocervical  and  endometrial, 
fibroid  tumors  of  the  uterus  particularly  the 
submucous,  adenomyosis  of  the  uterus  and 
endometriosis  and  finally  ovarian  cysts  and 
tumors  of  which  there  are  not  too  many  ex- 
cept the  functional  cysts  and  the  granulosa 
cell  tumor  group. 

Next,  we  have  the  malignancies  including 
carcinoma  of  the  cervix,  endometrium  and 
ovary. 

Finally,  we  have  a systemic  group,  par- 
ticularly the  blood  dyscrasias,  severe  hyper- 
tension, cardiac  failures  and  the  debilitating 
diseases  which  may  cause  bleeding. 

This  then  gives  us  an  idea  of  some  of  the 
more  common  causes  of  uterine  bleeding 
which  must  be  considered  in  any  case  of  a 
patient  who  is  presenting  this  particular 
problem. 

It  is  also  important  to  consider  some  of  the 
diagnostic  procedures  involved  in  such  a 
study.  An  adequate  history  and  general  sys- 
temic history,  is  important  as  it  may,  many 
times,  give  a clue  as  to  whether  the  condition 
could  be  systemic  or  a local  lesion. 

HISTORY:  We  should  pay  particular  atten- 
tion to  the  hypertensive  disease,  the  cardio- 
vascular conditions,  and  blood  dyscrasias.  We 
should  also  be  very  much  concerned  with  the 
menarche,  the  onset,  the  regularity,  and  the 
length  of  each  period.  This,  of  course,  should 
be  included  in  adequate  gynecological  his- 
tory which  should  include  the  type  of  bleed- 
ing, when  it  occurs,  whether  there  is  pain 
associated  with  it  and  in  the  child  bearing 
age,  whether  there  is  any  tissue  passed; 
whether  there  were  any  periods  of  amenor- 
rhea, the  length  of  time  that  this  bleeding  has 
occurred,  if  and  when  menopause  began,  and 
finally,  how  much  bleeding  is  occurring.  This 
last  is  rather  difficult  to  discern  as  each  in- 
dividual will  interpret  the  amount  of  bleed- 
ing in  various  manners.  Many  times  it  is  dif- 
licult  to  obtain  an  adequate  gynecological 
history  as  it  is  notoriously  true  that  the  fe- 
male individual  will  not,  or  does  not  remem- 
ber the  exact  dates  and  will  wander  off  in 
comparative  dates. 

A general  physical  examination  is  import- 
ant; not  only  a gynecological  but  a complete 
systemic  review  and  a special  reference 
should  be  made  to  the  cardiovascular  system. 


both  as  to  hypertensive  diseases,  anemias,  or 
abnormal  bleeding  elsewhere. 

Many  women  hesitate  to  be  examined  for 
aesthetic  reasons  if  they  are  flowing  and 
many  doctors  have  that  same  feeling  but  it 
is  important  and  imperative  that  any  woman 
who  is  bleeding  abnormaly  should  be  ex- 
amined. Without  an  examination,  a diagnosis 
cannot  be  accomplished  and  the  giving  of 
medication  to  stop  the  bleeding  is  very  poor 
practice.  The  procedure  of  examination  is 
very  simple.  The  first  thing  one  should  do  is 
inspect  the  cervix  with  an  unlubricated 
speculum,  because  the  physician  may  then  do 
a Papanicolaou  smear. 

In  inspecting  the  cervix,  one  should  note 
particularly,  the  lesions  that  are  present, 
whether  the  cervix  is  dilated,  whether  there 
is  any  residual  tissue  protruding,  the  consis- 
tency and  color  of  the  cervix  and  finally,  the 
nature  of  the  flow.  The  Papanicolaou  smears 
have  been  mentioned  and  should  be  done, 
even  though  the  physician  may  later  want  to 
discard  them  in  favor  of  some  other  diagnostic 
procedures.  Following  this,  a bimanual  exam- 
ination should  be  done  and  a rectal,  if  in- 
dicated. Biopsy  is  still  one  of  our  best  and 
truest  diagnostic  procedures  and  all  evident 
lesions  of  the  cervix  should  be  biopsied  ade- 
quately. Diagnostic  dilitation  and  curettage 
should  be  done  on  all  women  past  35  years 
of  age  unless  it  is  definite  that  the  bleed- 
ing is  due  to  a threatened  abortion.  Begin- 
ning with  this  age  group,  the  rate  of  malig- 
nancy increases.  Below  35  years  each  case 
must  be  evaluated  individually.  It  is  seldom 
necessary  to  do  a diagnostic  D & C in  the 
adolescent  unless  the  bleeding  does  not  re- 
spond or  is  excessive. 

In  the  active  child  bearing  individual, 
though  carcinoma  cannot  be  excluded,  it  is 
not  often  present  and  one  can  sometimes 
delay  the  diagnostic  D & C if  all  other  exam- 
inations are  negative  and  treat  the  condition 
symptomatically.  However,  if  the  bleeding 
recurs  after  treatment,  then  a diagnostic 
D & C is  indicated.  It  should  especially  be 
considered  in  the  metrorrhagia  group. 

The  biological  pregnancy  tests  are  very  im- 
portant and  one  should  not  hesitate  to  do  one 
if  pregnancy  is  suspected  and  finally  we  can 
gain  some  information  from  hysterographies 
which  may  denote  deformity  in  the  uterine 
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cavity  indicating  some  tumor  mass  either 
fibroma  or  possible  malignancy.  This  par- 
Iticular  test  is  not  universally  used  nor  ap- 

Iplicable  to  the  average  doctor’s  office. 

Next,  we  should  consider  the  management 
or  the  treatment  of  uterine  bleeding.  Let  us 
therefore  take  the  differential  diagnosis  or 
classification  that  we  had  given  and  take 
each,  step  by  step  and  treat  each  particular 
• case  individually. 

In  a functional  uterine  bleeding,  hormonal 

Therapy  is  the  usual  method  of  choice.  In  the 
■ adolescent  girl,  functional  uterine  bleeding 
• is  the  most  frequent  cause  of  abnormal  bleed- 
png  because  their  periods  are  usually  anovu- 
latory and  can  be  controlled  by  the  use  of  the 
j hormones.  A Diagnostic  D & C here  is  de- 
ferred as  previously  stated  only  in  those  cases 
in  which  bleeding  recurs  or  in  which  bleed- 
idng  is  accessive  or  if  one  suspects  a possible 
j organic  condition.  The  same  is  true  for  the 
I child  bearing  age  and  when  we  get  into  the 
j post-menopausal  we  should  start  out  first 
jwith  the  diagnostic  D & C in  order  to  rule  out 
carcinoma.  If  the  cause  is  due  to  withdrawal 
■ bleeding,  then  of  course,  the  treatment  is 
i simple.  A diagnostic  D&C  will  cure  it,  es- 
pecially if  we  do  not  give  more  estrogens. 

In  the  spontaneous  bleeding,  we  have  to 
resort  to  hormonal  therapy.  We  must  pay 
particular  attention  to  constitutional  factors 
such  as  malnutrition  and  obesity.  Thyroid  con- 
ditions should  be  corrected.  Empirical  thy- 
roid is  helpful  in  many  cases,  especially  in 
the  adolescent. 

As  far  as  the  hormonal  therapy  is  con- 
cerned we  have  both  the  female  or  estrogenic 
and  the  androgenic  hormones  at  our  disposal. 
We  can  use  them  either  singularly  or  in  com- 
bined forms.  Estrogen  alone  will  stop  bleed- 
ing in  approximately  60  per  cent  of  the  cases, 
especially  if  the  estrogenic  levels  are  low  and 
the  endometrium  is  atrophic.  Progesterone  is 
effective  in  postponing  estrogenic  withdrawal 
bleeding  as  well  as  Progesterone  withdrawal 
bleeding  or,  in  other  words,  in  endometriums 
that  are  hyperplastic  with  cystic  degeneration 
or  in  which  it  shows  a persistant  corpus  lu- 
teum  stimulation  with  hyperplasia.  It  is  prob- 
ably more  effective  in  stopping  bleeding  than 
estrogen.  We  usually  arrest  bleeding  in  ap- 
proximately 5 to  7 days.  However,  in  approx- 
imately 3 to  5 days  there  is  a desquamation  of 


the  endometrium  resulting  in  bleeding  that 
simulates  a normal  period  though  it  may  be 
somewhat  heavier.  This  is  frequently  referred 
to  as  medical  curettage. 

Androgens  or  Testosterone  are  poor  for 
functional  bleeding,  as  this  hormone  is  myo- 
tonic in  nature  and  has  very  little  effect  upon 
the  endometrium  itself.  Testosterone,  how- 
ever, is  good  in  decreasing  bleeding  due  to 
fibroids  or  some  such  similar  condition  which 
prevents  retraction  of  the  vessels. 

Greenblatt  has  an  excellent  plan  that  seems 
to  work  out  in  a large  percentage  of  cases  and 
he  claims  about  95  per  cent  arrested  bleeding. 
He  uses  a combination  of  10,000  units  of 
Estradial  Benzoate  or  its  equivalent,  25  mgs. 
of  Progesterone  and  25  mgs.  of  Testosterone 
daily  for  3 to  5 days.  This  usually  stops  the 
bleeding  within  6 to  24  hours  and  one  to  two 
days  later  the  patient  has  withdrawal  bleed- 
ing simulating  a normal  period.  Twenty 
days  later  he  uses  Progesterone  orally,  10 
mgs.,  three  times  a day  for  5 days  which  in- 
duces again  withdrawal  bleeding  and  he  con- 
tinues this  form  of  oral  therapy  for  3 to  5 
months  or  until  it  is  felt  that  a normal  cyclic 
function  has  returned. 

There  are  newer  combinations  of  drugs,  the 
latest  one  being  a combination  of  Estrogen 
and  Progesterone.  This  new  drug  contains 
1/10  mg.  of  Estrogen  substance  and  10  mgs. 
Progesterone.  It  is  used,  one  tablet,  five  times 
a day  for  approximately  5 days  which  will 
arrest  the  bleeding  also  and  then  produce 
withdrawal  bleeding  as  with  any  of  the  other 
drugs.  The  purpose  of  this  is  to  increase  the 
effectiveness  of  the  Progesterone  as  the  Es- 
trogenic substance  seems  to  stimulate  the 
endometrium  to  react  better  to  the  Proges- 
terone effect. 

In  the  post-menopausal  and  menopausal 
group,  if  there  is  a recurrence  of  functional 
bleeding.  Brewer  does  not  hesitate  to  do  a 
hysterectomy.  In  the  treatment  of  abnormal 
vaginal  or  uterine  bleeding  resulting  from 
organic  causes,  the  treatment  is  directed 
towards  the  cause. 

In  the  complications  of  pregnancy,  treat- 
ment of  threatened  abortion  is  in  a state  of 
chaos,  as  it  always  has  been.  It  seems  that  at 
the  present  time,  sedation,  rest,  something 
for  pain  if  necessary  and  thyroid,  is  still  the 
method  of  choice.  For  the  endocrine  ther- 
apies, some  physician  use  high  doses  of  Pro- 
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gesterone;  others  use  high  doses  of  Estrogenic 
substances  and  the  results  are  not  too  prom- 
ising. When  we  have  inevitable  abortion  or 
incomplete  abortion,  or  missed  abortion,  it 
can  be  treated  by  ergotrate  to  control  the 
bleeding.  Evacuation  of  the  products  of  con- 
ception seems  to  be  the  method  of  choice  in 
incomplete  abortion. 

When  an  ectopic  pregnancy  causes  abnor- 
mal uterine  bleeding,  the  treatment,  is  sur- 
gical as  we  all  know. 

When  the  diagnosis  of  hydatid  mole  or 
chorio-epithelioma,  (which  are  rare),  is  made, 
then  of  course  the  treatment  is  directed  ac- 
cordingly. Placental  polyps  should  be  re- 
moved if  possible.  In  senile  atrophic  vaginitis, 
which  many  times  does  cause  bleeding  in  the 
post-menopausal  individual,  the  use  of  an 
estrogenic  suppository  usually  is  all  that  these 
patients  need  along  with  an  occasional 
douche.  Systemic  administration  of  estrogens 
is  not  advised  because  they  have  a great  tend- 
ency to  produce  uterine  bleeding. 

When  pelvic  inflammatory  disease  is  pres- 
ent and  associated  with  irregular  uterine 
bleeding,  the  bleeding  is  usually  due  to  co- 
existing ovarian  dysfunction.  When  bleeding 
alone  is  the  chief  symptom,  hormonal  therapy 
is  used  as  for  the  treatment  of  functional 
bleeding.  If  the  bleeding  is  persistant,  a diag- 
nostic D & C is  advised  and  if  that  does  not 
correct  it,  then  surgical  intervention  is  in- 
dicated. 

Where  cervical  erosion,  endocervicitis,  and 
cervical  polyps  are  present,  an  adequate  biopsy 
should  be  done.  If  it  is  proven  to  be  benign, 
cautery,  conization  or  any  form  of  therapy 
that  one  is  accustomed  to,  can  be  instituted  to 
eradicate  the  disease. 

If  cervical  polyps  are  present,  the  base  can 
be  grasped  by  forceps  and  twisted  off  and 
usually  that  is  all  that  is  necessary.  These 
should  always  be  examined  microscopically, 
although  rarely  are  they  carcinogenic.  When 
endometrial  polyps  are  present  they  can 
usually  be  removed  with  a diagnostic  D & C, 
this  being  curative. 

When  fibroids  are  present  and  cause  uter- 
ine bleeding.  Testosterone  can  be  used  quite 
effectively  to  control  the  bleeding  so  that  an 
adequate  diagnosis  can  be  made.  A diagnostic 
D C should  be  done  to  rule  in  or  rule  out  a 
submucous  fibroid  or  carcinoma  and  if  these 


are  present,  surgical  intervention  is  usually 
indicated. 

In  endomelriosis  during  the  child  bearing 
age,  if  pregnancy  is  highly  desirable,  the 
treatment  for  abnormal  bleeding  can  be  Tes- 
tosterone or  Progesterone.  Karnacky  sug- 
gested a variation  in  endocrine  therapy 
utilizing  large  doses  of  Stilbesterol  to  inhibit 
menstruation  for  approximately  6 months 
and  he  claims  good  results.  In  the  older  age 
group  or  if  the  symptoms  are  severe  and  not 
controlled  by  the  above  routine,  surgical  in- 
tervention of  course  is  required. 

In  the  ovarian  cysts  or  tumor  group,  any 
ovarian  cyst  or  tumor,  regardless  of  its  en- 
docrine function,  may  cause  bleeding.  Ovarian 
enlargement  of  less  than  5 cms.  is  generally 
due  to  simple  cystic  disease.  When  it  is  asso- 
ciated with  abnormal  bleeding,  the  treatment 
is  the  same  as  for  functional  bleeding.  If 
there  is  persistant  bleeding  or  a persistant 
ovarian  enlargement  over  7 to  10  cms.  in 
diameter,  the  patient  should  be  explored. 

Carcinoma  of  the  genital  organs  must  al- 
ways be  excluded  as  a cause  of  abnormal 
uterine  bleeding  at  any  age,  particularly  so 
after  the  age  of  35.  A careful  pelvic  examina- 
tion, smears,  biopsies,  curettages,  should  be 
done  to  rule  out  malignancy.  The  treatment 
of  malignancy  is  a subject  in  itself  and  we 
will  make  no  attempt  to  discuss  its  treatment 
here. 

In  blood  dyscrasias  and  in  hypertensive  di- 
seases, the  treatment  must  be  directed 
towards  that  particular  condition  that  is 
present. 

In  conclusion  then,  abnormal  uterine  bleed- 
ing is  one  of  the  most  common  gynecological 
complaints  that  we  see,  yet  its  management 
is  still  complicated  and  confused. 

We  have  attempted  to  simplify  the  man- 
agement in  bringing  forth  the  various  dif- 
ferential diagnoses,  the  diagnostic  procedures 
and  finally  the  management  of  the  uterine 
bleeding. 

In  the  management,  we  have  seen  that  after 
all  organic  lesions  are  excluded,  we  can  then 
diagnose  it  as  a functional  bleeding  that  is 
best  treated  with  hormonal  therapy  and  the 
best  form  of  treatment  is  the  triple  combined 
estrogen,  progesterone  and  testosterone  or 
the  combined  estrogen  and  progesterone. 

(Continued  on  Page  157) 
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FOR  CHRONIC  CONSTIPATION 
Wallace  Marshall,  M.D. 

Two  Rivers,  Wisconsin 


I The  problem  of  chronic  constipation  is  a 
serious  one.  But  as  a money-maker  it  has  no 
equal.  Perhaps  more  money  is  spent  on  var- 
ious over-the-counter  preparations  for  the 
'treatment  of  constipation  than  for  any  other 
Idisorder.  The  yearly  amount  runs  into  mil- 
ilions.  Seldom  do  people  succumb  because  of 
This  malady  if  it  is  not  produced  by  serious 
jpathology  such  as  tumors  and  intestinal  ob- 
jstruction.  It  seems  to  be  universal  and  to 
such  an  extent  that  one  can  state  that  most 
jof  the  public  is  bothered  by  constipation, 
either  mentally  or  physically  or  both! 

The  author  inquired  just  how  prevalent 
f the  problem  of  constipation  is.  The  nursing 
i staff  of  our  local  hospital  was  asked  about 
I this  topic.  The  amazing  reply  was  that  most 
[ patients  admitted  to  the  hospital  spoke  of 
'Their  constipation  first  and  foremost  above 
( every  other  complaint.  These  patients  were 
■ worried  mostly  about  constipation.  They 
•were  especially  concerned  over  the  fact  that 
their  bowels  hadn’t  moved  for  a day  or  so. 
They  demanded  enemas  and  other  means  to 
correct  constipation.  They  were  not  happy 
until  their  bowels  moved  freely. 

I This  tremendous  concern  over  bowel  move- 
' ment  probably  has  its  psychiatric  overtones. 
For  this  exaggerated  concern  over  constipa- 
: tion  may  very  well  be  connected  with  anal 
eroticism.  Many  textbook  authors  have  writ- 
ten about  the  anal-erotic  pleasure  which  is 
derived  from  successful  bowel  movement. 
' Most  authors  agree  that  chronic  constipation 


is  caused  by  slovenly  habits  which,  if  cor- 
rected years  previously,  would  have  pre- 
vented the  formation  of  such  a vicious  habit. 
I refer  to  the  pressing  and  pell-mell  rapidity 
of  modern  civilization  which  has  spawned 
hurry  and  its  dizzy  pace.  There  is  no  time 
for  the  old-fashioned  toilet  seat  meditations 
of  yester-year.  Things  must  be  done  with  dis- 
patch, the  faster  the  better.  The  primitive 
anal  urge  of  a forthcoming  bowel  movement 
is  swallowed  by  a break-neck  desire  of  hav- 
ing to  get  somewhere  quickly  or  having  to 
do  something  which  could  have  very  well 
been  delayed  until  one’s  visit  to  the  bathroom. 
Modern  living  does  not  allow  for  such  a ban- 
ality. 

The  trip  to  the  outhouse  was  a restful  ex- 
perience. It  brought  one  face-to-face  with 
nature.  But  now  the  modern  plumbing  fix- 
tures have  swallowed  and  scientifically 
flushed  the  results  of  one’s  daily  metabolism 
easily  down  the  drain  with  rapidity  and  ex- 
treme efficaciousness.  So  we  can  note  that 
the  progress  of  becoming  civilized  has  created 
a serious  problem  through  the  omni-presence 
and  the  rapid  growth  of  constipation. 

Most  patients  who  suffer  from  chronic  con- 
stipation have  progressed  through  a stenciled 
routine.  They  began  by  using  mild  laxatives 
which  were  followed  by  stronger  purgatives. 
Finally  some  form  of  dynamite  had  to  be  em- 
ployed to  gain  the  necessary  bowel  move- 
ment. Anal  afferent  impulses,  which  would 
normally  request  one  to  care  for  his  usual 
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evacuation,  have  given  way  to  one  or  more 
doses  of  some  sort  of  a purgative.  The  hard- 
ened stool  produces  more  wear  and  tear  upon 
the  sensitive  rectal  mucosa.  Such  a procedure 
goes  on  for  years.  I have  often  wondered  just 
what  the  relationship  is  between  the  con- 
stant use  of  cathartics  and  the  final  presence 
of  gastro-intestinal  neoplasms.  I do  not  re- 
call a case  of  intestinal  cancer  which  did  not 
give  a long  history  of  constipation  and  the 
continual  use  of  cathartics.  Perhaps  sub- 
sequent research  may  show  a close  relation- 
ship which  might  be  strikingly  similar  to 
lung  cancer  and  the  use  of  cigarettes. 
Treatment 

Further  use  of  cathartics  for  the  treatment 
of  chronic  constipation  should  be  condemned. 
Constructively,  it  is  wise  to  impress  patients 
to  allow  a certain  time  daily  to  develop  proper 
toilet  habits.  Some  writers  on  this  subject 
feel  that  the  period  following  the  evening 
meal  is  a good  time  to  develop  proper  regular 
bowel  evacuation.  Other  authorities  claim 
this  should  be  done  immediately  after  break- 
fast. Perhaps  the  time  is  not  too  important. 
But  each  patient  must  choose  the  time  daily 
when  he  can  try  to  develop  regular  move- 
ments. He  should  allow  himself  ample  time 
to  attempt  to  gain  an  adequate  movement. 
Some  authorities  advocate  toilet  reading.  And 
to  this  end,  they  have  suggested  that  a small 
book  shelf  be  built  adjacent  to  the  toilet.  I 
do  not  think  this  is  necessary  as  long  as  the 
patient  has  access  to  reading  material.  Such 
an  activity  should  be  encouraged  since  it  may 
rid  the  patient  of  his  desire  to  hurry  this  im- 
portant daily  task. 

A time  proven  treatment  for  chronic  con- 
stipation has  been  the  Porges  treatment  or 
a variation  thereof.  My  readers  will  recall 
that  this  treatment  advocates  the  use  of  lemon 
juice  in  hot  water.  Usually  two  glasses  of  this 
preparation  are  taken  30  minutes  before 
breakfast.  This  time  limit  seems  to  be  of 
marked  importance,  for  this  liquid  mass 
should  clear  the  stomach  before  breakfast  is 
ingested.  This  liquid  mass  stimulates  peris- 
talsis and  the  subsequent  bowel  movement. 
The  juice  of  V2  lemon  is  taken  with  the  hot 
water  to  avoid  the  sometimes  nauseating  sen- 
sation of  drinking  hot  water  on  an  empty 
stomach.  Then,  too,  the  psychologic  effect,  a 
sort  of  ritual  as  it  were,  of  preparing  the 
lemon  juice  and  hot  water,  stresses  the  im- 
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portance,  to  the  patient,  of  preparing  ade-  ([ 
quately  for  a bowel  movement  immediately 
after  breakfast.  The  patient  fully  expects  to 
spend  some  time  with  his  daily  evacuation  ■ 
after  breakfast.  The  chance  is  he  will  not 
allow  other  plans  to  interfere  with  this  for-  . 
mation  of  the  suitable  toilet  habit  which  he  r 
allowed  to  become  annulled  previously.  ; 

It  has  been  my  experience  that  many  pa-  i 
tients  follow  the  Porges  treatment  religiously  ; 
for  many  months.  This  simple  procedure  ■■ 
many  times  is  all  that  is  needed  to  correct  * 
these  cases  of  chronic  constipation.  But  I 
have  noted  that  this  procedure  does  not  seem 
to  work  in  about  1/3  of  our  cases  with  chronic  | 
constipation.  Some  patients  allow  themselves 
to  get  out  of  the  habit  of  following  the  pro- 
cedure, for  they  prefer  to  remain  in  bed  as  I 
long  as  possible  before  they  are  forced  to 
arise.  Consequently,  they  do  not  allow  suf- 
ficient time  (one-half  an  hour)  to  elapse  be- 
fore they  eat  breakfast.  Obviously  the  Porges 
treatment,  in  such  cases,  cannot  work  ade- 
quately, and  such  patients  revert  back  to 
cathartics  because  these  drugs  appear  to  be 
less  time-consuming  in  order  to  obtain  a de- 
cent daily  bowel  evacuation.  Little  do  such 
patients  realize  that  they  are  recreating  a 
vicious  habit  with  the  ultimate  chronic  con- 
stipation which  brought  them  to  the  phys- 
ician for  treatment. 

Consequently,  I have  evolved  a routine  for 
the  treatment  of  chronic  constipation  which 
has  worked  in  a highly  effective  manner  in 
most  cases.  Incidentally,  this  procedure  is 
efficacious  with  children,  adults  and  in  the  ‘ 
aged  patients. 

My  clinical  observations  have  shown  that 
the  use  of  a laxative  food,  to  be  taken  during 
meals,  have  proved  to  be  highly  effective.  I 
have  instructed  my  patients,  who  suffer  with 
constipation,  to  use  a palatable  food  product  | 
with  each  meal.  This  is  done  because  of  the  1 
psychologic  importance  of  creating  the  habit 
of  taking  the  preparation  while  eating. 

Consequently,  patients  are  instructed  to 
keep  the  preparation*  continually  on  the 
table.  Hence,  they  will  use  it  because  they  see 
it  when  they  eat,  and  they  will  not  forget  to 
take  it. 

*This  preparation  is  Borcherdt  Malt  Soup  Extract. 

It  is  Council  Accepted  by  the  Committee  on  Foods 
and  Nutrition  of  the  American  Medical  Associa- 
tion. 
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Dosage 

For  infants,  a tablespoonful  of  Borcherdt’s 
' Malt  Soup  Extract  is  added  to  the  24  hour 
I formula.  If  these  infants  are  being  breast- 
|fed,  they  are  given  two  teaspoonsful  in  four 
f ounces  of  water  flavored  with  orange  juice 
I once  or  twice  daily  before  nursings. 

1 The  adults  are  given  one  or  two  table- 

I spoonsful  of  this  preparation  with  each  meal. 
The  dose  is  lowered  as  soon  as  the  bowel 

- movements  become  soft  and  regular. 

II  Each  patient  is  impressed  with  the  fact 
that  this  preparation  is  a food.  They  are  in- 
formed that  the  preparation  acts  as  a tonic 
besides  the  fact  that  it  will  regulate  their 
bowels.  Each  patient  is  told  that  this  prep- 
aration will  not  produce  a forceful  evacua- 
tion. Rather,  it’s  main  purpose  is  to  condition 
the  bowel  contents  so  that  an  easy,  comfor- 
table and  regular  evacuation  will  take  place 

; daily  with  this  nutritious  natural  food  which 
I is  rich  in  maltose  (57.6%)  and  potassium 
^ (1.1%). 

As  for  contra-indications  to  this  procedure 
I for  the  treatment  of  chronic  constipation, 
there  are  none, with  the  possible  execption  of 
diabetes.  It  occurred  to  me  to  try  this  pro- 
cedure in  a known  case  of  ulcerative  colitis. 

' This  particular  patient,  a veteran  of  World 
War  II  South  Pacific  warfare,  had  been  under 
treatment  with  the  usual  medications.  He 
i was  placed  under  our  anti-constipation  re- 
gime to  determine  what  effect  the  material 
i would  have  on  his  numerous  bowel  move- 
ments. After  a two  month  observation  period, 
this  patient  reported  that  he  noticed  no  par- 
ticular change  in  the  character  and  frequency 
of  his  stools.  Consequently,  I have  used  this 
procedure  in  all  types  of  patients  without  any 
untoward  side  effects.  It  appears  to  be  very 
well  tolerated  in  infants  as  well  as  adults 
and  in  geriatric  patients. 

The  simplicity  of  this  method  for  the  treat- 
ment of  chronic  constipation  has  been  very 
valuable.  Patients  have  related  that  they 
have  no  objection  to  taking  this  palatable 
preparation  directly  from  the  bottle  by  the 
spoon  method.  As  a matter  of  fact,  I have 
not  found  it  necessary  to  add  it  to  milk, 
orange  juice  or  water  as  has  been  advocated 
by  some  clinicians.  For  the  addition  of  ex- 
traneous media  merely  complicates  a simple 
procedure  which  should  be  kept  simple  in  its 
management.  However,  it  should  be  stressed 


that  each  patient  must  be  reminded  contin- 
ually to  select  and  keep  religiously  a particu- 
lar period  of  the  day  when  he  tries  to  have  a 
suitable  bowel  evacuation. 

Our  clinical  studies  have  demonstrated  that 
it  is  better  to  allow  each  patient  to  determine 
for  himself  just  when  this  evacuation  is  to 
take  place.  One’s  body  physiology  helps  to 
decide  such  a matter.  And  each  patient  should 
be  counseled  continually  to  keep  that  time 
inviolate  each  day. 

SUMMARY 

The  main  reasons  for  chronic  constipation  are 
reviewed.  The  Forges  treatment  is  reviewed  along 
with  the  author’s  method  using  Borcherdt’s  Malt 
Soup  Extract,  a food  laxative,  to  treat  adequately 
cases  of  chronic  constipation  in  all  ages  of  patients. 
The  necessity  of  forming  regular  bowel  habits  is 
stressed.  And  finally,  the  author  raises  the  ques- 
tion of  the  formation  of  intestional  neoplasms 
which  might  be  produced  by  the  continued  use  of 
cathartics. 
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COXSACKIE  VIRUS  DISEASES 
A Review  With  Some  New  Clinical 
Observations  Concerning  Herpangina 
Jennings  Fershing,  B.S.,  M.A.,  M.D.  and 
Miguel  Drobinsky,  B.S.,  M.D. 
Community  Hospital  and  Clinics, 
Estelline,  South  Dakota 


A group  of  diseases  caused  by  the  Coxsackie 
Viruses,  although  only  recently  brought  to 
national  attention  by  a paper  published  in 
J.A.M.A.  in  1951,1  has  had  a colorful  history 
and  chequered  career. 

Its  first  modern  clinical  description  was 
published  by  J.  Zahorsky,  a pediatrician  of 
St.  Louis,  Missouri,  in  1920;2  and  four  years 
later  he  christened  the  disease  Herpangina  in 
a paper  of  that  title. 3 However,  one  can  at- 
tribute a more  classical  origin  to  the  disease, 
known  to  senior  medical  students  as  Born- 
holm’s Disease  or  Epidemic  Pleurodynia,  and 
its  description  dating  back  to  1872  Norway. 
Modern  investigators  have  found  not  one  or 
two  etiological  agents,  but  at  least  15  viruses 
have  been  described  and  the  final  count  is 
not  in.  To  the  virologist  the  Coxsackie  Virus 
group  appears  as  a Til  Eulenspiegel  character, 
turning  up  unexpectedly  in  the  test  tubes  of 
the  investigators  stalking  down  the  mon- 
strous polio  virus;  sometimes  mimicking  the 
dreaded  killer,  but  more  often  producing  only 
mild  disabilities.  Like  ancient  Til,  it  has  a 
sesquipedalian  nature,  appearing  suddenly 
and  affecting  many.  To  describe  this 
ubiquitous  set  of  diseases  and  to  unravel  its 
clinical  appearance  is  the  purpose  of  this 
paper. 

The  term  Coxsackie  Virus  was  originally 
used  by  Dalldorf  in  1948“^  to  identify  a new 
filterable  agent  which  he  discovered  while 


studying  an  epidemic  of  poliomyelitis  in  Cox- 
sackie, New  York.  He  found  that  the  virus, 
when  inoculated  into  suckling  mice  produced 
a skeletal  muscle  lesion  but  did  not  produce 
poliomyelitis  on  intra-cerebral  injection  in 
monkeys.  Dalldorf®  identified  two  closely  re- 
lated groups  of  viruses  and  classified  them  as 
group  A and  group  B according  to  the  type  of 
lesion  produced  in  suckling  mice.  Group  A 
characteristically  produced  lesions  of  skeletal 
muscle,  while  group  B caused  central  nervous 
system  lesions  and  visceral  inflammation  in 
addition  to  muscle  lesions. 

The  possibility  of  the  Coxsackie  viruses 
causing  a paralytic  syndrome  similar  to  polio- 
myelitis is  at  present  still  controversial.  Dall- 
dorf’s  original  studies  seemed  to  suggest  this. 
He®  examined  fecal  specimens  from  16  cases 
in  an  epidemic  in  Wilmington,  Delaware  in 
which  attempts  to  demonstrate  poliomyelitis 
virus  by  injection  into  monkeys  had  failed,  I 
and  he  obtained  C virus  from  five,  three  of  ( 
which  were  from  paralytic  cases.  DalldorP  1 
has  subsequently  reviewed  this  work  on  C \ 
virus.  Of  275  cases  in  all,  strains  of  C virus  | 
were  obtained  from  27,  of  which  10  showed  ( 
paralysis  and  17  did  not.  More  recent  studies  ! 
by  Huebner®'  9 seriously  question  this  con- 
tention. He  showed  that  the  incidence  of  C 
virus  was  the  same  in  the  ill  group  as  in  the 
general  population. 

There  are  some  similarities  between  the  C 
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viruses  and  poliomyelitis  viruses.  The  C 
viruses,  like  those  of  poliomyelitis  are  among 
the  smallest  known,  having  a diameter  of  6-9 
millimicrons.  C viruses  are  killed  by  heat- 
ing to  56  degrees  centigrade  for  30  minutes, 
but  are  relatively  resistant  outside  the  body. 
They  can  be  preserved  for  long  periods  in 
glycerine  or  in  a frozen  state.  They  resist  the 
common  antibiotics  and  precipitation  by 
ammonium  sulfate.  They  have  been  isolated 
from  human  feces,  throat  washings,  sewage, 
and  flies.  Reports  of  isolation  from  human 
blood,  serum,  brain  or  spinal  cord  are  not  now 
considered  valid.  Infection  with  two  differ- 
ent types  is  possible.  C virus  and  polio- 
myelitis virus  have  been  found  together  in  the 
same  individuals.  Distribution  of  C virus 
appears  to  be  worldwide,  without  regard  to 
sex  or  race.  Infection  by  C virus  predominates 
among  children  and  occurs  most  often  in  late 
I summer.  However,  this  virus  has  been 
jdsolated  from  every  age  group  and  through- 
out the  year. 

One  of  the  facts  we  wish  to  stress  in  this 
! report  is  that  the  viruses  are  now  clinically 
[ identifiable  in  all  seasons,  occurring  just  as 
|l  often  in  adults  and  are  no  longer  causing 
I simple  acute  illnesses. 

j'  Before  going  on  to  the  clinical  discussion  of 
I the  C viruses  the  remarkable  prevalence  of 
i these  diseases  must  be  emphasized.  This  is 
||  demonstrated  by  serological  reactions  in 
known  cases,  and  in  any  segment  of  the 
population.  Specific  neutralizing  antibodies 
and,  less  validly,  complement  fixing  anti- 
bodies have  been  demonstrated  in  substan- 
tially all  cases  adequately  examined  during 
the  convalescent  phase.  The  presence  of 
specific  antibodies  constitute  a strong  evi- 
dence of  previous  contact  with  the  virus.  This 
has  little  or  no  diagnostic  value  as  far  as  cur- 
rent illness  is  concerned  unless  a specific  rise 
in  titre  during  the  illness  can  be  demon- 
strated. 

One  study  will  be  cited  here  to  illustrate 
the  epidemiological  aspects.  Huebner,  et  aD® 
studied  a small  epidemic  of  a mild  febrile  ill- 
ness in  Parkwood,  Maryland,  in  1950.  He  ob- 
tained C virus  in  8 cases  and  5 adjacent 
households.  Three  weeks  later  they  made  a 
survey  of  the  entire  community,  examining 
296  of  308  persons  from  80  of  the  84  house- 
holds. C virus  of  the  same  type  was  obtained 
from  all  8 patients,  from  3 contacts,  and  from 


5 scattered  subjects.  C virus  of  two  other 
types  was  obtained  from  8 other  persons  in 
the  community.  The  8 patients  were  found 
to  excrete  C virus  over  periods  of  9 to  76  days. 
Of  the  31  persons  from  whom  virus  was  ob- 
tained, none  was  severly  ill,  and  none  showed 
a syndrome  resembling  poliomyelitis.  Neither 
poliomyelitis  nor  menengitis  occurred  in  the 
community  during  this  period.  A study  of 
neutralizing  antibodies  was  carried  out  in 
this  community.  77.4%  of  158  subjects  showed 
significant  titres.  This  high  figure  is  con- 
firmed by  other  studies.  Melnick,  et  aP  ’ 
found  that  80%  of  those  7 years  of  age  and 
older  had  neutralizing  antibodies  in  the 
serum. 

CLINICAL  MANIFESTATIONS 

There  seem  to  be  a number  of  clinical  syn- 
dromes associated  with  the  Coxsackie  Viruses 
so  that  a complete  description  at  this  time  is 
not  feasible.  However,  a few  seem  well 
authenticated  and  will  be  cited  here.  Pleuro- 
dynia, also  known  as  Bornholm’s  Disease, 
Epidemic  Myalgia,  Devils  Grippe,  has  a 
characteristic  picture.  The  disease  is  seen 
most  frequently  in  the  summer,  often  in  epi- 
demic form.  The  onset  is  abrupt,  with  low 
grade  fever  and  chest  pain.  Abdominal  pain 
is  often  present  and  may  cause  difficulty  in 
differentiating  from  appendicitis,  biliary 
colic  and  other  abdominal  conditions.  The 
outstanding  feature  is  the  chest  pain  which 
may  be  so  severe  as  to  restrict  breathing.  It 
is  usully  lateral  but  on  occasion  may  be  sub- 
sternal.  The  symptoms  persist  for  3 to  20 
days  and  may  recur. 

Another  conclusive  set  of  clinical  manifes- 
tations is  that  furnished  from  the  study  of 
accidental  infections  in  the  laboratory.  6 cases 
are  reported  by  Shaw,  et  al.''^  The  incubation 
period  was  3 to  5 days.  In  5 cases  the  illness 
was  mild  with  fever  for  a few  days,  head- 
aches, malaise,  weakness,  nausea  and  most 
characteristically  dull  aching  pain  in  the  chest 
of  moderate  severity.  In  one  case  the  chest 
pain  was  severe,  with  stiffness  of  the  neck 
and  a pleocytosis  (375  cells)  in  the  cerebral 
spinal  fluid.  The  leukocyte  count  was  not 
significantly  altered.  There  was  no  paralysis 
or  other  sequella.  Protracted  asthenia  was 
frequent. 

Cumenes  in  1950  reviewed  14  cases  which 
he  considered  represented  examples  of  C 
virus  diseases.  C virus  was  isolated  in  all 
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14  cases.  He  differentiated  3 clinical  types 
of  disease: 

Type  I resembled  non-paralytic  poliomyelitis. 
There  were  4 such  cases.  Headache,  pain  and 
stiffness  of  the  neck  and  back,  nausea  and 
vomiting  were  prominent.  Pleocytosis  of  the 
spinal  fluid  was  found  in  two  cases  examined. 
Type  II  was  that  of  epidemic  pleurodynia. 
There  were  5 such  cases,  one  sporadic  and  4 
in  laboratory  workers.  The  characteristic 
feature  was  pain  in  the  muscles  of  the  lower 
part  of  the  thorax,  occasionally  in  the  epigas- 
trium, aggravated  by  deep  breathing  or 
coughing. 

Type  III  was  a nondescript  febrile  infection 
resembling  “summer  grippe,”  with  malaise 
and  general  aching  of  nonspecific  character. 

It  is  probably  not  well  known  that  C virus 
can  give  rise  to  Guillain-Barre-Landry  syn- 
drome. Armstrong,  et  aP^  found  C virus  in 
one  such  case.  We  have  observed  one  similar 
syndrome  in  an  8 year  old  girl  who  became  ill 
during  a peak  of  herpangina.  Without  viro- 
logic  support  we  can  only  speculate  on  the 
relationship. 

The  final  and  most  prevalent  of  the  C virus 
infections  we  have  encountered  is  that 
known  as  herpangina.  Zahorsky’s  descrip- 
tion was  quite  complete.  The  following  is 
that  of  Heubner’s  description  from  the  Park- 
wood,  Maryland  epidemic.  The  prominent 
symptoms  were  sore  throat,  headache,  fever, 
abdominal  pain.  The  lesions  in  the  pharynx 
were  characteristic.  They  covered  the  an- 
terior fauces  soft  palate,  uvula  and  less  fre- 
quently, the  tonsils.  Occasionally  a lesion  was 
seen  on  the  dorsum  or  tip  of  the  tongue. 
There  were  no  lesions  on  the  gums  or  buccal 
mucosa.  Cough,  rhinitis,  or  otitis  media  were 
not  present.  The  fever  lasted  48-72  hours  and 
was  as  high  as  102  or  103  degrees  Fahrenheit. 
The  lesions  in  the  pharynx  started  as  red 
petechiae,  then  rapidly  became  papules.  By 
the  third  day  they  were  vesicular  in  appear- 
ance. The  final  appearance  was  that  of  small 
ulcerations  surrounded  by  erythema.  The 
lesions  in  this  epidemic  lasted  5 days  in  all. 
White  blood  counts  and  differential  counts 
were  normal.  In  another  series  a mild  leu- 
cocytosis  was  observed.  Chest  X-rays  were 
normal. 

We  have  made  a number  of  observations  in 
relation  to  this  disease  that  seem  to  be  of 
clinical  significance.  In  a review  of  our  rec- 


ords for  the  year  beginning  October  1,  1953 
to  September  30,  1954  we  have  found  67  pa- 
tients who  had  applied  to  us  primarily  for 
herpangina.  There  were  many  other  patients 
in  whom  herpangina  was  a concomitant  find- 
ing and  not  particularly  symptomatic.  We 
have  no  accurate  method  of  determining  the 
actual  number  of  such  cases,  but  this  was  a 
large  group.  In  the  group  of  67  patients  the 
age  distribution  was  from  3 months  to  72 
years.  13  patients  were  ten  years  old  or 
younger.  Patients  with  herpangina  were  seen 
in  every  month  of  the  year.  The  greatest  in- 
cidence was  in  August  with  16  cases;  July  was 
next  with  8 cases. 

The  presenting  symptoms  were  sore  throat, 
fatigue,  malaise,  and  mild  fever.  The  pain  of 
the  sore  throat  was  often  severe  and  unre- 
lieved by  the  usual  therapy  of  salicylates 
and  gargles.  9 patients  complained  of  pain 
in  the  back  of  the  neck.  Several  of  these  also 
had  cervical  adenitis.  Cough  was  also  a fre- 
quent symptom,  having  been  noted  in  17  pa- 
tients. Sometimes  there  was  hoarseness, 
laryngitis  and  bronchitis.  5 patients  com- 
plained of  pain  in  the  chest,  and  one  com- 
plained of  epigastric  pains.  The  chest  pain 
was  usually  lateral.  6 patients  complained  of 
anorexia.  Nausea  and  vomiting  occurred  in 
only  2 patients.  3 patients  had  two  attacks 
of  herpangina,  within  one  year  3 patients  had 
diarrhea. 

The  clinical  appearance  of  the  mouth 
lesions  was  most  interesting.  All  our  patients 
had  tiny  papules  and  vesicles  studdingthe  soft 
palate  and  anterior  tonsilar  fauces.  These 
were  often  easily  discernible,  but  occasion- 
ally difficult  to  visualize.  We  found  that 
tilting  the  head  back  and  observing  the  soft 
palate  from  an  angle  just  below  the  horizontal 
would  often  help  to  demonstrate  the  typical 
lesions.  The  erythema  was  often  intense. 
The  lymphatic  tissue  of  the  posterior  pharyn- 
geal wall  was  frequently  involved.  Six  of  our 
patients  had  ulcerations  of  the  tongue  and 
mucosa  of  the  lips.  A lesser  number  had  her- 
petic lesions  on  the  lips.  A most  surprising 
feature  that  we  observed  was  the  duration  of 
the  lesions  on  the  soft  palate.  Herpangina 
was  originally  described  as  a five  day  disease. 
We  have  seen  lesions  persisting  in  the  phar- 
ynx for  many  weeks  and  in  one  case  for  3 
months.  A short  duration  in  our  series  was 
unusual  except  in  children.  Another  discon- 
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jcerting  feature  of  the  disease  was  the  pro- 
longed period  of  asthenia  that  some  of  our 
I patients  exhibited.  Asthenia  is  always  a dif- 
jficult  symptom  to  evaluate,  but  we  were  im- 
! pressed  by  its  authenticity  in  most  instances. 

[ There  was  no  direct  relationship  between  the 
[presence  of  herpangina  and  the  severity  of 
I the  pain  in  the  throat.  In  the  patient  that  we 

[observed  over  a period  of  three  months  the 
herpangina  caused  little  distress.  On  the  other 
hand  we  had  several  patients  that  complained 
bitterly  of  sore  throat  for  several  weeks  and 
I were  unrelieved  by  any  of  the  usual  thera- 
peutic procedures. 

I There  were  3 patients  that  had  clinical  find- 
ings of  hepatitis  associated  with  herpangina. 
i Whether  these  patients  had  one  or  two  infec- 
I tions  cannot  be  determined  until  adequate 
t virological  studies  are  carried  out.  A small 
, number  of  patients  had  symptoms  and  signs 
„ of  muscle  weakness  of  a limited  nature  in 
I association  with  herpangina.  This  appeared 
I to  be  a neuronitis  which  always  went  on  to 

(recovery.  It  is  this  type  of  patient,  in  the 
acute  phase,  that  can  be  confused  with  the 
; patient  having  poliomyelitis. 

At  this  point  one  may  seriously  ask  the 
: question,  “Is  this  a C virus  infection  that  we 
I have  described?”  To  answer  this  question 
[ positively  one  must  resort  to  the  laboratory. 

Unfortunately  these  facilities  for  performing 
? virological  study  are  not  yet  available  to  us. 

: Until  the  time  such  studies  are  carried  out  we 
j feel  entirely  justified  in  calling  this  disease 
I entity  herpangina  because  of  the  striking 
I clinical  characteristics.  It  has  been  our  pur- 
j pose  to  call  attention  to  the  similarities  of 
! the  clinical  findings  to  previous  descriptions 
of  herpangina  and  also  to  emphasize  the  var- 
iations in  these  clinical  findings.  We  also  feel 
! that  in  a significant  number  of  cases  the  virus 
has  produced  constitutional  manifestations 
beyond  the  nasopharynx  and  involved  major 
organ  systems.  The  cause  of  the  modification 
in  the  clinical  picture  of  herpangina  is  prob- 
ably beyond  the  scope  of  this  paper  and  we 
leave  this  problem  to  our  colleagues  in  the 
laboratory. 

In  summary  then,  we  have  reviewed  a 
group  of  diseases  now  classified  as  the  Cox- 
sackie  Virus  diseases,  emphasized  the  in- 
creasing prevalence  among  the  diseases  of 
the  upper  respiratory  tract  and  noted  some 
changes  in  the  clinical  characteristics  of  the 


disease  which  we  hope  will  stimulate  further 
clinical  and  laboratory  investigation. 
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KOBZA  PAPER— 

(Continued  from  Page  150) 

When  there  is  an  organic  lesion  present, 
then  the  underlying  cause  must  be  treated. 
We  also  have  stressed  the  fact  that  all  cases 
of  abnormal  bleeding  in  the  individual  over 
35,  should  have  a diagnostic  curettage  to  ex- 
clude malignancy. 

V.  V.  Kobza,  M.D. 
REFERENCES 

1.  Kaufman,  S.  A.  & Blinick,  George.  Abnormal 
Vaginal  Bleeding.  American  Journal  of  Surgery, 
88:546,  1954. 

2.  Greenblatt,  R.  B.  The  Management  of  Functional 
Uterine  Bleeding.  Medical  Clinics  of  North 
America,  34:1551-1565,  1950. 

3.  McLennon,  C.  E.  An  Effective  Clinical  Approach 
to  Abnormal  Uterine  Bleeding,  Am.  J.  Ob.  & 
Gyn.  68:315,  1954. 

4.  Brewer,  J.  I.  & Miller,  W.  H.,  Postmenopausal 
Uterine  Bleeding;  Am.  J.  Ob.  & Gyn.;  67:988, 
1954. 

5.  Brewer,  J.  I.,  Textbook  of  Gynecology,  1953. 
Williams  & Wilkins. 


— 157  — 


SOUTH  DAKOTA 


MASONIC  TEMPLE 


8:55  A.M. 

9:00-  9:30  A.M. 
9:30-10:00  A.M. 
10:00-10:30  A.M. 
10:30-11:00  A.M. 
11:00-11:30  A.M. 
11:30-12:00  noon 

12:00-  2:00  P.M. 


FIRST  GENERAL  SESSION 

Monday  Morning,  — May  23,  1955 

Presiding  Officer A.  W.  Spiry,  M.D. 

Past-President’s  Breakfast  — Village  Room,  Lawler  Hotel 

Award  of  “Early  Bird”  Attendance  Prizes 

“Repair  of  Harelips”  Film  — Claire  L.  Straith,  M.D.,  Detroit 

“Parenteral  Nutrition  in  Surgery”  — Carl  O.  Rice,  M.D.,  Minneapolis 

“Plastic  Surgery  in  Facial  Deformities”  — Claire  L.  Straith,  M.D.,  Detroit 

Recess  to  View  Exhibits 

“Roentgenology  of  the  Chest”  — John  L.  Armbruster,  M.D.,  Milwaukee 
“Endotracheal  Anesthesia  for  Tonsillectomy  in  Children” — John  J.  Hoch- 
filzer,  M.D.,  St.  Paul 
Noon  Luncheons 


2:00-  2:30  P.M. 

2:30-  3:00  P.M. 

3:00-  3:30  P.M. 
3:30-  4:00  P.M. 

4:00-  4:30  P.M. 

7:00  P.M. 


8:55  A.M. 

9:00-  9:30  A.M. 
9:30-10:00  A.M. 

10:00-10:20  A.M. 

10:20-10:30  A.M. 
10:30-11:00  A.M. 
11:00-11:30  A.M. 

11:30-12:00  noon 


2:00-  2:30  P.M. 

2:30-  3:00  P.M. 
3:00-  3:30  P.M. 
3:30-  4:00  P.M. 

4:00-  5:00  P.M. 
5:00  P.M. 


SECOND  GENERAL  SESSION 

Monday  Afternoon,  May  23,  1955 

Presiding  Officer F.  D.  Gillis,  M.D. 

Robert  Monahan,  M.D.,  St.  Paul 

“The  Use  of  Facial  Strips  in  the  Repair  of  Hernia”  — Carl  O.  Rice,  M.D., 
Minneapolis 

Recess  to  View  Exhibits 

“Urinary  Calculi — Complications  and  Treatment”  — Lander  W.  Riba,  M.D., 
Chicago 

“Facial  Reconstruction  in  Accidental  Injuries”  — Claire  L.  Straith,  M.D., 
Detroit 

Annual  Banquet 

THIRD  GENERAL  SESSION 

Tuesday  Morning,  May  24,  1955 

Presiding  Officer P.  Preston  Brogdon,  M.D. 

Award  of  “Early  Bird”  Attendance  Prize 

“Nephrosis  in  Children”  Film,  Courtesy  Charles  Pfizer  & Co. 

“The  Clinical  Management  of  Hypertensive  Vascular  Disease”  — Sibley 
Hoobler,  M.D.,  Ann  Arbor,  (Courtesy  South  Dakota  Heart  Association) 
“Public  Health  and  Civil  Defense”  — Charles  F.  Blankenship,  M.D.,  Kansas 
City 

Auxiliary  in  Action  — Mrs.  George  W.  Turner,  El  Paso,  Texas 
Recess  to  View  Exhibits 

“Hemorrhage  — A Complication  of  Pregnancy  and  Labor  — Diagnosis  and 
Management”  — Harry  Benaron,  M.D.,  Chicago 
Noon  Luncheons 

FOURTH  GENERAL  SESSION 

Tuesday  Afternoon,  May  24,  1955 

Presiding  Officer W.  F.  Bollinger,  M.D. 

“Reactions  to  Antibacterial  Therapy  — Prevention  and  Treatment”  — Paul 
S.  Rhoads,  M.D.,  Chicago 

“Superficial  Fungus  Infections”  — Francis  E.  Senear,  M.D.,  Chicago 
Recess  to  View  Exhibits 

“Some  General  Remarks  About  Surgery”  — R.  E.  Robins,  M.D.,  Camden, 
Arkansas 

“African  Safari”  Film,  Leander  W.  Riba,  M.D.,  Chicago 
Drawing  for  Grand  Prize  — You  Must  Be  Present  to  Win! 
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ARE  DUES  TOO  HIGH? 


Periodically  we  hear  stray  comments  float- 
ing about  from  members  of  the  medical  asso- 
ciation complaining  that  the  state  dues  of 
i $75.00  are  too  high. 

Periodically,  we  find  it  necessary  to  remind 
I the  disgruntled  ones  that  every  service  pur- 
I chased  should  be  worth  the  price. 

To  weigh  the  value  of  membership  the 
ilfee  should  1 — stand  comparison  with  other 
; states  2 — give  all  doctors  and  the  public  cer- 
jjtain  benefits  3 — compare  favorably  with 
other  types  of  associations. 

!'  1 Some  comment  has  been  heard  that 

I  South  Dakota’s  dues  are  highest  in  the 
country.  This  is  not  correct.  At  least 
‘ one  state  has  dues  of  $100  while  many 

others,  including  North  Dakota,  equal 
ours.  Combining  the  average  state, 
local,  and  AMA  dues,  most  of  our  mem- 
' bers  total  $105.00  per  year.  Some  county 
societies  in  other  states  equal  or  better 
this  amount  before  even  considering 
state  dues.  In  the  long  run,  our  dues 
are  only  average. 

2  What  your  dues  buy  is  a more  import- 
ant consideration  than  how  they  com- 
pare with  other  states.  For  your  $75.00 
you  receive,  (1)  your  South  Dakota 
Journal  of  Medicine,  (2)  intermediary 
service  on  the  V.A.  Home  Town  Care 
Plan,  (3)  low  cost  of  time  insurance, 
(4)  low  cost  term  to  age  70  life  insur- 
ance, (5)  scientific  programs  and  ex- 
hibits at  the  annual  meeting,  (6)  liasion 
with  other  health  agencies,  state  agen- 
cies, etc.,  (7)  legislative  counseling 


under  direction  of  the  Council  at  state 
legislature,  (8)  public  relations,  (9) 
study  of  proposed  programs,  (10)  doctor 
opinion  surveys,  (11)  placement  service, 
(12)  licensure  activities,  (13)  civil  de- 
fense planning,  (14)  liason  with  AMA, 
(15)  representation  at  national  and  re- 
gional meetings,  (16)  liasion  with  press 
and  radio,  (17)  information  clearing 
house  service,  (18)  preparation  of  asso- 
ciation reports,  etc.,  (19)  study  and  ap- 
proval of  health  insurance,  (20)  griev- 
ance or  mediation  services,  (21)  enforce- 
ment of  laws,  (22)  operation  of  benevo- 
lent, AMEF,  and  medical  school  en- 
dowment funds,  (23)  and  the  thousands 
of  details  requested  by  doctors  and 
public  alike  that  would  be  pushed  onto 
you  if  your  $75.00  weren’t  working  for 
you. 

3  The  third  point  is  hardly  worth  men- 
tioning but  other  associations  includ- 
ing the  S.  D.  osteopaths  and  chiro- 
practors pay  more  and  do  not  have  a 
central  office  in  the  state  providing 
services.  Some  labor  unions  base  dues 
on  gross  income  and  many  — including 
some  of  the  printers  who  work  on  our 
Journal  — pay  more  than  doctors  do 
to  belong  to  their  organization. 

Editorially,  we  feel  that  you  are  getting  a 
bargain  for  your  $75.00.  If  you  don’t  think 
so,  it  is  up  to  you  to  delve  into  the  matter 
and  find  out  for  yourself.  Your  interest  and 
activity  makes  your  Medical  Association 
strong. 
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WHAT  GOVERNMENT  SPENDING 
MEANS  TO  YOU 

The  nation’s  taxpayers  had  the  wind  taken 
out  of  their  sails  recently  when  the  California 
Taxpayers  Association  reported  that  Federal, 
state  and  local  agencies  will  this  year  collect 
some  90  billion  dollars  in  levies.  It’s  still 
quite  difficult  for  the  average  taxpayer  to  fit 
himself  into  a statistic  of  such  magnitude.  But 
the  California  Association,  a private  research 
organization,  discovered  that  it  takes  a $4,500- 
a-year  man  two  hours  and  35  minutes  of  his 
eight-hour  day  to  earn  enough  to  pay  his 
taxes.  The  levies  included  are  both  direct  and 
indirect.  Now  this  same  $4,500  salaried  man 
works  only  one  hour  and  37  minutes  daily  to 
pay  for  food  for  his  family;  one  hour  and  24 
minutes  for  housing  costs;  36  minutes  for 
clothing,  and  42  minutes  for  transportation. 
He  also  labors  23  minutes  for  medical  care, 
20  minutes  for  recreation,  and  23  minutes  for 
other  goods  and  services.  In  other  words, 
this  typical  person  works  only  26  minutes 
more  a day  to  provide  food  and  housing  for 
his  family  than  he  does  to  pay  his  tax  load. 
The  recent  Federal  tax  cut,  the  Association 
said,  helped  him  very  little.  He  managed  to 
save  only  a few  minutes  work  time.  All  of 
which  points  to  the  important  need  for  more 
economy  in  government  spending. 

— Connecticut  State  Med.  J.,  January,  1955 


ASPECTS  ON  RURAL  MEDICINE 

A new  approach  for  a text-book  on  the 
aspects  of  rural  medicine  has  been  planned. 
Dr.  Wallace  Marshall,  Two  Rivers,  Wiscon- 
sin, who  has  had  several  articles  published 
in  our  South  Dakota  Journal  of  Medicine  and 
Pharmacy  during  the  past  few  years,  has 
been  appointed  Editor-in-Chief  for  this  new 
volume  which  will  be  published  by  Charles 
Thomas,  Publishers,  of  Springfield,  Illinois. 

They  feel  that  it  is  about  time  that  rural 
physicians  have  an  authentic  textbook  on 
rural  medicine  and  surgery  which  will  be 
written  for  them  by  their  colleagues  in  rural 
practice.  Those  specialists  and  professors  in 
the  various  medical  schools  are  often  grossly 
ignorant  o f all  the  trials  and  tribulations 
which  are  connected  with  the  practice  of  rural 
medicine  throughout  our  entire  nation. 


Dr.  Marshall  would  like  to  obtain  some 
competent  practitioners  from  South  Dakota 
to  submit  data  which  concerns  their  methods 
and  ideas  which  are  used  in  their  daily  work. 
If  you  would  like  to  collaborate  in  this  ven- 
ture please  write  to  Dr.  Wallace  Marshall, 
Bank  of  Two  Rivers  Building,  Two  Rivers, 
Wisconsin,  soon  and  suggest  the  topics  in 
which  you  are  most  interested.  This  is  a 
splendid  opportunity  to  participate  in  a ven- 
ture which  should  benefit  the  physicians  prac- 
ticing in  the  rural  areas  of  the  entire  nation. 


THE  MONTH  IN  WASHINGTON 

This  session  of  Congress  probably  is  more 
than  half  over.  On  health  legislation,  two 
things  are  becoming  apparent.  First,  Congress 
is  not  attaching  much  urgency  to  some  of  the 
early-blooming  issues  that  were  so  prominent 
in  January  and  February.  For  example,  it 
has  been  in  no  hurry  to  take  up  such  subjects 
as  reinsurance  for  health  plans,  guarantees 
of  mortgage  loans  for  health  facilities,  ex- 
panded care  for  military  dependents,  or  health 
insurance  for  government  employees.  Action 
may  yet  come  in  a rush,  and  some  of  these 
bills  may  be  passed,  but  not  all.  The  second 
fact  is  that  Congress  this  year  does  seem 
willing,  if  not  anxious,  to  take  some  action 
on  mental  health. 

One  explanation  of  the  slow  pace  of  most 
health  bills  may  lie  in  the  fact  that  this  is 
only  the  first  session,  and  that  bills  not  passed 
this  year  may  be  enacted  next  year,  an  elec- 
tion year.  At  any  rate,  unless  a bill  is  def- 
initely voted  down,  it  remains  alive  until  the 
84th  Congress  adjourns  in  1956. 

At  the  top  of  the  list  of  favored  mental 
health  bills  are  identical  measures  by  Chair- 
man Priest  of  the  House  Interstate  and 
Foreign  Commerce  Committee  and  Chairman 
Hill  of  the  Senate  Labor  and  Public  Welfare 
Committee.  These  bills,  which  were  not 
initiated  by  the  Eisenhower  administration, 
provide  $1,250,000  in  grants  for  a three-year 
survey  by  non-governmental  professional 
groups  of  all  phases  of  mental  health.  Pre- 
sumably the  survey  would  be  conducted  by  a 
Joint  Commission  on  Mental  Health,  formed 
by  the  AMA  Council  on  Mental  Health  and 
the  American  Psychiatric  Association,  with 
a number  of  other  groups  participating. 
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Considered  by  these  committees  at  the  same 
time  was  the  administration’s  proposal  for  a 
three-year  program  of  outright  grants  to 
states  for  new  and  existing  mental  health 
programs  with  Congress  deciding  on  the 
money  needed. 

The  survey  bill  was  reported  favorably  by 
the  House  Committee  within  10  days  after 
hearings  were  completed.  The  grants  pro- 
posal was  held  up  with  the  explanation  that 
it  properly  should  be  considered  with  legis- 
lation not  then  before  the  committee. 

The  Priest  committee  then  turned  its  atten- 
tion to  fields  other  than  health;  it  also  has 
jurisdiction  over  legislation  on  railroads, 
aviation,  communications  and  federal  power. 
Senator  Hill’s  committee  continued  on  health 
bills,  next  taking  up  his  and  Senator  Bridges’ 
bill  for  a three-year,  $90  million  grant  pro- 
gram for  construction  of  non-federal  labora- 
tory facilities  for  research  in  a wide  range 
of  chronic  diseases. 

The  measure  failed  to  get  AMA  support, 
the  Board  of  Trustees  deciding  it  was  too 
broad  and  loosely  written.  Dr.  George  F.  Lull, 
AMA  secretary-general  manager,  pointed  out 
to  the  committee  that  the  bill  gives  no  voice 
to  the  states  and  local  communities  in  de- 
velopment of  a planned  and  integrated  system 
of  laboratory  and  other  research  facilities. 

Prior  to  final  Appropriations  Committee 


action  on  next  fiscal  year’s  budget  for  the 
Federal  Civil  Defense  Administration,  the 
AMA  urged  favorable  consideration  of  the 
agency’s  request  for  medical  supplies  and 
equipment.  Dr.  Lull  made  the  point  that  it 
was  futile  to  plan  for  the  medical  phase  of 
civil  defense  unless  the  profession  has  the 
supplies  to  work  with.  He  warned  of  the 
medical  problems  that  would  arise  from  an 
enemy  attack,  including  radio-active  fallout. 
The  House  proceeded  to  approve  a $30  mil- 
lion appropriation  for  stockpiling  of  supplies 
and  equipment,  $5.3  million  less  than  the  ad- 
ministration asked.  However,  the  committee 
pointed  out  that  FCDA  has  millions  of  dollars 
in  unexpended  balances. 

The  same  appropriations  bill  carries  ap- 
proximately $750  million  for  the  Veterans 
Administration  medical  budget  for  the  next 
fiscal  year.  The  measure  contained  one  sur- 
prise: an  unexpected  $16,885,000  increase  for  a 
start  on  remodeling  certain  VA  hospitals. 
The  VA  originally  asked  the  Budget  Bureau 
to  approve  $20  million  for  this  purpose,  the 
Bureau  pared  it  down  to  $13,815,000  but  the 
House  raised  it  to  $30  million. 

Another  bill  that  moved  through  the  House 
with  a minimum  of  controversy  was  one  re- 
establishing the  authority  of  the  Secretary  of 
Health,  Education,  and  Welfare  to  channel 
surplus  government  property  to  health  and 
educational  institutions  at  no  cost. 


NEW  PAMPHLET  LISTS  "UP"  IN  MEDICAL  EDUCATION 

Record  achievements  by  our  nation’s  medical  schools  during  the  past  year  are 
emphatically  pointed  up  in  an  attractive  new  12-page  pamphlet  currently  in  produc- 
tion by  the  American  Medical  Association.  The  pamphlet  entitled,  “What’s  Up  With 
Our  Medical  Schools?’’  discusses  four  main  phases  of  medical  education  in  which  the 
80  approved  medical  schools  in  the  country  now  are  surpassing  all  previous  records. 
These  areas  are:  (1)  medical  school  enrollments;  (2)  number  of  medical  school  grad- 
uates; (3)  medical  school  finances,  and  (4)  medical  school  facilities. 

Particularly  suitable  for  distribution  in  doctors’  reception  rooms,  through 
schools  and  at  health  fairs,  quantities  of  the  pamphlet  will  be  available  after  July  1 
from  state  medical  societies  or  the  AMA’s  Public  Relations  Department. 
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THE  DEATH  THAT  REFUSES  TO  TAKE  A HOLIDAY 

Are  we  as  doctors  justified  in  promoting  Automobile 
Safety  campaigns?  Your  officers  and  councillors  felt  that  our 
State  Medical  Association  could  not  go  amiss  in  sponsoring 
such  a program.  Those  of  us  who  had  the  good  fortune  of 
hearing  the  on  the  scene  slide  illustrated  talks  at  the  close  of 
our  annual  scientific  meeting  last  year  by  Drs.  Ralph  C.  Moore 
and  Charles  Marsh  of  Omaha  will  remember  the  tremendous 
impact  their  program  on  Highway  Accidents  made  on  all  of 
us.  Remember  how  you  slowed  down  your  driving  speed  as 
you  left  for  your  respective  homes?  Some  of  us  felt  that  these 
talks  and  slides  should  be  placed  before  every  student  and 
adult  group  in  our  state. 


With  the  above  thought  in  mind  we  made  arrangements  to  get  copies  of  these  slides  and 
have  asked  our  executive  secretary  to  present  an  illustrated  talk  to  as  many  lay  groups  as 
possible. 


By  the  remarks  I have  heard  from  law  enforcement  officers  over  the  state  — this  type  of 
education  will  pay  dividends.  Where  can  we  find  an  organization  more  qualified  to  sponsor  a 
program  of  this  kind  than  our  own?  Where  can  you  find  men  and  women  more  cognizant  of 
the  horrible,  vicious  results  brought  on  by  the  steel  monster  capable  of  speeds  better  than  100 
miles  per  hour?  Those  big  hunks  of  steel  on  rubber,  with  drivers  behind  the  wheel  who  are 
never  conscious  of  the  fact  that  death  lurks  on  every  modern  highway.  Yes,  the  death  that  re- 
fuses to  take  a holiday. 


During  the  past  year  I have  endeavored,  in  my  own  awkward  and  sometimes  lousy  way, 
to  convey  short  messages  on  this,  the  president’s  page.  I was  given  the  impression  that  this 
page  must  be  written  with  the  dignity  that  becomes  a man  of  stature.  Unfortunately  many  of 
the  greater  things  our  presidents  in  the  past  possessed  failed  to  rub  off  on  this  character. 


I have  enjoyed  the  past  year  as  your  president.  My  sincere  thanks  for  the  honor  you  saw 
fit  to  bestow  upon  me.  I have  no  way  of  repaying  you  adequately.  I hope  that  some  of  the 
decisions  I was  called  upon  to  make  — at  times  with  little  or  no  forewarning  — caused  no 
offense  or  ill  feeling.  I cherish  your  continued  friendship  too  much  for  that. 

A.  W.  Spiry,  M.D. 
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A worthwhile  postgraduate  seminar  spon- 
■ sered  by  the  University  Medical  Staff  was 
! held  recently  on  the  campus.  Some  nation- 
' ally  known  speakers  and  some  distinguished 
} guests  were  present. 

[ The  morning  session  was  devoted  to  talks 
^ and  discussions  of  history  and  therapy  of  car- 
I cinoma  of  the  uterus  and  uterine  biopsy.  Dr. 
Michael  of  the  Pathology  Department  of  the 
University  Medical  School  gave  an  illustrated 
jtalk  entitled  the  “Natural  History  of  Car- 
I jcinoma  of  Uterine  Cervix  and  of  Fundus.” 

I!  On  Dr.  Michael’s  reserve  shelf  in  the  Med- 

) 

! ical  Library  is  a book  which  is  of  interest  to 
anyone  interested  in  information  about  uter- 
ine carcinoma.  It  is; 

Early  Carcinoma  of  the  Uterine  Cervix  by 

Hansjakob  Wespi,  chief  of  the  obstetrical 
and  gynecological  department  of  Frauen- 
feld  Hospital  in  Switzerland.  Grune  and 
Stratton,  1949. 

The  fact  that  Wespi’s  work  is  based 
largely  on  his  colposcopic  studies,  which 
form  a diagnostic  method  not  accepted  in 
our  country,  detracts  somewhat  from  the 
value  of  this  book.  However,  the  im- 
portance of  the  book  to  pathologists  and 
gynecologists  lies  in  the  excellent  dis- 
cussion of  the  pathology  of  preinvasive 
and  early  invasive  lesions  and  the  more 
moderate  degrees  of  epithelial  atypical- 
ness and  overactivity.  The  illustrations, 
altho  not  well  placed  in  the  book,  are 
excellent. 

The  other  speakers  of  the  morning  session 
were  Dr.  Carl  P.  Huber,  chairman  of  the  De- 
partment of  Obstetrics  and  Gynecology  of  the 
University  of  Indiana  School  of  Medicine  and 
Dr.  F.  Stahmann  of  Sioux  Falls,  South 
Dakota. 


In  1951  a well  illustrated  article  written  by 
Dr.  Huber,  Dr.  Gardiner  and  Dr.  Michael  ap- 
peared in  the  American  Journal  of  Obstetrics 
and  Gynecology  The  title  of  this  was  “Paget’s 
Disease  of  the  Vulva.”  This  was  read  before 
the  75th  Anniversary  meeting  of  the  Amer- 
ican Gynecological  Society  in  New  York  in 
May  of  1951. 

This  article  reviews  3 cases  of  extramam- 
mary Paget’s  disease  of  the  vulva  as  seen  at 
the  Indiana  University  Medical  Center  since 
1937.  One  of  these  showed  a definite  adeno- 
carcinoma of  the  underlying  apocrine  sweat 
glands.  The  conclusions  are  (1)  The  lesion 
described  and  illustrated  is  grossly  charac- 
terized by  a slowly  spreading  exczematoid 
change  in  the  skin  identical  with  that  seen  in 
Paget’s  disease  is  always  found  in  skin  areas 
in  which  apocrine  glands  are  characteristic- 
ally present.  (2)  Treatment  should  be  that  of 
wide  and  deep  excision  with  careful  follow 
up. 

The  speakers  of  the  afternoon  session  were 
Dr.  Carl  P.  Huber,  chairman  of  the  Dept,  of 
Obstetrics  and  Gynecology  of  Indiana  School 
of  Medicine  and  Dr.  William  B.  See,  Assistant 
Prof,  of  Obstetrics  of  the  University  of  Mis- 
souri School  of  Medicine.  The  Talks  were 
“Bleeding  During  the  last  Trimester  of  Preg- 
nancy” and  “Toxemias  of  Pregnancy.” 

Dr.  Huber  has  a recent  article  published  in 
the  May  1954  issue  of  Postgraduate  Medicine 
entitled  “Prolonged  Labor.” 

An  introductory  statement  summarizes  the 
article.  “The  care  of  the  patient  who  does  not 
progress  normally  in  labor.  After  24  hours 
considered  an  abnormal  prolongation  of  labor 
involves  the  application  of  all  the  fundamen- 
tal principles  of  obstetrics.  It  involves  an 
(Continued  on  Page  181) 
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wide  spectrum  of  effectiveness 
rapid  diffusion 
prompt  control  of  infection 
minimum  side  effects 

decision  often  favors 


Compared  with  certain  other  antibiotics,  ACHROMYCIN  offers  a broader  spectrum  of 
effectiveness,  more  rapid  diffusion  for  quicker  control  of  infection,  and  the  distinct  advan- 
tage of  being  well  tolerated  by  the  great  majority  of  patients,  young  and  old  alike. 

Within  one  year  of  the  day  it  was  offered  to  the  medical  profession,  ACHROMYCIN  had 
proved  effective  against  a wide  variety  of  infections  caused  by  Gram-negative  and 
Gram-positive  bacteria,  rickettsiae,  and  certain  viruses  and  protozoa. 

With  each  passing  week,  acceptance  of  ACHROMYCIN  is  still  growing.  ACHROMYCIN, 
in  its  many  forms,  has  won  recognition  as  a most  effective  therapeutic  agent. 
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Workshop  In  Remedial  Speech 
July  11-29,  1955 


'State  College  will  again 
this  year  conduct  a Work- 
shop in  Remedial  Speech  for 
children  who  have  problems 
and  for  teachers  who  may 
have  pupils  with  speech  dif- 
ficulties. 

The  Workshop  in  Remedial 
Speech  has  a dual  purpose: 
(1)  to  aid  children  and  their 
parents  in  overcoming  speech 
problems,  and  (2)  to  acquaint 
teachers  with  some  pro- 
cedures for  aiding  school 
children  exhibiting  speech 
problems. 

Group  meetings  will  be  ar- 
ranged for  many  of  the  chil- 
dren during  mornings  of 
Workshop  session.  Parents 
are  urged  to  attend  these 
periods  so  that  points-of-view 
and  some  therapy  practices 
may  be  continued  away  from 
the  clinic.  Therapy  meetings 
will  be  conducted  by,  or 
under  the  direct  supervision 
of,  specialists  in  the  area. 

Discussion  periods  are 
scheduled  afternoons  during 
the  session.  Visiting  special- 
ists in  speech  and  areas 
closely  related  to  the  diag- 
nosing and  treating  of  people 
with  speech  difficulties  will 
present  particular  aspects  of 
the  pi’oblems.  In  the  past, 
visiting  specialists  have  in- 


cluded representatives  of 
college  and  university  speech 
clinics,  child  specialists,  sur- 
geons, audiologists,  and  spec- 
ial education  program  per- 
sonnel. Specialists  included 
have  been:  Dr.  G.  L.  Shaffer 
— Purdue  University,  Dr. 
John  W.  Wiley  — University 
of  Nebraska,  Dr.  George  R.  R. 
Pflaum  — Kansas  State  Col- 
lege, Dr.  W.  H.  Patt,  Dr.  John 
B.  Gregg,  Dr.  J.  L.  Tritle, 
Robert  K.  Reed  — State  De- 
partment of  Public  Instruc- 
tion, Mrs.  Glen  Avery  — 
Mental  Health  Association. 

College  credit  in  either 
Education  or  Speech  may  be 
earned  up  to  a maximum  of 
four  quarter  hours  for  full 
participation  in  Workshop  ac- 
tivities. Those  who  qualify 
may  earn  graduate  credit. 
The  Workshop  may  be  in- 
cluded in  a regular  summer 
program  or  it  may  be  taken 
as  a complete  unit  in  itself. 

Children  may  be  enrolled 
by  their  parents  on  the  basis 
of  a preliminary  examina- 
tion. There  is  no  fee  for 
either  the  examination  or 
therapy.  For  the  period  of 
the  Workshop,  parents  may 
live  on  campus  with  their 
children  for  a nominal  fee. 
jParents  are  asked  to  attend 


all  therapy  sessions  with 
which  their  children  are  con- 
cerned and  are  invited  to  at- 
tend as  many  of  the  discus- 
sion sessions  as  possible. 

For  additional  informa- 
tion and  to  make  arrange- 
ments for  the  examination  of 
children  write  to: 

Dr.  G.  L.  Draegert, 
Director 

Communications  Clinic 
Speech  Department 
South  Dakota  State  College 
College  Station,  South 
Dakota 


TENTATIVE  PROGRAM 

July  11 — Registration  and  In- 
troduction. 

July  12 — The  Field  of  Speech 
Correction. 

July  13 — Dr.  W.  H.  Patt,  “The 
Development  of  the 
Child.” 

July  14 — Dr.  Charles  B.  Rugg- 
less,  “Evaluating  the 
Child’s  Potentialities — 
Psychological  Testing.” 

July  15 — Clayton  Lorenzen, 

“Help  for  the  Child  in 
the  Hospital.” 

July  18 — Robert  K.  Reed,  “Edu- 
cation for  the  Different 
Child.” 

July  19 — Dr.  D.  C.  Spriesters- 
bach,  “Diagnosing  the 
Speech  Problem.” 

July  20 — Mrs.  Ethel  Bridgeford, 
“Speech  Help  in  South 
Dakota.” 

July  21 — Dr.  John  B.  Gregg, 
“Nasal-Laryngeal- 
Pharyngeal 
Pathologies.” 

July  22 — Dr.  John  Wiley, 

“Clinical  Therapy.” 

July  25— Dr.  G.  L.  Shaffer 

“Stuttering  Therapy.” 

July  26 — Dr.  James  L.  Tritle, 
“Correcting  Pharyngeal 
Pathologies- 
Orthodontia.” 

Dr.  G.  L.  Shaffer, 
“Improving  the  Speech 
Functions.” 
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July  27 — Dr.  G.  L.  Shaffer, 

“The  Role  of  the 
Speech  Correctionist  in 
the  School.” 

July  28 — Projected  Programs  for 
Speech  Improvement. 

I July  29 — Summary  . 

I Each  session  will  be  held  at 
' 1:15  P.M. 


ABERDEEN  DISTRICT 
! SOCIETY  MEETS 

“The  Aberdeen  District 
f Medical  Society  held  its  reg- 
I ular  monthly  meeting  on 
Wednesday  evening,  April  6 
in  the  Mexican  Room  of  the 
Sherman  Hotel.  Following 
t cocktails  and  an  excellent 
: steak  dinner,  Dr.  Frank  M. 
Melton  of  the  Dakota  Clinic 
Fargo,  North  Dakota,  gave 
I an  excellent  talk  illustrated 
with  lantern  slides.  His  topic 
being  ‘Review  of  Skin 
I Tumors.’ 

I Routine  business  matters 
t were  taken  up;  and  John  C. 

Foster,  executive  secretary  of 
|li  the  State  Medical  Associat- 
ij:  ion,  led  a discussion  on  Blue 
Shield  program.  Since . the 
■ Aberdeen  District  Medical 
Society  is  allowed  another 
delegate;  Dr.  William  Gorder, 
Aberdeen,  was  elected  as  a 
delegate.  Drs.  B.  F.  King. 
Aberdeen,  and  E.  J.  Perry. 
Redfield,  were  elected  as  ad- 
I ditional  alternate  delegates.” 


MITCHELL  DISTRICT 
SOCIETY  MEETS 

The  Mitchell  District  Med- 
: ical  Society  met  for  a bus- 
I iness-dinner  meeting  at  the 
Methodist  Hospital  on  April 
27th.  There  were  20  mem- 
bers present. 

A film  on  the  polio  vaccine 
was  shown.  Dr.  A.  W.  Spiry. 


Association  President,  made 
his  official  visitation  talk. 
John  C.  Foster,  Association 
Executive-Secretary,  dis- 
cussed plans  for  the  annual 
meeting  which  is  to  be  held 
in  May. 


NEWS  NOTES 

Dr.  C.  S.  Roberts.  Lake 
Preston,  has  gone  on  active 
duty  with  the  Army  at  Ft. 
Sam  Houston,  Texas. 

❖ ❖ 

Dr.  E.  S.  Watson,  Brook- 
ings, attended  the  Chicago 
Medical  Society  Assembly 
and  the  New  Orleans  Med- 
ical Assembly  in  March. 

* * H: 

A reception  was  held  in 
Philip  for  Dr.  and  Mrs.  Juris 
Mangulis,  March  24  with  128 
people  in  attendance.  The 
event  was  arranged  by  the 
Haakon  County  Hospital 
Auxiliary. 

■f 

Dr.  Clark  F.  Johnson. 

Yankton,  evidenced  his  in- 
terest in  government  when 
he  ran  for  city  commissioner 
in  the  April  19th  election.  He 
was  elected  as  commissioner 
for  a two  year  term  and  also 
as  mayor  of  the  city. 

* * * 

Dr.  S.  A.  Keller,  for  many 
years  an  E.E.N.T.  specialist  in 
Sioux  Falls,  has  left  to  take 
up  residence  in  San  Diego, 
California. 


Dr.  Frank  James  recently 
released  from  active  duty 
with  the  Army  has  joined  Dr. 
Eugene  Flynn  in  practice  at 
Pickstown. 


Dr.  Richard  Lillard,  for  the 

past  year  associated  with 
Dr.  R.  J.  Quinn  at  Burke,  has 
announced  the  opening  of  his 
practice  at  Woonsocket. 
Woonsocket  has  been  with- 
out a doctor  for  several 
months. 


PROGRAM  OF  LEGAL 
MEDICINE  SET 

A session  on  legal  medicine 
has  been  scheduled  for  At- 
lantic City  during  the  AMA 
convention.  The  meeting  will 
be  held  in  Room  “A”  at  Con- 
vention Hall,  Wednesday, 
June  8 at  2 P.  M.  The  pro- 
gram, to  which  all  physicians 
are  invited  will  cover: 

1.  The  Mentally  111  Patient. 
Competence  to  (a)  consent 
to  treatment,  (b)  contract, 
(c)  testify,  and  (d)  make  a 
valid  will. 

Francis  J.  Gerty,  M.D., 
Chairman,  Subcommittee 
on  Forensic  Psychiatry, 
Committee  on  Medico- 
legal Problems,  Chicago. 

2.  Trauma  and  Cancer. 

W.  C.  Heuper,  M.D., 
Chief,  Environmental 
Cancer  Section,  National 
Cancer  Institute,  Beth- 
esda,  Md. 

3.  The  Federal  Income  Tax 
Law  in  Relation  to  Medical 
Practice. 

C.  M.  Lauritzen,  H, 
LL.B.,  Member  of  the 
Chicago  Bar. 

4.  The  Model  Post-Mortem 
Examination  Act. 

C.  Joseph  Stetler,  LL.M., 
Director,  Law  Depart- 
ment, American  Medical 
Association. 
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ATTENTION  DOCTORS  AND  PHARMACISTS 

WANTED  BY  THE  FBI 


JACK  HARVEY  RAYMOND 


HELEN  VIRGINIA  GIBBS 


A federal  warrant  of  arrest  charging  interstate  transportation  of  stolen  property  is  out- 
standing for  Jack  Harvey  Raymond,  with  aliases,  and  Helen  Virginia  Gibbs,  with  aliases,  who 
are  traveling  about  the  country  posing  as  man  and  wife.  He  sometimes  identifies  himself 
as  an  insurance  salesman.  Their  scheme  is  to  present  a bogus  check  for  a small  purchase  of 
groceries  of  to  present  a bogus  check  for  the  purchase  of  a prescription  in  drugstores  for  her 
use.  The  check  is  for  more  than  the  purchase  price. 

Gibbs  is  reported  to  be  suffering  from  a rheumatic  heart  condition.  She  is  described  as  a 
member  of  the  white  race  who  is  approximately  34  years  old.  She  is  five  feet,  two  inches  tall, 
weighs  between  105  and  125  pounds,  has  a fair  complexion,  and  hazel  eyes.  Her  hair  has  been 
described  as  light  brown,  red,  black,  auburn,  and  dark  chestnut,  and  she  has  a burn  scar  on 
her  left  forearm.  Gibbs  has  previously  been  employed  as  a dry  cleaning  worker. 

Raymond  reportedly  was  born  at  Helena,  Montana,  July  18,  1921,  is  white  and  has  a 
medium  build  (five  feet,  eight  inches  tall,  and  weighs  160  pounds).  He  has  brown  wavy  hair, 
blue  eyes  and  a medium  complexion  and  has  worked  as  a laborer  and  tailor.  He  has  a one-inch 
cut  scar  in  the  center  of  his  forehead  near  the  hairline,  a mole  on  the  right  side  of  his  nose, 
mole  on  the  right  side  of  his  chin,  cut  scar  first  joint  of  the  left  index  finger,  blue  ink  tattoo  of 
a coat  of  arms  on  the  left  forearm. 

HELEN  VIRGINIA  GIBBS  AND  JACK  HARVEY  RAYMOND  ARE  POSSIBLY  ARMED 
AND  SHOULD  BE  CONSIDERED  EXTREMELY  DANGEROUS. 

If  these  people  come  to  your  attention,  please  contact  the  nearest  office  of  the  FBI,  the 
telephone  number  of  which  appears  on  the  first  page  of  your  telephone  directory. 
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MASS  SPECTROMETRY  AS  A CLINICAL 
RESEARCH  TOOL 
Harold  S.  Bailey* 

College  Station,  S.  D. 


The  mass  spectrometer  as  a research  tool 
has  been  developed  over  the  last  30  years. 
Early  uses  of  this  instrument  were  for  the 
precise  determination  of  atomic  and  mole- 
cular weights,  as  well  as  for  identification  of 
isotopes  and  the  measurement  of  their  masses 
and  abundances. 

During  the  past  ten  years,  this  instrument 
has  been  applied  to  various  industrial  analy- 
tical problems.  Today,  the  mass  spectrometer 
is  largely  used  for  the  analysis  of  complex 
hydrocarbon  mixtures  in  the  petroleum  in- 
dustry and  as  a research  instrument  in  chem- 
ical plants  and  educational  institutions. 

Fundamental  Principles 

Briefly,  mass  spectrometry  involves  the 
physical  separation  of  electrically  charged 
particles  (either  atomic  or  molecular  ions) 
according  to  the  ratio  of  mass  to  charge.  This 
is  accomplished  by  the  action  of  magnetic  and 
electric  fields.  The  quantity  of  an  ion  of 
particular  mass  may  then  be  determined  by 
measurement  of  the  quantity  of  electrical 
charge  present. 

Mass  spectrometers  commercially  available 
include  the  isotope  ratio  and  the  continuous 
analysis  types.  The  isotope  ratio  mass  spec- 
trometer is  used  in  biochemical  research  with 
stable  isotopes  such  as  The  ratio  of 

to  for  example,  can  be  determined  and 
a compound  having  a larger  quantity  of 
than  normal  (a  tagged  compound)  may  be 
followed  through  metabolic  processes. 

Clinical  Research  Applications 

In  contrast  to  the  isotope  ratio  mass  spec- 

*Associate  Professor  of  Pharmaceutical  Chemistry, 
South  Dakota  State  College. 


trometer,  the  continuous  analysis  instrument 
determines  the  ionic  content  of  a number  of 
gases  simultaneously  and  continuously.  These 
characteristics  have  led  to  the  use  of  this  in- 
strument at  the  “City  of  Hope”  (a  nonsectar- 
ian national  research  institute  near  Duarte, 
California)  hospital  for  solving  problems 
which  previously  had  not  been  solvable  with 
classical  laboratory  methods. 

Under  the  auspices  of  Dr.  Howard  Bierman, 
Director  of  Research  for  the  City  of  Hope,  a 
commercial  mass  spectrometer  is  currently 
being  used  in  studies  of  pulmonary  ventila- 
tion, physiological  effects  of  liquids  and  solids 
as  an  index  of  pulmonary  function,  anes- 
thesia control,  and  genetic  studies  of  cellular 
metabolism. 

While  most  of  the  City  of  Hope  research  is 
still  under  way,  results  are  already  promising 
enough  to  arouse  enthusiastic  response  from 
the  City  of  Hope  scientists  for  use  of  the  mass 
spectrometer  in  medical  application. 

Until  a few  years  ago,  lung  surgery  was  a 
dangerous  undertaking,  attempted  only  in  ex- 
treme cases  because  the  available  knowledge 
on  the  lung  and  its  functions  was  extremely 
meager.  Then  it  was  discovered  that  man  has 
more  lung  capacity  than  he  needs,  and  cer- 
tain surgery  can  be  accomplished  without  fear 
of  disastrous  consequences.  But  since  individ- 
ual lungs  vary,  the  question  is  — how  much 
lung  capacity  does  a particular  person  need? 
Although  individual  differences  in  lung  size 
have  no  significance,  the  efficiency  of  the 
lung  is  of  prime  importance.  While  many 
hospitals  have  established  pulmonary  func- 
tion clinics,  laboratory  analysis  is  a slow. 
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DRAMAMINE®  IN  VERTIGO 


1 . Barany  Pointing  Test.  The  patient  points  at  a stationary  object,  first  with  his  eyes  open 
and  then  closed.  A constant  error  in  pointing  (past  pointing)  with  his  eyes  closed  in  the 
presence  of  vertigo  indicates  peripheral  labyrinthine  disease  or  an  intracranial  lesion. 


2.  The  Caloric  (Barany)  Test. 

The  patient  sits  with  his  eyes  fi.sed  on 
a stationary  object  and  the  e.xternal 
ear  canal  is  irrigated  with  hot  (110  to 
120  F.)  or  cold  (68  F.)  water.  If  the 
vestibular  nerve  or  labyrinth  is  de- 
stroyed, nystagmus  is  not  produced 
on  testing  the  diseased  side. 


3.  The  Rotation  (swivel  chair)  Test. 
The  patient  sits  in  a swivel  chair  with 
his  eyes  closed  and  his  head  on  a level 
plane.  The  chair  is  turned  through  ten 
complete  revolutions  in  twenty  seconds. 
Stimulation  of  a normal  labyrinth  will 
cause  nystagmus,  past  pointing  of  the 
arms  and  subjective  vertigo. 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


1.  \fertigo 


The  term  “dizziness”  (vertigo) 
should  be  restricted  to  the  sensa- 
tion of  whirling  or  a sense  of  mo- 
tion.' This  sensation  is  usually  of 
organic  origin  and  is  the  tangible 
symptom  of  a specific  pathology. 

Moderate  vertigo,  with  a sense 
of  motion  and  a whirling  sensa- 
tion, may  be  produced  by  infec- 
tion, trauma  or  allergy  of  the 
external  or  middle  ear.  Examina- 
tion of  the  ear  will  usually  dis- 
close the  abnormality. 

Severe  vertigo,  which  will  not 
permit  the  patient  to  stand  and 
causes  nausea  and  vomiting,  in- 
dicates an  irritation  or  destruction 
of  the  labyrinth.  The  specific  con- 
dition may  be  labyrinthine  hy- 
drops, an  acute  toxic  infection, 
hemorrhage  or  venospasm  of  the 


labyrinth  or  a fracture  of  the  laby- 
rinth. Multiple  sclerosis  and 
pathology  of  the  brain  stem  should 
be  considered  also. 

It  is  important  to  learn  if  the 
patient’s  sensation  is  continuous 
or  paroxysmal. 2 Paroxysmal  ver- 
tigo suggests  specific  conditions: 
Meniere’s  syndrome,  cardiac  dis- 
ease and  epilepsy.  Continuous 
vertigo  without  a pattern  may  be 
due  to  severe  anemia,  posterior 
fossa  tumor  or  eye  muscle  im- 
balance. 

Dramamine®  has  been  found 
invaluable  in  many  of  these  con- 
ditions. In  mild  or  moderate  ver- 
tigo it  often  allows  the  patient  to 
remain  ambulatory.  A most  satis- 
factory treatment  regimen  for 
severe  “dizziness”  is  bedrest,  mild 


s 


sedation  and  the  regular  adminis- 
tration of  Dramamine. 

Dramamine  is  also  a standard 
for  the  management  of  motion 
sickness,  is  useful  for  relief  of 
nausea  and  vomiting  of  radiation 
sickness,  eye  surgery  and  fenestra- 
tion procedures. 

Dramamine  (brand  of  dimen- 
hydrinate)  is  supplied  in  tablets 
(50  mg.)  and  liquid  (12.5  mg.  in 
each  4 cc.).  G.  D.  Searle  & Co., 
Research  in  the  Service  of  Medicine. 

1.  Swartout,  R.,  Ill,  and  Gunther,  K.: 
“Dizziness Vertigo  and  Syncope,  GP 
S.-35  (Nov.)  1953. 

2.  DeWeese,  D.  D. : Symposium : Medical 
Management  of  Dizziness : The  Impor- 
tance of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  5S.’694  (Sept.-Oct.)  1954. 
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painstaking  process  which  does  not  always 
achieve  the  required  accuracy. 

Pulmonary  ventilation  is  important  as  an 
indication  of  lung  efficiency  — and  is  related 
to  pulmonary  circulation  for  low  levels  of 
concentration  of  gases  in  the  lung.  Dr.  Bier- 
man’s  research  group  is  measuring  the  venti- 
lation of  the  lungs  and  the  elimination  of  var- 
ious gases  through  the  lungs  by  means  of  a 
mass  spectrometer.  The  group  is  convinced 
that  a continuous-analysis,  high-sensitivity 
mass  spectrometer  provides  a clinical  tool  for 
the  rapid  diagnosis  of  pulmonary  disorders. 
Such  direct,  immediate,  and  accurate  diag- 
nosis has  never  before  been  available  in  a 
single  instrument. 

Working  toward  the  same  end,  but  by  a dif- 
ferent method,  the  research  group  is  studying 
the  physiological  effects  of  liquids  and  solids 
as  an  index  of  pulmonary  functions.  One 
material  especially  well  suited  for  this  study 
is  alcohol.  When  alcohol  is  introduced  direc- 
tly into  the  blood  stream,  it  combines  with 
the  blood  in  much  the  same  manner  as 
oxygen,  and  is  exhaled  from  the  lungs. 


Alcohol  is  unusual  from  another  aspect — since 
it  is  a pure  carbohydrate,  it  will  produce  an 
“exact”  metabolism;  i.e.,  in  the  normal  human 
being  it  is  always  broken  down  by  the  body 
processes  into  an  exact  ratio  of  the  same 
constituents.  Some  cancer  patients  assimilate 
carbohydrates  differently.  The  mass  spec- 
trometer is  used  to  measure  the  relative  pro- 
portion of  COi;  and  H2O  and  alcohol  in  the 
exhaled  air.  The  difference  in  these  propor- 
tions may  distinguish  between  normal  and 
carcinogenic  patients. 

Dr.  William  Gyarfas,  of  the  hospital  staff, 
has  been  particularly  interested  in  the  use  of 
the  mass  spectrometer  to  determine  lung 
efficiency  of  emphysema  patients  prior  to 
operation.  In  this  disease,  sacs  appear  in  the 
lung  which  are  merely  “dead  space”  and  con- 
tribute nothing  to  the  function  of  the  organ. 
It  is  imperative  that,  before  operating,  a 
measure  of  lung  efficiency  be  obtained  to 
make  sure  that  the  portion  of  the  lung  re- 
maining is  sufficient  to  carry  on  the  breathing 
process.  The  use  of  the  alcohol  technique 
described  above  may  be  particularly  effec- 
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tive  in  these  cases,  since  the  thickening  of  the 
alveoli  (air  cells  where  oxygen  is  transferred 
to  the  blood)  characteristic  of  the  disease 
makes  respiratory  exchange  in  the  lungs  very 
difficult,  and  precludes  the  use  of  a gas  in  the 
efficiency  determination. 

Still  another  study  is  being  conducted  on 
anesthetics.  Anesthetists  commonly  regulate 
the  supply  of  gases  used  in  the  operating  room 
by  the  physical  appearance  of  the  patient. 
This,  of  course,  is  a practical  but  not  entirely 
accurate  method.  By  the  time  cyanosis  is 
apparent,  some  physical  damage  may  have 
occurred.  The  mass  spectrometer,  with  its 
twin  feature  of  continuous  analysis  and  mo- 
bility, can  be  moved  directly  into  the  operat- 
ing room  where  the  anesthetist  can  determine 
whether  CO.,  or  the  common  anesthetics 
(ether,  cyclopentane,  nitrous  oxide)  have 
reached  dangerous  levels  in  the  lungs. 

An  unusual  research  project  being  con- 
ducted with  the  mass  spectrometer  is  the 
study  being  made  by  Dr.  Kiyoteru  Tokayasu, 
Japanese  exchange  fellow  from  Kyushu  Uni- 
versity. Dr.  Tokayasu,  in  cooperation  with  Dr. 
William  Kaplan,  is  making  genetic  studies  of 
the  cellular  metabolism  of  the  fruit  fly.  By 
use  of  the  mass  spectrometer,  he  is  able  to 
measure  the  respiration  of  the  insect  at  var- 
ious stages  of  development  (larva,  pupa,  etc.). 
This  work  has  been  previously  impossible  be- 
cause of  the  minute  concentrations  involved. 


The  fruit  fly  is  of  particular  genetic  interest 
because  the  insect  has  unusually  large,  easily 
studied  chromosomes  controlling  its  hered- 
itary characteristics,  thus  making  this  insect 
more  valuable  in  cancer  research. 

Dr.  Alfred  Goldman,  chief  of  professional 
services,  indicated  the  increasing  importance 
of  mass  spectrometry  in  medicine  on  an  in- 
ternational scale.  One  of  the  principal 
speakers  at  the  Third  International  Congress 
for  Diseases  of  the  Chest,  held  in  Barcelona, 
Spain,  he  addressed  a discussion  group  on  the 
use  of  the  mass  spectrometer.  He  revealed 
that  there  was  widespread  interest,  particu- 
larly among  the  doctors  from  Holland  and 
Germany. 

Dr.  Goldman  added  that  he  feels  that  the 
mass  spectrometer  will  have  ever-increasing 
application  in  the  medical  profession,  not 
only  as  a research  tool,  but  perhaps  also  as 
standard  hospital  analysis  equipment  to  assist 
in  routine  clinical  determinations. 

The  City  of  Hope  is  continuing  its  research 
with  the  mass  spectrometer.  Data  from  pres- 
ent projects  indicates  that  when  results  are 
published,  at  the  completion  of  current  re- 
search, the  mass  spectrometer  will  contribute 
astonishing  findings  to  the  field  of  medicine. 

(The  writer  is  indebted  to  the  Consolidated 
Engineering  Cooperation  for  some  of  the 
material  in  the  above  article). 
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UNIFORM  STATE  PHARMACY  ACT 


The  following  article  appeared  in  the  Na- 
tional Association  of  Boards  of  Pharmacy 
Bulletin  for  December  1954.  It  is  reproduced 
here  because  of  its  applicability  to  the  recent 
legislation  backed  by  the  Proprietary  Asso- 
ciation in  the  neighboring  states  of  Iowa  and 
North  Dakota  — Ed. 

“The  need  for  a uniform  or  Model  State 
Pharmacy  Act  has  been  apparent  for  a long 
time.  Approximately  twenty  years  ago  the 
American  Pharmaceutical  Association  estab- 
lished a “Committee  on  the  Modernization  of 
Pharmacy  Laws.”  The  reports  of  this  Com- 
mittee were  published  in  the  November,  1937 
issue  of  the  Journal  of  the  American  Phar- 
maceutical Association  (Vol.  XXVI,  No.  11). 
The  reports  disclose  that  the  Committee  con- 
cerned itself  with  definitions  and  a number 
of  provisions  that  might  properly  be  included 
in  a model  act.  Educational  standards;  con- 
ditions of  practice;  the  membership;  powers 
and  duties  of  Boards  of  Pharmacy;  restrictions 
on  the  sale  of  drugs;  substitution  and  quali- 
fications for  licensure  are  commented  upon. 

“Following  the  presentation  of  this  report 
the  Committee  drafted  a “Proposed  Uniform 
State  Pharmacy  Act”  which  has  been  widely 
circulated.  Attempts  to  have  this  enacted  en- 
countered opposition  from  the  Proprietary 
Association  and  failed.  The  need  for  “Uni- 
form Acts”  that  were  satisfactory  to  all  seg- 
ments of  the  drug  trade  was  expressed  by 
the  National  Drug  Trade  Conference  when  it 
established  a committee  to  develop  such  acts. 
This  Committee  succeded  in  developing  a 
State  Food  and  Drug  Act,  a Narcotic  Act,  a 
Barbiturate  Act,  an  Animal  Remedies  Act 
and  a Poison  Act  that  were  approved  by  the 


National  Drug  Trade  Conference  and  several 
states  have  enacted  one  or  more  of  these  Acts 
without  encountering  opposition  from  any 
segment  of  the  drug  industry.  In  attempting 
to  draft  a State  Pharmacy  Act  the  Committee 
first  took  up  the  controversial  provision  re- 
lating to  drugs,  the  sale  of  which  should  or 
should  not  be  restricted  to  pharmacists.  Fail- 
ing to  reach  an  agreement  relative  to  this 
matter  the  Committee  did  not  see  fit  to  con- 
sider other  provisions  about  which  it  was 
believed  that  agreement  could  be  reached. 

Need  for  Act  Cited 

“The  Findings  and  Recommendations  of  the 
Pharmaceutical  Survey  cited  the  need  for  a 
Uniform  State  Pharmacy  Act  and  recommen- 
ded that  a convention  of  all  segments  of  the 
drug  industry  be  held  for  the  purpose  of 
drafting  and  approving  a Model  Act.  Inas- 
much as  the  convention  would  have  represen- 
tation from  all  branches  of  drugdom,  it  would 
be  no  more  representative  than  the  National 
Drug  Trade  Conference  and  it  is  unlikely  that 
there  would  be  unanimity  of  opinion  relative 
to  any  provision  that  was  objectionable  to 
any  single  branch  of  the  drug  industry. 

“Although  the  convention  has  never  been 
held  the  Legislative  Committee  of  the  Drug 
Trade  Conference  has  continued  to  function 
and  it  is  hoped  that  it  will  eventually  succeed 
in  drafting  a Model  Act  that  is  satisfactory  to 
all  associations  represented  on  the  Committee 
and  in  the  Conference. 

“Following  the  decision  of  the  Supreme 
Court  in  New  Jersey  which  refused  to  uphold 
the  definition  of  patent  and  proprietary  med- 
icines that  was  proposed  by  the  Proprietary 
Association  and  which  would  have  made  it 
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permissible  for  any  dealer  to  sell  any  pack- 
'aged  medicine  that  was  properly  labeled  for 
■“over  the  counter  sale”  if  advertised  for  self- 
medication  to  the  public  by  the  manufacturer 
jor  distributor,  there  have  been  utterances  by 
certain  members  of  the  Proprietary  Associa- 
tion which  would  lead  one  to  believe  that 
differences  of  opinion  relative  to  drugs  that 
should  and  should  not  be  sold  by  persons 
other  than  pharmacists  could  be  resolved.  It 
[now  seems  that  these  utterances  were  made 
I by  persons  who  were  not  well  informed  or 
to  placate  those  who  are  critical  of  and  in- 
censed by  the  attitude  of  the  Proprietary 
Association  and  some  of  its  members.  There 
is  little  reason  for  any  other  conclusion  inas- 
much as  representatives  of  the  Proprietary 
[Association  have  attempted  to  secure  by  leg- 
lislation  in  several  states  what  they  failed  to 
‘secure  by  court  action  in  New  Jersey. 

I Unrestricted  Drug  Distribution 

Ij,  “In  any  state  where  the  Proprietary  As- 
I sociation  succeeds  in  its  efforts,  it  will  be  per- 
Imissible  for  any  dealer  to  sell  any  packaged 
$ drug  unless  the  manufacturer  prohibits.  Be- 
cause the  Proprietary  Association  is  spending 
time,  effort  and  money  to  realize  this  aim  it 


must  be  assumed  that  it  will  encourage 
dealers  other  than  pharmacists  to  stock  and 
sell  drugs. 

“Many  pharmacists  who  have  stocked, 
featured  and  helped  promote  the  sale  of  pro- 
prietary packaged  drugs  resent  efforts  by  the 
manufacturers  of  these  drugs  to  encourage 
and  make  permissible  their  sale  in  places 
other  than  pharmacies.  The  pharmacists  have 
every  right  to  resent  such  activity  on  the 
part  of  manufacturers  for  the  same  reason 
that  prompts  some  manufacturers  to  support 
it.  These  manufacturers  believe  that  a greater 
quantity  of  any  product  will  be  sold  if  it  is 
stocked  and  displayed  in  more  places  of  bus- 
iness. The  pharmacist  knows  that  in  such 
event  he  will  sell  a lesser  quantity. 

“Pharmacists  also  believe  that  the  sale  of 
drugs  by  persons  other  than  pharmacists, 
who  know  nothing  about  drugs  or  about  when 
the  use  of  a particular  drug  may  be  detri- 
mental to  the  user,  should  be  unlawful. 
Pharmacists  are  licensed  by  all  states.  In 
order  to  secure  a pharmacist  license  it  is 
necessary  to  be  graduated  from  an  approved 
college  of  pharmacy,  serve  an  internship  in  a 
(Continued  on  Page  180) 
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MILONTIN  SUSPENSION 

Description;  An  aqueous  suspension  of  the 
anticonvulsant,  Milontin  (methylphenyl- 
succinimide)  with  an  anise-pineapple  taste. 
Indications;  For  the  treatment  of  petit  mal 
epilepsy. 

Dosage;  Each  4.0  cc  contains  250  mg.  of  the 
drug.  The  dosage  depends  upon  the  needs 
of  the  patient  and  ranges  from  2-4  teaspoon- 
fuls given  two  or  three  times  daily. 

How  supplied;  In  pint  bottles. 

Source;  Parke,  Davis. 

POLYCYCLINE  AQUEOUS  250 
Description;  A suspension  of  Calcium  tetra- 
cycline HCl  in  a cherry-flavored  aqueous 
liquid.  Each  5.0  cc  contains  250  mg.  of  the 
antibiotic. 

Indications;  Treatment  of  over  40  different 
diseases  proven  sensitive  to  this  drug,  in- 
cluding amebiasis,  pneumonia,  scarlet 
fever,  gonorrhea,  peritonitis  and  meningitis. 
Dosage;  Each  teaspoonful  contains  250  mg. 
The  suspension  allows  greater  flexibility 
of  dosage  than  can  be  obtained  with  cap 
sules. 

How  supplied;  Bottles  containing  one  fluid 
ounce. 

Source;  Bristol  Laboratories. 

MEBROIN 

A change  in  the  trade-mark  name  of  its 
anticonvulsant  preparation  Mebaroin,  to 
Mebroin,  was  announced  by  Winthrop- 
Stearns,  Inc. 

The  product  is  a combination  tablet  contain- 
ing Mebaral,  Winthrop’s  sedatives  and  anti- 
epileptic drug,  and  diphenylhydantoin.  The 
combination  effectively  controls  grand  mal 
and  petit  mal,  in  most  instances  without  caus- 
ing drowsiness,  lassitude  or  impairing  mental 
alertness. 


Mebroin  is  supplied  in  bottles  of  100  and 
1,000  scored,  peach-colored  tablets. 

MONODRAL  WITH  MEBARAL  | 
Description;  A combination  of  Monodral  Bro- 
mide, 5 mg.  and  Mebaral,  32  mg.  in  tablet 
form. 

Indications;  The  addition  of  Mebaral  is  de-‘ 
signed  to  produce  sedation  without  drows- ' 
iness  and  a more  cheerful  outlook  in  ner- 
vous, high  strung  people.  Monodral  is  an 
anticholinergic  agent.  The  combination 
may  be  used  in  treating  peptic  ulcer,  irri- 
table colon  and  other  conditions  associated 
with  hypermotility  and  spasm  of  the  gas- ' 
trointestinal  tract.  i 

Source;  Winthrop-Stearns. 

PIPTAL 

Description;  An  anticholinergic.  Chemically  1 
it  is  N-ethyl-3-piperidylbenzylate  methobro- 
mide.  ’ 

Action  and  Indications;  A potent  cholinergic  ! 
blocking  agent  with  a spasmolytic  activity  i 
comparable  to  that  of  atropine.  Indicated  in  ; 
the  treatment  of  peptic  ulcer.  Claimed  to  I 
have  advantage  over  other  anticholinergics  I 
in  that  side  effects  such  as  urinary  reten-  ■ 
tion,  constipation,  mydriasis  and  tachycar-  ' 
dis  are  infrequent.  No  tolerance  has  been  | 
reported  upon  administration  for  long 
periods.  \ 

Dosage;  One  tablet  (5  mg.)  three  times  a day 
before  meals  and  one  or  two  tablets  at  bed-  I 
time. 

How  supplied;  Bottles  of  100  scored  tablets.  ■ 
Source;  Lakeside  Laboratories. 

TRICOLOID  WITH  PHENOBARBITAL 
Description;  Each  sugar-coated  tablet  con-  ■ 
tains  Tricyclamol  Chloride  50  mg.  with  [ 
Phenobarbital  16  mg. 
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Action:  ‘Tricoloid’  is  an  anticholinergic  drug 
with  selective  action  at  the  parasympathetic 
ganglia  and  end  organs.  It  reduces  secre- 
tion of  gastric,  pancreatic,  and  intestinal 
juices,  and  inhibits  motility  of  the  gas- 
trointestinal tract.  Phenobarbital  is  in- 
cluded for  its  sedative  and  tranquilizing 
effect  in  controlling  the  emotional  stress, 
jindications:  For  the  medical  management  of 
peptic  ulcer  (gastric  or  duodenal)  and  gas- 
trointestinal spasms  particularly  when  they 
are  accompanied  by  anxiety,  tension,  and 
irritability. 

Dosage:  One  tablet  of  ‘Tricoloid’  with  Pheno- 
i barbital  every  4 to  6 hours,  30  minutes  be- 
[ fore  each  of  the  three  main  meals  and  just 
before  retiring. 

How  supplied:  Bottles  of  100  and  1,000. 

Source:  Burroughs  Wellcome. 

VARIDASE— NEW  USE 

Intramuscular  administration  of  Varidase, 
istreptokinase-streptodornase,  is  now  being 
[recommended  by  its  manufacturer,  Lederle 
Laboratories  Division,  American  Cyanamid 
jCompany.  Heretofore,  the  preparation  has 
been  used  solely  for  local  and  topical  applica- 
|tion. 

Clinical  trials  have  shown  that  when  in- 
jected intramuscularly,  the  streptokinase 
icomponet  of  Varidase  brings  about  a reversal 
of  the  process  of  inflammation  and  rapidly 
reduces  swelling  associated  with  bruises, 
wounds,  operations,  tooth  extractions  and  in- 
fections. By  promoting  more  rapid  healing, 
hospitalization  in  many  patients  is  thus  short- 
ened. When  infection  is  present,  the  intra- 
muscular Varidase  will  aid  in  allowing  blood- 
borne  antibiotics  and  chemotherapeutic 
agents  to  reach  the  site  of  the  infection.  A 
dosage  of  5,000  units  of  streptokinase  twice 
daily  is  recommended. 

Varidase  now  in  druggists’  stocks  may  be 
(given  intramuscularly.  There  is  no  product 
change  and  new  package  literature  will  in- 
j elude  intramuscular  dosages  as  well  as  local 
and  topical  dosages. 

Varidase  is  available  in  vials  of  25,000  (20,- 
joOO  units  of  streptokinase)  and  125,000  (100,- 
'000  units  of  streptokinase)  units. 


ACHROMYCIN  HYDROCORTISONE 
PRODUCTS 

Description:  Two  preparations  combining 
tetracycline  with  an  adrenal  hormone  are 
now  being  offered  by  Lederle  Laboratories 
Division,  American  Cyanamid  Company, 
in  the  form  of  two  new  products.  Achro- 
mycin Crystalline  Ointment  with  Hydro- 
cortisone for  topical  application  and  Achro- 
mycin Crystalline  Ointment  (Ophthalmic) 
with  Hydrocortisone. 

Indications:  Achromycin  Ointment  with  Hy- 
drocortisone is  indicated  for  the  treatment 
of  superficial  skin  infections  and  for  the 
prevention  of  infection  in  wounds,  abrasions 
and  after  surgery.  It  is  also  useful  in  cer- 
tain types  of  dermatitis  where  the  addition 
of  hydrocortisone  reduces  inflammation  and 
promotes  healing.  The  product  contains  30 
mg.  of  tetracycline  hydrochloride  and  20 
mg.  of  hydrocortisone  per  gram  in  a petro- 
latum — anhydrous  lamolin  base. 

Achromycin  Ointment  (Ophthalmic  with 
Hydrocortisone  contains  10  mg.  of  tetra- 
cycline hydrocholoride  and  15  mg.  of  hydro- 
cortisone per  gram.  It  is  indicated  for  the 
treatment  of  eye  infections  and  non-infec- 
tious  eye  conditions  such  as  keratitis,  aller- 
gic conjunctivitis  and  chemical  and  heat 
burns  where  in  addition  to  an  anti-inflam- 
matory agent,  an  antibiotic  is  desired  to 
prevent  infection. 

How  Supplied:  Achromycin  Ointment  (Oph- 
thalmic) with  Hydrocortisone  is  available 
in  Vs  ounce  tubes  with  applicator  tip. 

Achromycin  Ointment  with  Hydrocor- 
tisone for  topical  use  comes  in  5 gram  tubes. 

Source:  Lederle  Laboratories. 

PATHILON  TRIDIHEXETHIDE 

Description:  An  anticholinergic. 

Indications:  Relief  of  pain  from  peptic  ulcers. 
Also  found  valuable  in  the  treatment  of 
chronic  hypertrophic  gastritis,  intestinal 
hypermotility  and  certain  cases  of  colitis. 

How  Supplied:  Pathilon  and  Pathilon  with 
15  mg.  of  phenobarbital,  is  available  in  25 
mg.  tablets  in  bottles  of  100  and  1,000. 

Source:  Lederle  Laboratories. 
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Pharmacy  Graduates  Honored 


Five  graduates  in  phar- 
macy from  South  Dakota 
State  College  have  been 
selected  for  inclusion  in  a 
booklet  honoring  outstand- 
ing State  College  Graduates, 
according  to  C.  J.  Dalthorp, 
Administrative  Assistant. 

Chosen  are  E.  R.  Series, 
George  Bender,  Otto  Tom- 
meraason,  Robert  J.  Manning 
and  Floyd  M.  Cornwell. 

Those  honored  were  selec- 
ted to  represent  five  differ- 
ent areas  of  the  pharmaceu- 
tical profession  — education, 
journalism,  retail  pharmacy, 
industrial  pharmacy  and 
governmental  regulation. 

Earl  Roy  Series 

Dean  Series,  as  most  people 
at  South  Dakota  State  Col- 
lege call  him,  was  born  in 
Salem,  South  Dakota,  in  1890. 
He  was  graduated  from 
Salem  High  School  in  1909 
and  came  to  State  College, 
where  he  was  then  awarded 
the  degrees  of  Ph.G.  in  1911, 
B.S.  in  1915,  and  M.S.  in  1917. 
In  1934  he  was  granted  the 
Ph.D.  by  the  University  of 
Minnesota,  and  in  1953  South 
Dakota  State  College  con- 
ferred upon  him  the  hon- 
orary degree  of  Doctor  of 
Science. 


While  attending  State  Col- 
lege he  met  Daphne  Chap- 
man, who  became  his  wife  in 
1917.  Dean  and  Mrs.  Series 
have  been  both  loyal  and  ac- 
tive alumni  of  their  alma 
mater.  They  have  also  been 
very  active  in  Masonic  or- 
ganization work. 

After  discharge  from  the 
army  in  1918,  where  he  had 
served  in  a Medical  Unit, 
Earl  Series  became  an  in- 
structor in  pharmacy  at  State 
College  and  ultimately  be- 
came dean  of  the  Division  of 
Pharmacy  in  1923.  In  1940 
he  resigned  to  become  Dean 
and  Professor  at  the  Univer- 
sity of  Illinois.  There  since 
1940  he  has  supervised  the 
completion  of  the  most  mod- 
ern college  of  pharmacy  in 
America  at  a cost  of  over 
$5,500,000.  He  is  one  of  six 
University  staff  members  of 
the  president’s  advisory  coun- 
cil, which  formulates  major 
policies  of  the  university  re- 
lating to  education,  adminis- 
tration, and  finance. 

Dean  Series  is  a member 
of  Gamma  Alpha,  Rho  Chi, 
Phi  Beta  Pi,  Sigma  Xi,  the 
American  Legion,  many  Mas- 
onic organizations  and  many 
pharmacy,  medical,  and  pub- 
lic health  societies.  He  has 
[been  president  of  A.A.C.P. 


and  of  A.Ph.A.  and  has  hek 
offices  or  membership  ii 
over  thirty  other  societies 
He  is  a member  of  First  Con 
gregational  Church,  Oal 
Park,  Illinois. 

Dean  Series  has  long  beer 
an  avid  sports  fan.  His  hob- 
bies are  hunting,  fishing,  and 
refinishing  antique  furniture. 
His  affection  for  and  interest' 
in  State  College  are  attested 
by  his  and  Mrs.  Series’  re- 
turn to  the  campus  for  Hobo: 
Day  almost  every  year. 

George  Almon  Bender 

George  Bender  is  a phar- 
macist, an  editor,  a historian, 
and  an  alumnus  whom  South ' 
Dakota  State  College  counts 
with  pride.  His  story  begins 
on  a farm  near  Osseo,  Wis- 
consin, where  he  was  born ' 
September  2,  1904,  and  fol- 
lows him  to  one  of  the  top 
positions  in  the  pharmacy- 
journalism  field,  editorship 
of  Modern  Pharmacy  for 
Parke  Davis  and  Company. 

The  Bender  family  moved 
to  Webster,  South  Dakota,  in 
1907,  and  George  obtained 
preliminary  education  there, 
with  high  school  graduation 
in  1921.  His  first  contact 
with  pharmacy  came  in  1917 
as  an  apprentice  at  Halbert’s 
Drug  Store  in  Webster.  So 
thoroughly  did  the  calling 
appeal  to  him  that  at  the  end 
of  high  school  days  he  ob- 
tained a scholarship  in  phar- 
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macy  at  South  Dakota  State 
■ College.  While  a pharmacy 
'student,  young  Bender 
1 learned  the  fundamentals  of 
'journalism,  reporting  for  the 
[ college  paper  and  serving  as 
['editor  of  a special  pharmacy 
[ edition  of  the  college  pub- 
!i  lication. 

[ After  graduation  in  1923 
iMr.  Bender  worked  for  the 
Jones  Pharmacy  of  Water- 
down,  South  Dakota,  until 
‘[jl929,  when  he  became  asso- 
[|  ciate  editor  for  the  North 
Western  Druggist.  Within 
two  years  he  was  its  editor, 
which  position  he  held  until 
1933,  when  he  was  called  to 
Chicago  to  assume  the  post 
of  editor  of  the  N.A.R.D. 
Journal.  He  edited  the  Jour- 
_ nal  for  twelve  years,  then 
III  took  a short-term  assignment 
as  economic  analyst  for  the 
U.  S.  Department  of  Com- 
merce. In  1946  he  was  named 
, editor  of  American  Druggist, 
and  the  following  year  joined 

I Parke  Davis  as  editor  of 

Modern  Pharmacy. 

Probably  Mr.  Bender’s 
j major  contribution  to  his  pro- 
fession is  a History  of  Phar- 
j macy  in  Pictures,  which  he 
: conceived  and  directed,  writ- 
ing the  story  which  accom- 
panied each  picture.  It  is  a 
! continuing  series  with  re- 
productions on  display  around 
1 the  world  today. 

Mr.  Bender  is  a past  presi- 
dent of  the  Michigan  branch 
of  the  American  Pharmaceu- 
tical Association,  director  of 
I the  Michigan  Academy  of 
I Pharmacy,  life  member  of 
I the  American  Pharmaceu- 
' tical  Association,  honorary 
I life  member  of  the  Pharma- 
. ceutical  Association  of  Al- 
berta, Canada,  and  a member 
of  Oriental  Lodge  No.  240, 

! A.F.  and  A.M.  He  holds  an 

I 


honorary  degree.  Master  in 
Pharmacy  from  the  Phila- 
delphia College  of  Pharmacy 
and  Science. 

Mr.  Bender  is  the  father  of 
six  children,  two  sons  and 
two  daughters  now  grown, 
and  two  young  sons  with  Mr. 
and  Mrs.  Bender  at  their 
home  in  Grosse  Pointe,  Mich- 
igan. 

Otfo  Joseph  Tommeraason 

Mr.  O.  J.  Tommeraason,  re- 
cently retired,  has  been  an 
outstanding  member  of  the 
profession  of  pharmacy  in 
South  Dakota  for  many 
years.  He  was  born  in  Mad- 
ison, South  Dakota,  on  No- 
vember 21,  1896.  His  early 
education  was  completed  in 
the  Madison  public  schools, 
and  he  graduated  from  St. 
Olaf’s  Academy  in  1917.  The 
following  year  he  entered  the 
Army  and  served  in  the 
Army  of  Occupation  in  Ger- 
many. 

In  1921  he  was  granted  the 
Ph.G.  degree  from  South 
Dakota  State  College,  having 
transferred  to  the  Division  of 
Pharmacy  from  Engineering. 

Mr.  Tommeraason  has 
spent  thirty-three  years  as  a 
pharmacist.  He  worked  in 
Huron  from  1921  to  1924, 
when  he  returned  to  Mad- 
ison. That  same  year  he  mar- 
ried Esther  Schutz  and  was 
employed  in  Madison  until 
he  bought  his  own  drug  store 
there. 

Mr.  and  Mrs.  Tommeraason 
have  one  daughter,  Jean,  who 
graduated  from  the  School  of 
Journalism  at  the  University 
of  Missouri  and  is  now  mar- 
ried to  Dr.  W.  R.  Gladstone, 
who  practices  in  Norway, 
Michigan. 

Mr.  Tommeraason  has  al- 
ways been  an  active  member 
of  the  South  Dakota  State 


Pharmaceutical  Association 
and  was  president  of  that  or- 
ganization in  1932.  His  ac- 
tivities have  not  been  limited 
to  professional  ones,  but  have 
been  widely  varied.  He  was 
president  of  the  Madison 
Chamber  of  Commerce  (1932), 
director  of  the  Building  and 
Loan  Association  for  ten 
years,  director  of  Red  Cross, 
director  of  the  Madison 
Country  Club,  state  senator 
from  Lake  and  Moody  Coun- 
ties for  two  terms  (1941-43), 
mayor  of  the  city  of  Madison 
(1943),  and  is  at  present  a 
member  of  the  South  Dakota 
State  Health  Advisory  Com- 
mittee. He  also  holds  mem- 
bership in  the  Elks,  Mason, 
Izaak  Walton  League,  V.F.W., 
and  40  & 8. 

His  hobbies  are  golf,  hunt- 
ing, and  fishing;  and  he  takes 
a deep  interest  in  all  athletic 
activities,  but  especially  in 
football,  basketball,  and 
track. 

Robert  James  Manning 

Robert  J.  Manning  was 
born  March  14,  1918  at  Wor- 
thington, Minnesota  where 
he  attended  grade  school  and 
high  school.  In  1937  he  en- 
tered South  Dakota  State  Col- 
lege, graduating  in  1941  with 
a Bachelor  of  Science  in 
Pharmacy.  During  his  col- 
lege career  while  maintain- 
ing a high  scholastic  average 
he  also  found  time  to  interest 
himself  in  another  activities 
on  the  campus.  Not  only  in 
his  own  division  but  through- 
out the  college  he  could  al- 
ways be  depended  upon  to 
support  any  worthwhile  en- 
terprise. 

After  his  graduation  he 
was  employed  in  retail  phar- 
macy at  Springfield,  Minn- 
esota from  1941  until  he  en- 
tered the  service  of  his  coun- 
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try  in  World  War  II  . In  1946 
he  was  again  engaged  in  re- 
tail pharmacy  in  Minn- 
eapolis, terminating  that  em- 
ployment in  1947  to  become  a 
salesman  for  Eli  Lilly  & 
Company  of  Indianapolis, 
Indiana.  In  1949  he  was  made 
manager  of  the  company’s 
newly  created  Sales  Promo- 
tion Department,  a position 
which  he  still  holds. 

As  Manager  of  Sales  Pro- 
motion for  one  of  the  world’s 
leading  pharmaceutical 
manufacturers,  he  has  a very 
active  part  in  planning  mer- 
chandising methods  for  his 
firm.  A major  part  of  his 
work  is  providing  informa- 
tion to  the  salesforce.  He  is 
also  responsible  for  the  prep- 
aration of  advertising  copy 
and  professional  samples 
utilized  by  Lilly  salesmen  in 
their  work. 


During  World  War  II  he 
served  in  the  United  States 
Marine  Corps  Reserve  from 
1942  to  1946  as  Electronics 
Officer  in  Heavier  than  Air 
Marine  Bomber  Squadron 
attached  to  the  Third  Air 
Wing  at  Saipan.  He  left  the 
service  with  the  rank  of 
Captain. 

Active  in  community  af- 
fairs he  is  a member  and  at 
present  chairman  of  the 
board  of  deacons  of  the  First 
Presbyterian  Church  of  Shel- 
byville,  Indiana  where  he 
makes  his  home.  He  is  a 
member  of  Rho  Chi  (hon- 
orary pharmaceutical  so- 
ciety) and  also  holds  mem- 
bership in  the  B.P.O.E.  and 
I.A.C. 

In  1942  he  was  married  to 
Maurice  H.  Rose.  .Like  her 
husband,  Mrs.  Manning  is  in- 
terested in  her  community 


and  works  to  support  its  con-M 
structive  projects.  She  is  atj 
present  active  in  P.T.A.,B 
P.E.O.,  Tri-Kappa  (Indiana)l 
and  Girl  Scouts.  The  Man- 
nings have  two  daughters. 
Gale  Elizabeth,  age  nine 
years  and  Joan  Catherine, 
age  nine  months.  Gale  is 
quite  interested  in  ballet  and 
tap  dancing.  Joan  has  yet  to 
decide  what  her  chief  in- 
terest is  to  be. 

The  soundness  of  his  ideas 
and  the  ability  to  express 
them  clearly  and  forcefully 
have  brought  Bob  invitations 
to  speak  on  numerous  occas- 
ions. In  1952  he  was  Com- ' 
mencement  speaker  at ' 
Southern  College  of  Phar- ' 
macy  at  Atlanta,  Georgia,  1 
and  has  been  a speaker  on  • 
several  State  Pharmacy  Con-  , 
vention  Programs  from  1949 ! 
to  1954.  In  1954  he  was  one  s 
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!)f  the  main  speakers  at  the 
ji^harmaceutical  Institute  held 
it  South  Dakota  State  Col- 
lege. 

His  chief  interests  are  his 
::amily  and  his  work,  both  of 
vhich  he  thoroughly  enjoys. 
\ very  full  schedule  leaves 
ittle  opportunity  for  hobbies, 
but  he  does  manage  to  find 
^ime  for  reading,  golf  and 
'ishing. 

p Floyd  Myron  Cornwell 

I,  Distinguished  pharmacist, 
Drominent  civic  leader,  mu- 
jician  and  sportsman,  Floyd 
^Vlyron  Cornwell  of  Webster, 
South  Dakota,  was  born 
\pril  10,  1895  in  Montrose 
'McCook  County),  the  son  of 
Slla  E.  (Rose)  Cornwell  and 
jiVesley  E.  Cornwell.  His 
'ather  was  Sheriff  of  McCook 
bounty. 

Mr.  Cornwell  was  educated 
n the  Salem  Public  Schools 
md  graduated  from  high 
ichool  in  1915.  While  in  high 
ichool,  he  showed  athletic 
ibility  and  was  a member  of 
he  1914  State  Champion 
digh  School  Basketball  team 
md  the  State  “Runner-up” 
;eam  from  Salem  in  1915. 

Choosing  a career  in  phar- 
nacy  as  his  lifetime  work, 
Vlr.  Cornwell  enrolled  in  the 
Department  of  Pharmacy  at 


,1 


South  Dakota  State  College 
and  was  granted  the  Ph.G. 
degree  in  1919.  His  appren- 
ticeshop  in  pharmacy  was 
obtained  at  the  Kendall  Phar- 
macy in  Brookings  under  the 
supervision  of  C.  D.  Kendall 
and  C.  A.  Locke.  In  1928  he 
purchased  the  Locke  Drug 
Store  in  Webster,  which  bus- 
iness is  now  known  as  “Corn- 
well  Rexall  Drugs.” 

In  1920  he  married  Ruth 
Holmes  McElroy,  graduate  of 
the  River  Falls  (Wisconsin) 
State  Teacher  College. 

Active  in  his  profession  at 
local,  state  and  national 
levels,  he  was  appointed  four 
times  to  the  State  Board  of 
Pharmacy  and  served  on  that 
body  for  twelve  years.  He 
was  Chairman  of  the  Board 
in  1944,  1947,  1950  and  1953. 
He  represented  South  Dakota 
six  times  as  a delegate  to  the 
National  Association  of 
Boards  of  Pharmacy  Conven- 
tions. He  served  as  President 
of  the  South  Dakota  State 
Pharmaceutical  Association 
and  the  State  Rexall  Drug 
Clubs  in  1937.  At  the  present 
time  he  is  a member  of  the 
State  College  Advisory  Com- 
mittee and  the  Alumni  Leg- 
islative Committee.  In  ap- 
preciation for  his  many  ser- 


vices to  pharmacy,  he  was 
presented  plaques  from  the 
pharmacists  of  South  Dakota 
by  the  American  Druggist 
Magazine  and  the  Division  of 
Pharmacy,  South  Dakota 
State  College.  He  taught 
materia  medica  in  the  Pea- 
body Hospital  School  of 
Nursing  for  13  years. 

A leader  in  civic  affairs, 
Mr.  Cornwell  was  elected 
Webster  City  Council  Aider- 
man  for  3 years  and  is  in  his 
fourth  year  as  Mayor.  He  is 
a member  of  the  Webster 
Kiwanis  Club  and  recently 
received  an  Honor  Certificate 
attesting  twenty-five  year 
membership,  a member  of  the 
American  Legion  State  De- 
partment Band,  the  Better 
Webster  Commercial  Club, 
the  Webster  City  Band  and 
other  civic  bodies.  He  was 
elected  to  the  South  Dakota 
League  of  Municipalities  and 
served  as  District  8 Chair- 
man of  that  body.  He  also 
served  as  chairman  of  the 
Day  County  Selective  Service 
Board  for  6 years. 

His  fraternal  memberships 
include  the  Masonic  Lodge 
AF  and  AM,  Commandery 
and  Scottish  Rite  32nd  degree 
and  the  Yelduz  Shrine  in 
Aberdeen. 
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EDITORIAL— 

(Continued  from  Page  173) 

pharmacy  under  the  supervision  of  a licensed 
pharmacist  for  one  year  and  pass  a licensing 
test.  It  must  be  presumed  that  states  imposed 
these  qualifications  to  insure  that  the  storing, 
dispensing,  compounding  and  selling  of  drugs 
would  be  attended  to  by  persons  who  are 
competent  and  qualified  to  do  so.  Pharmacists 
must  proceed  on  this  assumption  and  acquaint 
the  public,  law  making  bodies  and  the  courts 
with  the  dangers  that  become  inherent  when- 
ever it  is  made  permissible  for  persons  other 
than  pharmacists  to  sell  drugs. 

“Pharmacists  may  and  many  probably  will 
indicate  that  they  resent  the  attitude  of  manu- 
facturers who  support  efforts  to  make  it  per- 
missible for  persons  other  than  pharmacists 
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to  sell  drugs  by  refusing  to  cooperate  witf 
such  manufacturers,  by  failing  to  display 
their  products,  by  inducing  would-be  pur- 
chasers of  such  products  to  purchase  a com- 
petitive product  and  by  other  means.  This 
would  only  tend  to  promote  the  sale  of  pri- 
vate brands,  retard  the  sale  of  national  brands 
and  lead  to  greater  dissention. 

“It  would  seem  that  points  of  view  of  the 
manufacturer  and  the  pharmacists  could  be 
reconciled  and  all  branches  of  the  industry 
and  the  public  would  benefit  if  representa- 
tives of  all  groups  having  an  interest  in  the 
matter  were  delegated  to  meet  and  reach  a 
decision  relative  to  the  provisions  that  should 
be  included  in  a Model  State  Pharmacy  Act, 
the  enactment  and  enforcement  of  which 
would  accomplish  many  of  the  things  now, 
sought  by  other  means.” 


— ATTENTION  — 

South  Dakota  State  Pharmaceutical  Ass’n 

CONVENTION 
June  26,  27,  28 
Huron,  South  Dakota 

Headquarters 
Marvin  Hughitt  Hotel 

MAKE  YOUR  RESERVATIONS  NOW! 
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attempt  to  determine  where  the  fault  lies. 
Even  though  labor  is  not  progressing  rapidly 
interference  from  above  or  below  is  not  neces- 
sarily indicated.  Good  clinical  management 
bf  the  patient,  and  protection  against  exhaus- 
tion will  result  in  vaginal  delivery  in  the  vast 
majority  of  patients.” 

I The  speaker  for  the  banquet  was  the  dis- 
tinguished, widely  traveled  professor  of  clin- 
ical medicine  from  the  University  of  Mary- 
iland  School  of  Medicine,  Dr.  Louis  A.  M. 
Kraus.  His  topic  was  “Medicine  in  the  Bible” 
and  he  held  his  audience  spellbound  with  his 
dramatic  reading  and  explanation  of  passages 
af  the  Bible  dealing  with  medicine  as  inter- 
preted through  the  “eyes  of  medicine”  Tall, 
veil  built  with  beautifully  groomed  silvery 
vhite  hair,  and  dark  expressive  eyes,  he 
seemed  to  be  more  actor  than  doctor  until  he 


talked  about  bones  and  bodily  functions  and 
disease,  with  the  voice  of  scientific  knowledge 
and  experience. 

A book  in  our  library  which  is  scholarly, 
distinctive  and  very  readable,  has  sections  on 
medicine  in  the  Bible,  concerned  mainly  with 
the  Old  Testament.  This  is: 

Medicine  Throughout  Antiquity  by  Ben- 
jamin Lee  Gordon,  Davis,  1949. 

Disease  was  considered  the  sequel  of 
sin;  epidemics  were  the  result  of  tres- 
passing of  certain  regulations  of  people 
of  the  community;  only  prayer  and  re- 
pentance could  heal  or  prevent  occur- 
rence. In  the  third  century  the  healing 
of  disease  by  casting  out  demons  was  one 
of  the  few  noble  deeds  that  elevated 
members  of  the  church  to  sainthood. 

Mrs.  Esther  Howard 
Medical  Librarian 
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DIFFUSE  SYNOVIAL 
OSTEOCHONDROMATOSIS  OF  KNEE; 
CASE  WITH  REMOVAL  OF  439  LOOSE 
BODIES  AND  SYNOVECTOMY 
Robert  E.  Van  Demark,  M.D..  F.A.C.S. 
Sioux  Falls,  South  Dakota 
and 

Charles  B.  Mitchell,  M.D. 

Sioux  Falls,  South  Dakota 


Of  the  many  causes  of  internal  derange- 
ment of  the  knee,  diffuse  osteochondroma- 
||tosis  is  apparently  quite  rare  in  this  area.  The 
Registrar  at  Sioux  Valley  Hospital  has  only 
three  such  cases,  including  the  present,  on 
record  in  over  one  hundred  forty  thousand 
admissions.  While  the  condition  is  a benign 
Ineoplasm  in  which  osteocartilaginous  bodies 
lare  formed  in  the  synovial  tissues  and  ex- 
pelled into  the  joint,  it  must  be  differentiated 
j'from  the  somewhat  similar  malignant  chon- 
[fdrosarcoma  of  the  knee  joint.!  The  typical 
; features  of  diffuse  osteochondromatosis  are 
i well  illustrated  in  the  following: 
i 

CASE  REPORT 


Fig.  1.  Right  knee  diffusely  distended  with  tumor 
mass.  Only  25  degrees  of  motion  present. 


A white  female,  aged  fifty-nine,  was  first 
fseen  on  April  10,  1954  because  of  intermittent 
pain  and  swelling  in  the  right  knee  for  sev- 
!eral  years.  There  was  no  known  injury.  The 
patient  had  increasing  difficulty  in  climbing 
stairs  because  of  the  loss  of  motion  in  the  knee 
[joint. 

Physical  examination  revealed  marked 
swelling  (Fig.  1)  of  the  right  knee.  Motion 
was  limited  to  165  degrees  extension  and  140 
degrees  flexion.  On  palpation,  the  entire 
! joint  was  diffusely  distended  with  a tumor- 


ous mass;  there  was  marked  crepitation  on 
motion.  Physical  examination  was  not  other- 
wise remarkable.  Roentgenographic  exam- 
ination (Fig.  2A  & 2B)  was  reported  as  fol- 
lows; “Right  knee,  Postero-anterior  and  La- 
teral: There  is  extensive  mottled  calcifica- 
tion in  the  soft  tissues  in  and  about  the  knee 
joint  and  proximal  to  the  patella.  There  are 
degenerative  changes  about  the  knee  joint 
with  slight  narrowing  of  the  joint  space  med- 
ially. This  process  most  likely  represents 
articular  chondromatosis.”  The  sedimenta- 
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tion  rate  was  8 mm.  per  hour  (Westergren 
Method). 


Fig.  2A-B  On  roentgenographic  examination  mul- 
tiple calcifications  in  the  synovial  pouch 
with  osteoarthritis  of  the  knee  joint. 


A provisional  diagnosis  of  diffuse  osteo- 
chondromatosis was  made.  Since  a malignant 
chondrosarcoma  could  not  be  definitely  ex- 
cluded, operation  without  further  delay  was 
advised. 


On  April  15,  1954,  the  patient  was  admittec,  I 
to  Sioux  Valley  Hospital  and  underwenU 
arthrotomy  the  following  morning.  On  ex  j 
posure  of  the  joint  through  an  anteromediaB 
incision  (Fig.  3),  osteocartilaginous  bodieiB 
spontaneously  extruded.  The  joint  was  als(  I 
exposed  through  posteromedial  and  postero  i 
lateral  incisions  of  Henderson2  and  a syno  l 
vectomy  (Fig.  4)  (including  the  suprapatellai' I 
pouch  and  articularis  genu  muscle)  per- J 
formed,  in  addition  to  the  removal  of  43(1^ 
loose  bodies  (Fig.  5).  Roentgenographic  ex. 
amination  (Fig.  6)  at  the  completion  of  the 
procedure  showed  no  loose  bodies  in  the  joint ; 


Fig.  3.  At  operation  on  April  15,  1954,  the  osteo- 
cartilaginous bodies  spontaneously  began 
to  extrude  on  incision  of  the  synovial 
membrane. 


Fig.  4.  Synovial  tissue  removed  from  the  knee 
joint.  The  inner  surface  was  studded  with 
small  and  large  pearl-like  bodies  which 
are  later  extruded  into  the  joint  as  loose 
bodies. 
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with  hyaline  matrix  separating  them,  irreg- 
ular in  outline,  showing  focal  calcification. 
Occasional  bone  formation  predominates.  The 
majority  of  the  sections  through  loose  bodies 
appear  to  be  composed  of  cartilage;  however, 
the  sections  through  the  hard  bodies  in  sub- 
synovial  membrane  tissue  are  composed 
chiefly  of  bone.”  These  features  are  illus- 
trated in  Figures  7 and  8. 


iFig.  5.  Four  hundred  thirty-nine  loose  bodies 
. were  removed  from  the  knee. 


Fig.  7.  Hyperplasia  of  synovial  membrane. 


I Fig.  6.  Roentgenogram  at  completion  of  the  pro- 
cedure to  check  for  remaining  loose  bodies; 
compare  with  Fig.  2A  and  2B. 

li 

I One  had  escaped  into  the  soft  tissues  on  the 
I posteromedial  aspect  of  the  joint.  Microscopic 
I examination  of  the  synovial  tissues  and  osteo- 
I cartilaginous  bodies  is  as  follows:  “Sections 
reveal  synovial  tissues  showing  marked  hy- 
perplasia of  the  synovial  membrane  cells  lin- 
ing the  synovial  cavity  forming  polyp-like 
structures  containing  body  spheres  repre- 
senting nondetached  bodies,  and  villi  show- 
ing numerous  capillary  channels,  dilated  and 
engorged  with  blood,  showing  also  heavy  in- 
filtration of  the  supporting  stroma,  which 
varies  from  dense  collagenous  connective 
tissue  to  loose,  almost  myxomatous  connec- 
tive tissue  by  plasma  cells,  lymphocytes  and 
large  mononuclears  as  well  as  by  some  neu- 
trophilic polys  and  eosinophilic  polys  with 
lymphocytes  and  plasma  cells  predominating. 
There  is  attached  adipose  tissue  of  mature 
type.  Other  fragments  show,  in  addition, 
skeletal  muscle  fragments.  Sections  through 
hard  structures  within  joint  space  reveal 
them  to  be  composed  of  cartilaginous  cells 


Fig.  8.  Genesis  of  loose  body  in  subsynovial-mem- 
brane  tissue.  Note  layer  of  bone  about 
new  body. 

The  patient’s  post-operative  course  was 
uneventful.  She  was  dismissed  from  the  hos- 
pital on  crutches  on  April  26,  1954.  The 
sutures  were  removed  on  May  3,  1954.  The 
patient  cooperated  extremely  well  in  her 
post-operative  exercises  and  on  July  6,  1954 
she  was  able  to  extend  the  knee  to  175  degrees 
(Fig.  9)  against  gravity,  and  to  flex  the  knee 
to  80  degrees  (Fig.  10)  and  had  no  complaints 
due  to  her  arthritis.  She  reported  she  could 
easily  climb  stairs  and  was  no  longer  dis- 
abled. 
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Fig.  9.  Active  extension  of  the  knee  against 
gravity  on  July  6,  1954. 


Fig.  10.  Active  flexion  of  the  knee  on  July  6,  1954. 


DISCUSSION 

Diffuse  osteochondromatosis  is  an  ossifying 
papillomatous  synovitis  -which  has  the  features  of 
a benign  neoplasm.  Cartilage  and  bone  are  formed 
in  the  synovial  tissues;  after  ossification  the  bodies 
are  extruded  into  the  joint  space.  Just  what  causes 
these  bodies  to  form  is  unknown.  The  condition 
occurs  most  frequently  in  the  knee,  but  is  also  seen 
in  other  joints  such  as  the  elbow,  shoulder  and  hip. 
Because  of  the  mechanical  incongruity,  osteo- 
arthritis is  an  almost  constant  accompaniment  of 
the  condition.  Mere  removal  of  the  loose  bodies 
gives  only  temporary  relief;  unless  complete 
synovectomy  is  performed  the  condition  will  recur. 
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ELONGATED  STYLOID  PROCESS.  AN 
OFTEN  UNRECOGNIZED  SOURCE  OF 
THROAT  PAIN 
John  B.  Gregg.  M.D. 

Sioux  Falls.  Soulh  Dakota 


I In  this  age  of  the  cancer  conscious  public, 

I the  physician  is  presented  with  the  problem 
of  throat  pain,  lump  in  the  throat,  difficulty 
swallowing  and  other  real  or  imagined  sym- 
ptoms. In  many  instances  the  trouble  is  easily 
[explained  by  demonstrating  a granular 
[pharyngitis,  inf  lammed  faucial  or  lingual  ton- 
'sils,  a foreign  body  or  by  the  presence  of  some 
li  organic  lesion.  However,  frequently  the  pa- 
itient’s  complaints  are  ill  defined,  consisting 
of  vague“sticking  feeling”  on  swallowing  or 
jthe  sensation  of  a foreign  body  which  cannot 
’be  demonstrated.  Too  often  these  patients 
are  dismissed  with  a pink  pill  and  the  diag- 
nosis of  “psychoneurosis.”  It  is  in  these  cases 
: especially,  that  one  of  the  more  obscure 
i causes  of  throat  sensation  must  be  sought. 

Normally  the  styloid  process  of  the  tem- 
! poral  bone  is  about  2.5  cm.  (one  inch)  in 
[length.  Four  percent  of  the  population  have 
elongated  styloid  processes,  i.e.,  greater  than 
2.5  cm.  in  length,  but  only  a few  of  these  are 
symptomatic.  (1)  (2)  Unusual  length  of  this 
process  is  observed  more  often  in  men  and  is 
frequently  bilateral.  It  is  more  common  in 
adults,  usually  being  seen  after  thirty  years 
of  age.  Elongated  processes  may  project  into 
the  soft  tissues  of  the  lateral  pharyngeal  wall, 
producing  symptoms  due  to  pressure.  How- 
ever, a styloid  process  of  normal  length  may 
produce  symptoms  if  its  angulation  is  such 
that  the  tip  presses  on  the  pharyngeal  wall. 
Occasionally  the  prolongation  of  this  process 
produces  calcification  within  the  substance 


of  the  tonsils  which  may  present  a technical 
problem  in  tonsillectomy  and  a diagnostic 
problem  in  X-Rays  of  the  pharynx  to  visualize 
foreign  bodies  or  salivary  calculi. 

In  the  past  year  four  cases  demonstrating 
this  abnormality  have  been  seen  and  treated. 
In  all  four  cases  similar  symptoms  referrable 
to  the  throat  were  reported.  All  had  been 
treated  for  “chronic  tonsillitis”  or  other  sus- 
pected throat  conditions,  without  lasting  suc- 
cess, before  the  true  nature  of  the  disease  was 
found.  Two  of  these  cases  are  documented 
because  of  the  typical  findings  and  symptoms 
due  to  elongated  styloid  process.  In  one 
symptoms  were  bilateral  and  in  the  other 
unilateral. 

CASE  DISCUSSION:  A 54  year  old  woman 
complained  of  almost  constant  sore  throat, 
sticking  sensation  in  the  tonsillar  regions, 
occasionally  radiating  to  the  left  ear,  for  about 
four  months.  Talking  and  eating  accentuated 
the  discomfort.  Examination  showed  chronic 
granular  pharyngitis  but  not  of  sufficient 
magnitude  to  account  for  the  complaints. 
The  tonsils  were  small  and  atropic.  Palpation 
of  the  tonsils  duplicated  the  throat  pain  and 
revealed  to  the  examining  finger  a firm,  bony 
prominence  in  the  tonsil  beds. 

Antero-posterior  (Figure  #1)  and  Lateral 
(Figure  }(2)  X-Rays  of  the  pharynx  showed 
bilateral  elongation  of  the  styloid  processes. 

When  questioned  carefully  this  patient  ad- 
mitted that  she  had  had  mild  similar  throat 
symptoms  “for  many  years”  but  became 
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Figure  SI.  Open  mouth  postero-anterior  view  of 
the  cervical  spine  showing  the  markedly  elongated 
styloid  processes.  Styloid  processes  are  indicated 
by  arrows. 


Figure  S2.  Lateral  roentgenogram  of  the  cervical 
spine  with  visualization  of  the  styloids.  Open  mouth 
view. 


acutely  aware  of  the  trouble  when  she  read 
about  throat  cancer.  She  admitted  that  her 
major  concern  was  fear  of  throat  malignancy 
and  when  informed  of  the  benignity  of  the 
difficulty  was  immediately  relieved. 

Figure  #3  shows  the  roentgenogram  of  the 
second  woman  who  had  similar  complaints, 
in  whom  the  symptoms  were  unilateral.  She 
also  was  fearful  of  cancer  and  improved  fol- 
lowing reassurrance.  X-Rays  showed  bilateral 
elongation  of  the  styloids. 


Figure  #3.  Lateral  projection  of  cervical  spine  with 
mouth  closed  demonstrating  the  styloid  processes. 


DISCUSSION:  In  these  cases  the  diagnosis 
was  made  by  palpation  in  the  tonsillar  areas, 
a portion  of  the  throat  examination  which  is 
frequently  omitted.  The  duplication  of  sub-  ’ 
jective  pain  sensation  and  digital  demonstra- ' 
tion  of  the  bony  mass  deep  in  the  tonsil  con- 1, 
firmed  the  diagnosis.  The  concluding  evidence  i 
was  supplied  by  radiographs  which  showed' 
markedly  elongated  styloid  processes  which 
penetrated  the  submucosal  tissues  lateral  to 
the  pharynx.  The  best  radiographic  visual- 
ization of  the  styloids  was  obtained  with  a 
direct,  chin  elevated  lateral  projection  and  i 
an  open  mouth  postero-anterior  view  of  the  i 
upper  cervical  spine. 

The  styloid  process  as  a source  of  tonsillar 
pain  has  been  alluded  to  previously.  Of  the 
earlier  authors  Turner  (3),  Thomson  (4), 
Thomson  and  Negus  (5),  and  Ballenger  (6), 
discuss  the  styloid  process  in  relation  to  di- 
seases of  the  tonsils  but  dismiss  it  as  rarely  a 
cause  of  symptoms.  Lederer  (7)  and  Jackson  i 
and  Coates  (8)  state  that  this  anomaly  may  ( 
produce  symptoms  referrable  to  the  throat  i 
or  ear  and  occasionally  difficulty  in  swallow-  ' 
ing.  All  of  these  authors  remarked  that  the 
styloid  process  is  encountered  often  enough 
during  tonsillectomy  that  it  may  pose  a 
problem.  In  the  past  fifteen  years  several 
authors  have  referred  to  the  styloid  process  ; 
as  a source  of  face,  throat  and  ear  pain.  (7) 
(8)  (9)  (10)  (11)  (12)  (13)  (14)  (15)  (16)  (17)  (18) 
(19)  (20)  (21).  Eagle  (1)  (2)  reported  and 
demonstrated  that  the  styloid  process  may  be 
the  cause  of  a carotid  artery  syndrome  with 
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symptoms  referrable  to  the  artery  itself  or 
to  the  accompanying  sympathetic  nerves. 

Treatment  of  this  problem  depends  upon 
the  severity  of  the  disability.  If  the  pain  on 
swallowing  or  talking  is  disturbing  to  the  pa- 
tient, surgical  removal  of  all  or  a part  of  the 
styloid  process  by  a trans-oral  approach  is 
indicated.  However,  in  many  patients  having 
this  difficulty,  explanation  of  the  source  of 
pain  and  reassurrance  that  “cancer”  does  not 
exist  is  sufficient  treatment.  If  the  styloid 
process  is  encountered  in  a routine  tonsillec- 
tomy, within  the  tonsil,  amputation  thereof 
is  advisable  as  a preventive  measure. 

CONCLUSIONS:  Elongation  of  the  styloid 
process,  especially  when  embedded  in  the 
tonsil,  may  be  a source  of  lateral  throat  pain. 
This  anatomical  variant  is  often  overlooked 
in  examination  of  patients  with  throat  com- 
plaints because  digital  examination  of  the 
buccal  mucosa  is  neglected.  In  many  instances 
the  pain  is  interpreted  as  a symptom  of  throat 
(cancer  by  the  patient  because  a logical  ex- 
planation is  not  immediately  forthcoming 
land  the  discomfort  persists  despite  treatment. 
(Simple  reassurrance  will  usually  suffice  in 
(these  cases.  In  patients  with  this  disease  who 
have  difficulty  swallowing  or  talking,  sur- 
(gical  excision  of  the  offending  styloid  process 
(es)  is  indicated. 
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THE  THERAPEUTIC  USE  OF 
RADIOACTIVE  PHOSPHORUS  (P32) 
Warren  S.  Peiper,  M.D.,  Mitchell,  S.  D. 


The  use  of  the  radio  elements  for  medical 
therapy  was  prompted  by  the  thought  that 
considerable  advantage  could  be  derived  from 
introducing  a radioactive  source  into  the  cell 
itself,  or  very  intimately  into  its  environment. 
This  method  has  proven  meritorious  in  a 
number  of  instances.  The  treatment  of  the 
blood  dyscrasias  by  means  of  radioactive 
phosphorus  is  one  such  instance.  Here  an 
element  normally  entering  into  cellular 
metabolism  has  been  rendered  radioactive  and 
is  introduced  into  the  metabolic  system, 
where  it  will  spend  its  radioactivity  with 
very  direct  effect  upon  the  cells.  In  many  in- 
stances, especially  in  research  work,  sub- 
stances having  a high  specificity  for  certain 
tissues  are  used.  In  the  case  of  phosphorus, 
this  absorption  differential  is  far  less  than 
in  the  case  of  some  other  substances,  espec- 
ially iodine.  It  is,  however,  great  enough  to 
render  it  useful  in  the  treatment  of  diseases 
of  the  hemopoietic  and  reticuloendothelial 
system. 

The  actual  effect  upon  the  cell  of  the  radio 
elements  placed  in  the  cellular  substance  or 
in  the  extracellular  fluid,  is  identical  that  of 
exogenous  radiation  such  as  x-rays  and 
radium.  The  advantage  gained  is  largely 
through  sparing  of  normal  tissues  and  taking 
advantage  of  the  inverse  square  law  as  re- 
lated to  the  proximity  of  radiation  source  to 
target  tissue. 

The  isotope  of  phosphorus  bearing  the 


atomic  weight  of  32,  is  usually  used  thera-. 
peutically  as  the  phosphate,  preferably  in  a 
carrier  free  solution.  Since  it  behaves  chem- 
ically in  a manner  identical  with  its  non- 
radioactive form,  one  may  describe  its  fate 
similarly.  Usually  the  distribution  and  use 
are  divided  as  follows: 

(1)  Phosphorylation  of  glucose 

(2)  The  formation  of  adenosine  prosphoric 
acid  in  the  red  blood  corpuscles  and 

(3)  Free  phosphate  radical  in  the  plasma.' 

This  latter  will  be  deposited  in  the  skeleton 

(red  bone  marrow)  and  in  the  liver,  spleen 
and  other  portions  of  the  reticuloendothelial 
system.  It  is  principally  the  latter  distribution 
which  is  of  value  in  the  treatment  of  leu- 
kemias. The  second  category  is  also  of  value 
in  the  treatment  of  polycythemia  vera.  One^ 
should  note  that  the  concentration  in  leu- 
kemic white  cells  and  polycythemic  red  cells 
is  greater  than  in  normal  cells.  This  is  also- 
true  in  tissues  infiltrated  by  such  cells.  One 
should  also  take  note  of  the  higher  content  of 
this  isotope  in  cells  of  osteogenic  sarcoma, ! 
breast  carcinoma,  Hodgkin’s  disease  and  var- 
ious neurogenic  tumors.  Unfortunately,  in  ^ 
most  of  these  conditions  the  absorption  dif- 
ferential is  not  sufficiently  high  to  be  of 
value.  Despite  this,  selected  cases  have  shown 
some  pallative  response. 

Radioactive  phosphorus  was  first  used  in 
the  treatment  of  leukemia  by  Lawrence  in 
1937,  who  reported  four  cases  in  1939.  This 
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phosphorus  was  cyclotron  produced  and 
hence  in  rather  scarce  supply.  Only  with  the 
advent  of  the  chain  reacting  pile  has  sufficient 
P32,  as  well  as  other  radioactive  isotopes, 
been  available  to  conduct  extensive  series. 

Low-Beer  describes  three  methods  usually 
used  in  the  administration  of  radioactive 
phosphorus.  These  are: 

(1)  The  simple  saturation  method.  In  this 
system  a relatively  constant  plasma  level  of 
the  isotope  is  maintained  by  administering 
!the  decayed  quantity  of  the  previously  ad- 
ministered total  quantity  of  phosphorus  every 
three  days; 

(2)  The  fractional  saturation  method.  Here 
increasing  doses  are  given  at  two  to  three  day 
intervals  until  the  desired  blood  level  is  ob- 
tained, calculated  on  the  basis  of  biological 
half  life; 

(3)  The  fractional  method.  Here  equal  or 
approximately  equal  quantities  are  adminis- 
Itered  at  one  to  two  week  intervals  until  the 
[desired  effect  is  attained.  It  will  be  evident 
I’in  this  latter  method  that  the  preceding  quan- 
tity has  fairly  well  spent  itself  by  the  time 
the  next  dose  is  administered.  The  late  bio- 
logical effects,  of  course,  may  not  yet  have 
been  attained.  We  feel,  however,  that  in  a 
system  which  has  in  it  a strong  empirical  ele- 
ment. such  a technique  is  most  convenient  in, 
i|as  it  were,  feeling  one’s  way  along. 

I Probably  a word  should  be  said  about  the 
iquestion  of  patients  receiving  this  treatment 
as  a radiation  hazard.  Since  P32  is  a beta 
emitter,  little  or  no  radiation  leaves  the  pa- 
tient’s body  and  surely  does  not  penetrate 
more  than  a few  inches  of  air.  Under  ordinary 
circumstances,  where  a patient  is  ambulatory 
or  hospitalized,  together  with  a number  of 
'other  patients  who  are  not  receiving  radio- 
active materials,  the  waste  disposal  problem 
does  not  exist,  the  excreta  being  handled  in 
the  usual  manner.  These  do  not  constitute  an 
i appreciable  hazard  to  nurses  and  other  per- 
sonnel in  the  ordinary  quantities.  Of  course, 
jit  is  recommended  that  personnel  receiving 
ionizing  radiation  from  other  sources,  such  as 
I x-ray  machines  and  radium,  do  not  handle 
' these  patients,  or  their  waste  products. 

In  the  treatment  of  leukemia,  some  author- 
ities regard  a white  blood  count  of  fifty 
thousand  as  a satisfactory  maintenance  level. 
Others  attempt  to  maintain  the  count  as  near 
normal  as  possible,  while  still  others  merely 


maintain  an  asymptomatic  count.  We  would 
probably  fall  into  the  latter  two  groups.  In 
fresh  cases,  we  attempt  to  bring  the  count  to 
normal.  If  this  is  not  feasible  without  com- 
plicating, undesirable  effects  such  as  anemia 
and  thrombocytopenia,  we  bring  the  count 
to  the  lowest  compatible  level.  The  old,  long 
standing  cases  which  have  previously  re- 
ceived roentgen  therapy  and  in  whom  a suit- 
able asymptomatic  level  has  been  found,  we 
merely  try  to  maintain  this  level.  We  feel, 
together  with  numerous  other  people,  that 
one  of  the  best  indices  of  therapeutic  response 
is  erythropoiesis.  Since  this  is  usually  de- 
pressed by  the  exuberently  proliferating  leu- 
kemic cells,  suppression  of  these  cells  will 
usually  result  in  a rather  prompt  trend 
towards  normal  in  the  red  count.  Similarly, 
failure  of  rise  in  the  red  count  in  a case 
which  has  formerly  responded  quite  well  is 
of  grave  prognostic  significance,  almost  al- 
ways marking  the  beginning  of  either  a 
severe  exacerbation  or  terminal  episode.  One 
must  of  course  also  be  guided  by  the  number 
of  pathological  cells  in  the  differential  smear 
and  by  the  BMR.  The  latter  will  often  be 
elevated  in  anticipation  of  a relapse  consider- 
ably before  the  hematologic  picture  will 
change. 

Something  should  be  said  of  the  advantages 
and  disadvantages  of  radioactive  phosphorus 
therapy  as  compared  to  roentgen  therapy. 
The  prime  advantage  of  P32  therapy  is,  of 
course,  the  absence  of  radiation  sickness.  In 
the  case  of  polycythemia  vera,  one  also  has 
the  very  noteworthy  advantage  that  only  one 
or  two  doses  are  necessary  to  bring  about  a 
remission  as  a rule,  instead  of  the  usual  series 
of  about  ten  x-ray  treatments.  In  this  way  it 
is  considerably  more  economical.  With  the 
proper  laboratory  and  treatment  room  facil- 
ities, administration  is  considerably  less  time 
consuming  than  is  x-ray  therapy.  It  is  obvious, 
however,  that  a certain  volume  of  patients 
must  be  attained  before  the  equipment,  facil- 
ities and  personnel  justify  themselves. 

The  initial  work  in  this  field  was  done 
using  this  material  intravenously.  In  this 
case,  it  is  most  advisable  to  first  start  an  in- 
travenous infusion  of  normal  saline  and  then 
to  inject  the  radioactive  material  into  the  tub- 
ing. In  this  way  the  danger  of  subcutaneous 
infiltration,  with  subsequent  slough  is  min- 
imized. Lucite  or  lead  shielded  syringes 
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should  be  used  to  handle  the  P32  solution.  We 
have  found,  however,  that  oral  administra- 
tion, with  approximately  a 25%  higher  dose 
than  that  used  intravenously,  is  at  once 
simple,  economical  and  less  time  consuming. 

We  have  not  used  any  special  preparation, 
except  to  withhold  the  morning  meal  and  to 
prohibit  solid  food  for  at  least  three  hours 
following  administration  of  the  dose  and  to 
attempt  to  restrict  phosphorus  containing 
foods  from  24  to  48  hours.  The  latter  is  often 
impractical  and  was  not  closely  followed. 

Chronic  Myelogenous  Leukemia 
In  this  disease,  as  in  most  amenable  to  P32 
therapy,  the  concensus  of  opinion  is  that  doses 
of  V2  to  2 me.  given  at  a time  do  not  cause 
radiation  sickness.  We  have  seen  no  radiation 
sickness  with  doses  as  high  as  7 and  8 mcs.  In 
fact,  we  have  seen  no  radiation  sickness  from 
the  administration  of  radioactive  phosphorus 
at  any  time.  The  response  of  chronic  myelo- 
genous leukemia  is  quite  uniformly  good,  ex- 
cept in  the  terminal  stages.  At  this  point  even 
minute  doses,  instead  of  producing  a remis- 
sion, usually  cause  a progressive  anemia  and 
thrombo  cytopenia.  Sometimes  at  this  stage, 
and  often  in  earlier  stages,  the  disease  will 
respond  to  P32  and  not  to  total  body  or 
splenic  roentgen  irradiation  and  vice  versa. 

In  those  cases  in  which  there  is  marked 
splenomegaly,  hepatomegaly  and  lymph 
adenopathy,  local  external  irradiation  is  often 
necessary  to  supplement  the  internal  irra- 
diation of  P32.  Usually  three  or  four  treat- 
ments of  50  to  100  r each  to  the  skin  over- 
lying  these  areas  is  adequate.  These  treat- 
ments are  given  at  two  or  three  day  intervals. 

As  with  x-ray  therapy,  it  is  questionable 
whether  the  actual  life  span  of  these  patients 
has  been  prolonged  by  the  use  of  radioactive 
phosphorus.  One  may  rest  assured,  however, 
that  these  patients  have  been  made  consider- 
ably more  comfortable  and  enabled  to  lead  a 
more  useful  life.  We  have  found  the  course 
of  the  disease  to  be  roughly  the  same  with 
x-ray  and  P32  therapy  in  our  statistically 
rather  limited  series.  The  reason  it  is  difficult 
to  evaluate  the  exact  effect  of  the  therapy 
upon  the  life  span,  is  that  many  of  the  com- 
plications, such  as  thromboses,  mechanical 
pressure  effects  upon  vital  centers,  and 
hemorrhage,  are  prevented,  and  the  patient  is 
rather  allowed  to  die  from  the  natural  toxic 
course  of  the  disease.  , ' a 


Chronic  Lymphatic  Leukemia 

The  effect  and  dosage  here  are  quite  similar 
to  that  in  the  myelogenous  form.  However, 
complete  remissions  are  more  rare  and  those 
remissions  which  are  produced  are  usually 
of  shorter  duration.  Somewhat  larger  and 
more  frequent  doses  are  necessary.  Also  the 
erythropoietic  effect  is  more  difficult  to  elicit. 

Most  workers  have  found  that  aleukemic 
cases  require  smaller  doses  administered  over 
a longer  period  of  time.  They  also  feel  that 
external  irradiation  is  better  in  such  cases. 
Unfortunately,  we  have  had  no  aleukemic 
cases  in  our  series. 

Polycythemia  Rubra  Vera 

Since,  as  previously  pointed  out,  the  phos- 
phorus radical  is  metabolized  as  adenosine 
phosphoric  acid  in  the  maturation  of  the  red 
blood  cells,  it  is  only  logical  that  radioactive 
phosphorus  therapy  be  attempted  in  the 
treatment  of  this  disease.  This  was  first  done 
by  Lawrence  in  1940.  The  usual  dose  is  5 to 
7 mcs.  in  one  dose.  The  response  is  often  de- 
layed, usually  occurring  in  six  to  eight  weeks. 
The  explanation  for  this  lag  is  that  the  life 
cycle  of  the  red  blood  cell  lasts  from  50  to 
110  days  and  P32  exerts  its  lethal  effect  only 
at  the  erythroblast  stage.  In  our  experience, 
the  effects  have  been  uniformly  gratifying, 
as  shown  by  the  accompanying  cases.  One  of 
our  remissions  lasted  for  about  nine  months 
and  most  of  the  patients  have  gone  for  six 
months  and  longer  with  no  relapse  as  yet. 
It  is  to  be  expected,  of  course,  that  all  of  these 
cases  will  ultimately  go  into  relapse.  It  is  the 
opinion  of  Low-Beer  that  any  polycythemia 
patient  that  does  not  die  of  intercurrent  di- 
sease or  of  the  thrombotic  phenomena  of  the 
disease,  will  ultimately  die  of  leukemia.  This 
has  been  shown  in  non-irradiated  series,  in 
which  only  phlebotomy  and  drugs  such  as 
phenylhydrazine  were  used.  Hence  it  is  evi- 
dent that  P32  therapy,  like  external  irradia- 
tion, serves  only  to  prolong  life.  It  should  be 
noted,  however,  that  this  prolongation  is 
usually  very  long,  ranging  up  to  twenty  years 
in  some  cases.  These  studies  also  refute  the 
idea  that  P32,  or  any  form  of  irradiation 
causes  a higher  incidence  of  leukemia  in 
polycythemia  patients. 

Lymphosarcoma 

Some  favorable  results  with  P32  therapy 
have  been  reported  in  this  disease,  but  ours 
have  been  uniformly  disappointing.  Usually 
(Continued  on  Page  212) 
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CHRONIC  MYELOGENOUS  LEUKEMIA 


NAME 

TYPE 

WBC 

Hb 

PLAT 

S.  L.  G. 

DOSE 

RESULT 

Age 

M.  F.  54 

Mye 

101,000 

12  gms. 

150,000 

St  t 

4 me 

To  39,250  in  2 weeks 
Up  to  90,000  in  5 mo. 

T.  L.  35 

Mye 

28,700 

13  gms. 

369,950 

o 

2 me  I.  V. 
3-4  me 

P.  O. 

No  effeet 

44,000  to  22,000  in 
mo.  Maint.  on  3-4 

T.  R.  61 

Mye 

320,000 

13.5  gms. 

125,000 

3-5  fb  S 

4 me 

Maint.  at  10,000  by 

4 me  q 6 wks. 

E.  W.  35 

Mye 

48,350 

11.9  gms. 

O 

3 me  I.V. 

To  38,000  in  2 mos. 

5 me  P.  O. 

To  30,000 

POLYCYTHEMIA 


NAME 

RBC 

Hb 

WBS 

PLAT 

DOSE 

RESULT 

Age 

M.  J.  43 

6.91 

12.0 

14,050 

993,160 

4 me 

To  4.69,  8800 
in  5 mos. 

R.  L.  51 

8.94 

22.4 

9,200 

598,890 

7 me  I.V. 

To  6.35,  5200, 
110%  in  3 mos. 

D.  M.  56 

7.79 

17.0 

19,150 

569,000 

6 me  I.V. 

6 me  after 

10  mos. 

To  5.8,  16.5 
13,500  in  10 
mos. 

D.  S.  48 

5.88 

17.0 

4 me  I.V. 

To  4.33,  13  in 

4 mos. 

I 


I 

/ 

i 

i 
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CHRONIC  LYMPHATIC  LEUKEMIA 


NAME 

TYPE 

WBC 

Hb 

PLAT 

S.  L.  G. 

DOSE 

RESULT 

Age 

E.  C.  62 

Lym 

309,000 

10  gms. 

t 

4 me 

To  140,000  with 
one  dose 

D.  C.  47 

Lym 

85,000 

11.5  gms. 

ax  gl. 

4 me 

To  17,150  in 

1 mo. 

B.  H. 

Lymphoma 

21,000 

10.5  gms. 

200,000 

ttt  ad. 

4 me 

To  17,600  in 

2 weeks 

J.  N.  50 

Lym 

70,000 

14  gms. 

ft  aden. 

4 me 

To  30,000  in  1 mo. 
Well  eontrolled 

L.  P.  45 

Lym 

33,500 

12.4  gms. 

251,430 

0 

2 me  I.V. 

To  16,850  in  2 wks. 
Maint.  on  2 me  q 

3-4  wks.  Deeeased 

A.  P.  68 

Lym 

17,600 

12.6  gms. 

204,960 

t aden. 

3 me 

To  11,050  in  1 mo. 
Last  remis.  lasted 

5 mos. 

R.  R.  46 

Lym 

18,500 

12.5  gms. 

t ax. 

3 me 

To  7250  in 

3 wks. 

C.  S.  69 

Lym 

44,400 

77,000 

12.5  gms. 

78,400 

tt 

2 me  I.V. 
4 me 

O 

To  42,000  in  2 weeks 

To  15,000  in  2 weeks 

E.  W.  70 

Lym 

35,950 

9.8  gms. 

88,000 

tt  aden. 

3 me  I.V. 

To  20,800  in  1 mo. 
Maint.  at  20,000  by  2-3 
me  q 2-3  mos.  (P.  O.) 
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FLUORIDATION  OF  WATER  SUPPLY 
R.  G.  Mayer,  M.D. 

Aberdeen,  S.  D. 


At  the  National  Health  Forum  held  in  New 
York  City  in  March  the  panel  on  fluoridation 
of  public  water  supply  agreed  that  fluorida- 
tion has  been  proven  scientifically  and  legally 
sound,  and  that  it  is  the  responsibility  of  the 
entire  community,  the  chief  function  of  the 
health  forum  being  to  make  facts  available. 
In  Cincinnati,  where  a well  organized  cam- 
paign of  misleading  information  prevented 
understanding  of  the  facts  by  the  citizens, 
fluoridation  was  rejected  in  a November  1953 
referendum.  Where  community  groups  have 
organized  well  planned  campaigns  in  sup- 
port of  the  program,  as  in  San  Francisco  and 
in  Palo  Alto,  fluoridation  has  succeeded. 

In  the  April  1955  issue  of  the  Pennsylvania 
Medical  Journal  a short  article  discusses  the 
legal  issues  in  the  first  such  court  case  in 
Pennsylvania.  The  legality  of  using  fluorine 
in  water  supplies  to  prevent  dental  caries 
was  upheld  by  the  courts.  In  his  decision. 
Judge  Brahm  commented:  “The  overwhelm- 
ing weight  of  the  evidence  is  to  the  effect 
that  the  treatment  of  drinking  water  in  the 
proportion  of  one  part  or  1.2  parts  to  one  mil- 
lion will  have  a very  beneficial  effect  on  the 
teeth  of  the  young  and  may  be  done  without 
danger  to  anyone.  This  is  what  the  court 
finds  from  the  evidence.” 

The  action  in  this  case  marks  the  first  time 
that  a court  in  Pennsylvania  has  determined 
the  powers  of  the  Secretary  of  Health  on  two 
points:  The  power  to  authorize  and  issue  per- 
mits for  the  fluoridation  of  public  water 
supply,  and  the  power  to  determine  and  em- 


ploy the  most  efficient  and  practical  methods 
for  the  prevention  and  suppression  of  the 
disease  of  dental  caries.  Judge  Brahm  pointed 
out  that  the  legislature  has  committed  those 
responsibilities  to  the  Department  of  Health 
and  its  secretary,  and  called  water  fluorida- 
tion “a  conscientious  attempt  to  use  the 
power  of  the  Department  of  Health  to  im- 
prove the  public  health.” 

Fluoridation  of  the  water  supply  of  the 
city  of  Aberdeen  has  now  been  done  for  the 
past  five  years.  The  dental  examination  of 
the  school  children  in  Aberdeen  was  con- 
ducted before  fluorine  was  added  to  the 
water.  At  the  end  of  three  years  of  fluorida- 
tion another  dental  survey  was  made.  There 
was  a 65%  decrease  in  decayed,  missing,  and 
filled  teeth  in  the  six  year  old  children  in  the 
three  year  period.  In  the  children  in  the 
kindergarten  classes  there  was  a 60.4%  de- 
crease in  decayed,  missing,  and  filled  teeth. 
The  over-all  decrease  in  decayed,  missing, 
and  filled  teeth  of  all  children  aged  five  to 
fifteen  was  21.5%.  Another  dental  survey  will 
be  made  in  the  near  future,  but  the  above 
figures  make  it  very  evident  that  fluoridation 
of  the  water  supply  has  been  well  worth 
while  in  Aberdeen.  The  dental  and  medical 
professions  took  a leading  part  in  endorsing 
the  proposition  of  fluoridation  of  the  water 
supply  in  Aberdeen.  Since  only  a few  com- 
munities in  South  Dakota  are  now  adding 
fluorine  to  their  water  supply;  perhaps  it 
would  be  desirable  for  the  dentists  and  phys- 
icians in  other  communities  to  take  the  lead 
in  similar  programs  for  their  communities. 
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SAVING  MONEY  FOR  YOUR  PATIENTS 


With  the  rapid  forward  strides  in  medical 
care,  the  many  new  drugs  and  the  numerous 
improvements  in  medical  care,  a rapidly 
rising  cost  in  services  (other  than  the  doc- 
tor’s) has  occurred.  The  physicians’  fees  have 
not  risen  in  line  with  the  other  costs,  yet  there 
is  an  almost  universal  complaint  about  the 
“medical”  expenses. 

The  public  relations  of  the  medical  profes- 
sion can  be  boosted  by  helping  the  patients 
cut  their  “medical”  expenses.  Every  doctor’s 
office  offers  many  opportunities  for  doing 
this.  It  is  well  to  point  out  to  the  patients 
that  they  can  be  more  economically  treated 
in  the  office  than  in  the  home  or  at  the  hos- 
pital. The  number  of  unnecessary  calls  can 
be  reduced  by  more  effectively  using  the 
telephone.  Medical  costs  may  be  reduced  too 
by  performing  only  those  tests  and  procedures 
which  will  directly  help  in  the  diagnosis  and 
in  the  treatment. 

With  the  recent  introduction  of  many  new 
drugs  and  particularly  the  numerous  new 
antibiotics,  cost  to  the  patient  rises  to  almost 
unbelievable  heights.  Too  often  the  doctor 
does  not  have  a real  idea  of  the  costs  of  these 
new  items  he  is  prescribing.  He  can  do  his 
patients  a real  service  by  checking  with  the 
local  druggists  and  working  up  an  informal 
price  list  on  the  various  items.  Prescriptions 


should  not  be  given  for  costly  newer  drugs 
unless  their  use  is  clearly  indicated.  Too  fre- 
quently a new  costly  drug  is  prescribed  and 
continued  thoughtlessly,  even  though  favor- 
able results  are  not  obtained  in  a reasonable 
period  of  time. 

To  many  patients  another  irritating  aspect 
of  the  cost  of  medical  care  is  the  various 
laboratory  tests,  the  significance  of  which  is 
not  apparent  to  them  and  for  which  they  are 
often  given  no  explanation.  The  thoughtful 
physician  will  not  only  put  a brake  on  un- 
necessary tests  but  also  explain  the  results 
and  significance  of  the  various  tests  which 
have  been  performed. 

The  time  spent  by  the  patient  in  waiting  for 
the  doctor  is  an  item  which  is  often  either 
totally  disregarded  or  considered  only  cas- 
ually by  the  office  staff.  For  the  hourly  wage 
earner,  this  is  an  important  factor.  Patients 
complain  twice  as  much  about  long  waiting 
as  about  fees.  Practically  all  patients  appre- 
ciate the  courtesy  and  privilege  of  a definite 
appointment,  promptly  kept. 

Good  public  relations  are  more  important 
in  the  medical  practice  today  than  ever  before. 
Putting  one’s  self  in  the  patient’s  place  is  a 
good  guide  in  this  matter. 


R.  E.  V. 


DENT’S 

AGE 


“Fatherly  Witticisms  from  a Gray-head  al- 
ways fall  flat.”  So  throughout  the  coming  year 
I will  remember  this  old  quip. 

First,  allow  me  to  say  that  the  74th  Meeting 
of  the  South  Dakota  State  Medical  Association 
held  here  in  Mitchell  was  an  exceptional  one, 
thanks  to  the  large  number  of  members  who 
attended  all  the  Scientific  Meetings.  We  al- 
ways have  Outstanding  Men  on  our  programs 
but  this  year  our  members  attended  every 
meeting,  the  most  attentive  group  I have  seen 
in  years.  Those  members  who  did  not  get  to 
the  Mitchell  Meeting  missed  something  very 
special,  so  begin  now  to  plan  for  the  Diamond 
Jubilee,  when  the  North  Dakota  State  Medical 
Association  joins  the  South  Dakota  State  Med- 
ical Association  in  the  meeting  in  Aberdeen 
in  1956. 

Second,  the  Sixth  District  Medical  Society 
was  indeed  glad  to  be  host  to  such  an  interested 
group  of  Doctors.  We  do  hope  you  all  enjoyed 
the  Meetings  as  well  as  the  Festivities.  We 
have  received  a great  deal  of  praise  as  well  as 
some  complaints,  as  usual,  regarding  the  74th 
Meeting,  and  our  Speakers  were  also  pleased 
with  our  attention  and  our  attendance. 

Third,  I wish  in  this  letter  to  thank  our  efficient  past-president.  Doctor  Art  Spiry  and  our 
executive-secretary,  John  C.  Foster,  the  Sixth  District  Medical  Society,  especially  Doctor  John 
Harold  Lloyd  who  was  general  chairman,  and  Mrs.  Harvard  Lewis,  general  chairman  of  the 
Auxiliary,  for  their  ardent  work  in  making  this,  the  74th  Annual  Meeting,  such  a successful 
one. 

Finally,  many  thanks  for  the  fine  honor  you  have  bestowed  upon  the  Sixth  District  Med- 
ical Society  and  upon  myself  in  giving  us  the  Presidency  for  1955-56. 

Yours  very  truly, 

F.  Daniels  Gillis,  M.D. 
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\ Poliomyelitis 

I Newspaper  articles  on  the  front  page  have, 
. in  recent  weeks,  included  accounts  of  the  vac- 
j cination  program  of  the  Salk  vaccine.  Altho 
there  has  been  much  written  about  procedure 
for  carrying  out  this  nation  wide  program, 
: about  the  cases  of  polio  reported  as  the  season 
opens  and  advances  and  much  discussion  as 
to  whether  or  not  the  vaccine  could  cause  the 
disease,  and  other  items  of  general  interest,  to 
date  it  is  difficult  to  locate  information  about 
the  vaccine  itself. 

One  of  the  most  inclusive  and  enlightening 
articles  on  the  manufacture  of  poliomyelitis 
vaccine  is  contained  in 
Physicians  Bulletin  v.  19,  #10,  Nov.,  1954 
published  by  the  Eli  Lilly  Co. 

This  company  set  up  a tissue  culture  lab- 
oratory several  years  ago  because  the  tech- 
nic seemed  to  have  interesting  possibilities. 
This  was  fortunate  because  when  a request 
came  from  the  National  Foundation  for  In- 
fantile Paralysis  for  the  manufacture  of  the 
Salk  vaccine  the  Lilly  Company  was  pre- 
pared for  this  undertaking. 

The  newness  of  this  technic  and  the  in- 
herent artificiality  of  tissue  culture  makes 
this  process  complicated  altho  the  actual 
production  of  the  vaccine  consists  of  grow- 
ing the  virus  on  cultures  of  monkey  kid- 
neys, then  harvesting  the  tissue,  inactivat- 
ing it  and  then  packaging  it. 

In  more  detail  the  main  points  brought 
out  in  this  issue  are: 

1.  The  Rhesus  monkeys  are  flown  into 
the  U.  S.  from  India  and  are  employed 
for  production  of  vaccine  and  for  test- 
ing purposes.  They  are  the  least  ex- 
pensive and  most  practical  primate 
to  obtain  and  handle  on  a large  scale. 


2.  The  poliomyelitis  virus  has  a decided 
predilection  for  the  tissue  of  primates. 
Kidneys  are  employed  as  a tissue  cul- 
ture medium  for  virus  growth  be- 
cause the  nerve  cells  survive  poorly 
in  tissue  culture,  whereas  renal 
epithelium  cells  thrive  for  the  period 
necessary  to  virus  proliferation. 

3.  Only  clinically  well  monkeys  with 
negative  tuberculosis  tests  are  em- 
ployed in  production  of  vaccine. 

4.  Kidneys  are  minced  and  mixed  with 
culture  medium  known  as  medium 
199  containing  amino  acids,  dextrose, 
vitamins  and  minerals,  and  penicillin 
and  streptomycin  are  added. 

5.  Renal  tissue  is  incubated  for  6 days 
and  new  medium  containing  polio- 
myelitis virus  is  added.  The  strains 
no.  1 Mahoney;  no.  2,  MEF-1;  and  no. 
3,  Saukett  are  grown  separately  and 
are  mixed  as  final  step  in  vaccine  pro- 
duction. Virus  containing  tissue  cul- 
tures are  incubated  for  4 days  to  allow 
maximal  reproduction  of  virus. 
Passed  thru  3 filters  of  increasing 
fineness,  pooled  in  large  tanks  and 
held  in  chill  room.  If  virus  titer  is 
inadequate  or  lot  contaminated  it  is 
discarded. 

6.  To  inactivate  virus  to  destroy  its  in- 
fectivity  but  not  its  antigenicity  For- 
maldehyde Solution  N.F.  is  added, 
mixture  warmed  to  36  degrees  centi- 
grade and  allowed  to  incubate.  Tests 
are  carried  out  periodically  to  deter- 
mine amount  of  residual  virus. 

7.  At  end  of  inactivation  period  for- 
maldehyde is  neutralized  with  so- 
dium bisulfite.  If  no  residual  virus  is 
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found  the  lots  of  individual  strain 
cultures  are  pooled  to  form  mixed 
vaccine  and  final  vaccine  is  put 
through  a battery  of  tests  for  final 
checks  for  residual  infective  virus  and 
for  certain  types  of  infective  contam- 
inants and  for  indices  of  antigenicity. 

8.  Samples  of  the  final  mixed  vaccine 
are  sent  to  the  National  Health  In- 
stitutes in  Washington  for  repitition 
of  tests.  The  vaccine  is  approved  for 
use  only  if  found  satisfactory  in  both 
laboratories. 

9.  Two  types  of  laboratory  tests  for  anti- 
genicity are  carried  out;  (1)  monkeys 
are  given  3 doses  of  vaccine  at  weekly 
intervals  and  serum  collected  a week 
after  last  dose  tested  in  several  dilu- 
tions for  ability  to  neutralize  stand- 
ard amounts  of  each  of  3 strains  of 
virus  in  renal  tissue  culture.  (2)  vac- 
cine is  injected  intraperitoneally  into 
mice,  mouse  serum  is  pooled  and 
mixed  with  graded  amounts  of  virus, 
incubated  and  inoculated  into  other- 
wise untreated  mice  to  determine 
protective  effect  of  serum. 

11.  Ultimate  test  of  antigenicity  is  ability 
of  vaccine  to  build  protection  against 
paralytic  poliomyelitis  in  human  be- 
ings. 

Dr.  William  Hammon,  head  of  the  Univer- 
sity of  Pittsburgh  School  of  Public  Health 
warned  the  public  against  false  hopes  in  the 
Salk  Polio  Vaccine.  An  article  in  the  Argus- 
Leader  written  by  Julius  Golden,  Associated 
Press  Staff  writer  quotes  him  as  saying  “The 
closer  we  come  to  the  polio  season  the  greater 
chance  of  set  backs.  The  vaccine  must  be  in 
the  body  before  a live,  infectious  virus”  Also, 
“nothing  is  known  concerning  the  safety  of  re- 
peated vaccination  over  a period  of  years 
from  the  standpoint  of  allergic  reactions  to 
monkey  kidney  protein.  Also  “vaccination 
with  a living  attenuated  group  of  virus  strains 
presents  a much  more  hopeful  outlook  for  an 
eventual,  more  effective  type  of  control,  but 
more  research  is  required  before  this  is  ready 
for  a large  human  trial.” 


A Medical  Journal  from  India  i 

The  Golden  Jubilee  number  of  Antiseptic,  ( 
the  Monthly  Journal  of  Medicine  and  Sur-  i 
gery  founded  by  Dr.  U.  Rama  Rau  in  1904  and  n 
now  edited  by  his  grandson  V.  Vasudeva  Rau  $ 
is  a noteworthy  and  outstanding  issue.  In  J 
our  own  country,  where  we  have  superior  ) 
medical  journals  in  all  branches  of  medicine  6 
such  a journal  would  not  be  significant.  In  I 
India  the  mere  fact  that  a medical  journal  i. 
has  survived  for  50  years  is  a remarkable  {) 
accomplishment.  The  editors  are  to  be  con-  | 
gratulated  for  the  high  quality  of  journalism 
and  commended  for  publishing  a journal 
which  has  exerted  so  much  influence  on  the 
medical  profession  as  has  Antiseptic. 

This  Anniversary  number,  dated  April  1954, 
is  valuable  for  the  articles  which  were  con- 
tributed by  outstanding  authorities  from 
many  parts  of  the  world.  “The  Antiseptic 
thro’  half  a century”  by  the  editor,  U.  Vasu- 
deva Rau,  highlights  the  history  of  this 
journal  and  points  up  the  active  part  that  it 
has  played  in  improving  the  medical  services 
and  medical  education  in  India.  This  article 
has  value  as  a reference  source  to  the  history 
of  medicine  in  India  from  1904-1954,  present- 
ing hard  to  find  facts  in  regard  to  hospital 
conditions,  public  health  and  sanitary  re- 
forms, medical  councils,  medical  education  i 
and  much  other  informative  information. 

The  original  articles  also  have  historical 
value  with  such  titles  as  “Fifty  Years  of  Pro- 
gress in  Medicine;  Fifty  Years  of  Nutrition 
Research”  in  India;  “The  Progress  of  Phar- 
macotherapeutics  During  the  Last  Half  Cen- 
tury,” “Fifty  Years  of  Urology”  to  but  men- 
tion a few. 

This  issue  of  Antiseptic  gives  us  an  insight 
into  the  struggle  that  has  been  going  on  in 
India  for  the  improvement  of  medical  stand- 
ards and  the  establishment  of  better  living 
conditions  for  all. 


(For  the  next  two  months  watch  this  column  for 
reviews  of  the  latest  information  from  the  medical 
journals  on  poliomyelitis). 
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THE  MONTH  IN  WASHINGTON 


For  the  first  time  in  many  years,  there  is 
a strong  possibility  that  Congress  will  enact 
legislation  providing  federal  grants  to  med- 
ical schools.  Unlike  most  bills  of  the  past, 
i which  would  have  given  the  schools  money 

I for  salaries  and  other  operating  costs,  the 

I I bill  getting  most  attention  now  would  give 
ij  money  only  for  construction  and  equipment. 
[I  Action  first  came  in  the  Health  Subcom- 
i mittee  of  the  Senate  Labor  and  Welfare  Com- 
mittee. Senator  Lister  Hill  (D.,  Ala.),  chair- 

I man  of  the  subcommittee  as  well  as  the 
; committee,  is  the  principal  sponsor  of  the  bill. 
Senator  Hill,  long  interested  in  health  legis- 
lation, was  co-sponsor  of  the  hospital  con- 
struction act  that  has  been  in  operation  for 
I eight  years. 

Under  the  education  bill  the  federal  gov- 
ernment would  grant  a total  of  $250  million 
I to  medical  schools  at  the  rate  of  $50  million  a 
i year  for  five  years.  No  school  could  receive 
i more  than  $3  million.  New  schools  would 
I receive  50%  of  construction  and  equipment 
costs  (up  to  $3  million  limit),  but  existing 
I schools  would  receive  only  one-third,  unless 
they  agreed  to  increase  freshman  enrollment 
by  at  least  5%.  If  they  wished,  schools  could 
set  aside  20%  of  the  federal  grant  into  a 
permanent  endowment  fund,  with  earnings  to 
" be  used  for  maintaining  the  building  and 
i]  equipment. 

I,  Nearly  a score  of  medical  school  deans  ap- 
^ peared  before  the  Hill  subcommittee  to  urge 

■ approval  of  the  bill.  Also  supporting  it  were 
I the  American  Medical  Association  and  the 
I American  Dental  Association,  the  latter  on 
|j  condition  that  dental  schools  also  be  included, 
f;  There  were  no  opposition  witnesses  before 

the  Hill  subcommittee. 

The  AMA’s  witnesses  were  Drs.  F.  J.  L. 

' Blasingame,  a Trustee,  and  Walter  S.  Wig- 
; gins,  associate  secretary  of  the  Council  on 
Medical  Education  and  Hospitals.  Dr.  Blasin- 
I game  reviewed  efforts  of  the  Association 
; since  its  founding  to  improve-  medical  educa- 
I tion.  He  cited  eAudence  to  show  that  medical 
* training  in  this  country  now  is  the  best  in 

■ the  world,  and  that  the  supply  of  physicians 
; is  increasing  at  a faster  pace  than  the  popula- 
tion. 

Dr.  Wiggins  urged  the  subcommittee  to 
I make  two  changes.  He  asked  that  the  finan- 

i 


cial  inducement  offered  for  increased  enroll- 
ment be  dropped,  as  it  might  cause  some 
schools  to  take  in  more  students  than  they 
could  train  properly,  a fear  that  was  reflected 
also  in  the  testimony  of  some  of  the  medical 
school  deans.  He  also  said  the  AMA  recom- 
mended that  the  law  require  that  six  mem- 
bers of  the  Council  on  Medical  Education  be 
“leading  medical  authorities.” 

In  the  House,  the  Interstate  and  Foreign 
Commerce  Committee,  facing  a heavy  sched- 
ule of  hearings  on  other  bills,  was  slow  to 
take  up  the  medical  education  bill.  But  there, 
too,  its  prospects  are  good,  particularly  as  the 
bill  is  sponsored  by  Chairman  Percy  Priest 
(D.,  Tenn.),  whose  role  in  medical  bills  com- 
pares with  that  of  Hill  in  the  Senate. 

It  appears  now  that  Congress  also  is  willing 
to  go  along  with  the  Defense  Department 
once  again  and  extend  the  doctor  draft  act 
for  another  two  years.  It  is  scheduled  to  ex- 
pire next  June  30.  The  AMA  opposes  an  ex- 
tension, maintaining  that  a more  attractive 
military  medical  career  and  better  use  of 
uniformed  physicians  would  take  care  of  the 
services’  need  for  experienced  specialists  and 
administrators.  The  department’s  main  argu- 
ment for  an  extension  was  the  need  for  these 
older  men.  Before  reporting  out  the  bill, 
however,  the  House  Armed  Services  Com- 
mittee made  one  significant  change.  It  re- 
wrote the  bill  to  exempt  any  physicians  35 
years  or  older  who  had  applied  for  a commis- 
sion at  any  time  in  the  past  and  had  been 
turned  down  solely  because  of  physical  con- 
dition. 

Also  moving  ahead  on  the  legislative  course 
is  a bill  to  continue  the  $100  per  month  equal- 
ization pay  for  physicians  and  dentists  in 
uniform.  At  hearings  before  the  House  In- 
terstate and  Foreign  Commerce  Committee 
the  AMA  supported  the  special  pay  exten- 
sion, but  objected  to  one  provision.  The  bill 
originally  would  have  withheld  the  $100  from 
men  with  an  obligation  under  the  regular 
draft  unless  they  agreed  to  serve  for  more 
than  the  two-year  draft  obligation.  The 
House  Committee  eliminated  this  section.  As 
the  bill  went  to  the  House,  it  provided  that 
all  commissioned  medical  and  dental  officers 
receive  the  special  pay. 

(Continued  on  Page  212) 
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ilEDICAL  ASSOCIATION 


1.  Executive-Secretary  John  C.  Foster  presents  statewide  1st  place 
and  national  3rd  place  essay  contest  checks  to  Tom  Lutz,  Jr.  of  Aber- 
deen. Presentation  was  made  during  Annual  Banquet  in  Mitchell, 
May  23rd. 


ABERDEEN  DISTRICT 
MEETS 

The  Aberdeen  District! 
Medical  Society  held  its 
regular  monthly  dinner  meet- 
ing in  the  Mexican  Room  of 
the  Sherman  Hotel  on  Wed- 
nesday evening,  May  4. 
Routine  business  matters 
were  taken  up,  and  the  Lilly 
Drug  representative  of  Aber- 
deen, Mr.  Kenneth  A.  Yun- 
ker,  showed  a Kinescope  of 
the  closed  Circuit  Television 
program  on  Salk’s  Polio- 
myelitis Vaccine. 


NEW  OFFICERS 
TAKE  DUTIES 

New  officers  took  over 
their  duties  as  the  South 
Dakota  State  Medical  Asso- 
ciation held  its  election  in 
Mitchell,  May  23rd. 

The  new  president  is  Dr.  F. 
Daniels  Gillis,  Sr.,  Mitchell; 
president-elector.  Dr.  A.  P. 
Peeke,  Volga;  vice-president. 
Dr.  M.  M.  Morrissey,  Pierre; 
secretary-treasurer.  Dr.  A.  P. 
Reding,  Marion;  speaker  of 
the  House,  Dr.  R.  A.  Bu- 
chanan, Huron;  and  chair- 
man of  the  Council,  Dr.  Paul 
McCarthy,  Aberdeen. 


2.  Dr.  F.  Daniels  Gillis,  incoming  Association  president  presents  Di'. 
C.  S.  Bobb  of  Mitchell  with  a 50-Year  Club  pin. 
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Dr.  Jerome  Sayler,  Ho- 
ward, has  accepted  a clinic 
position  in  Park  Falls,  Wis- 
consin. 

^ ^ 

Dr.  F.  T.  Younker,  form- 
erly at  Parker,  is  now  located 
at  Lake  Andes. 

^ ^ ^ 

Dr.  Sterling  Berg  has  lo- 
cated in  Tyndall  with  Dr. 

R.  J.  Foley. 


BOSTON  CLINICAL 
MEETING  OF  A.M.A. 

Nov.  29  ■ Dec.  2.  1955 

All  persons  who  desire  a 
place  on  the  lecture  program 
at  the  Boston  Clinical  Meet- 
ing of  the  American  Medical 
Association  are  urged  to 
communicate  immediately 
with  the  Chairman  of  the 
Program  Committee  — Theo- 
dore L.  Badger,  M.D.,  c/o 
Massachusetts  Medical  So- 
ciety, 22  The  Fenway,  Bos- 
ton 15. 

Applications  for  space  in 
the  Scientific  Exhibit  are 
now  available  and  will  be 
sent  on  request.  Exhibits 
will  supplement  the  lectures 
as  far  as  possible,  and  should 
portray  subjects  of  a broad 
general  interest.  Requests 
for  applications  should  be 
sent  to  the  Secretary,  Coun- 
cil on  Scientific  Assembly, 
American  Medical  Associa- 
tion, 535  N.  Dearborn  St., 
Chicago  10,  Illinois. 


MEDICAL  SCHOOL 
NEWS  NOTE 
Dr.  F.  E.  Kelsey  has  re- 
ceived a renewal  of  a re- 
search grant  from  the  Amer- 
ican Heart  Association  in  the 
amount  of  $5,250.00  to  permit 
a continuation  of  his  study 
on  the  action  of  radioactive 
digitoxin. 


3.  Outgoing  president  A.  W.  Spiry,  M.D.  gives  Dr.  T.  P.  Ranney  of 
Aberdeen  his  50-Year  Club  pin  during  Annual  Meeting  Banquet. 


4.  Dr.  A.  W.  Spiry  congratulates  past-president  and  Journal  Editor, 
R.  G.  Mayer,  M.D.  of  Aberdeen  for  his  selection  for  the  Association’s 
distinguished  award. 


NEWS  NOTES 

Douglas  County  residents 
gave  their  approval  to  a 
proposal  for  the  establish- 
ment of  a county  hospital 
using  money  left  over  in  the 
school  sinking  fund. 


Dr.  A.  E.  Coletti,  recently 
clinical  director  at  Central 
State  Hospital,  Louisville, 
Kentucky,  has  become  assist- 
ant superintendent  at  Yank- 
ton State  Hospital. 
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MORE  AND  MORE  PHYSICIANS  ARE  TURNING  1 


WHEN  A BROAD-SPECTRUM  ANTIBIOTIC  IS  INDICATED 


HYDROCHLORIDE 
TETRACYCLINE  HCI  LEDERLE 


Within  the  first  few  months  of  its  introduction,  Achromycin  was  being  widely 
prescribed.  Each  succeeding  month  has  seen  its  usage  increase  as  more  physicians 
have  come  to  know  and  value  Achromycin  in  its  many  dosage  forms. 

More  than  a year  of  widespread  use  has  estabhshed  Achromycin  as  a true  broad- 
spectrum  antibiotic,  well  tolerated  by  both  young  and  old.  It  has  proved  effective 
against  a wide  variety  of  infections  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  and  certain  viruses  and  protozoa.  Compared  to  certain  other 
antibiotics,  Achromycin  provides  more  rapid  diffusion;  it  is  also  more  soluble, 
and,  once  in  solution,  more  stable. 

Truly,  Achromycin  has  become  a major  weapon  in  the  fight  against  disease. 


ERIE  LABORATORIES  DIVISION  am er/ can  Gfamutiid company  Pearl  River,  New  York 
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Special  Medical  Scholarship  Awards 
1954-1955 


Award 

Student 

Home  Town 

*J.  A.  Kittelson  Scholarship 
(A.A.G.P.) 

Robert  Monroe 

Aberdeen 

*State  Medical  Association 
Scholarships 

Richard  Padrnos 
(Freshman) 

George  Carstens 
(Sophomore) 

Lake  Andes 

Mitchell 

*Yankton  Clinic  Medical 
Scholarships 

Bruce  Lushbough 
(Freshman) 

Charles  Geppert 
(Sophomore) 

Sturgis 

Vermillion 

Price  Award  in  Anatomy 

Charles  Johnson 

Onida 

*Kreiser  Medical  Scholar- 
ship 

DeVeryl  Arnold 

Sioux  Falls 

Christian  Peter  Lommen 
Scholarship  ($50.00) 

Paul  Jensen 

Arlington 

C.  V.  Mosby  Publishing 
Company 

Book  Awards 

Robert  Monroe 
Charles  Geppert 
Paul  Jensen 
Charles  Johnson 
DeVeryl  Arnold 

Aberdeen 

Vermillion 

Arlington 

Onida 

Sioux  Falls 

*A11  in  the  amount  of  $100  each. 


AMA  SURVEYS 
COUNTY  MEDICAL 
SOCIETIES 

To  find  out  what  county- 
medical  societies  throughout 
the  country  are  doing  and  to 
help  them  develop  new  pub- 
lic service  programs,  the 
AMA’s  Council  on  Medical 
Service  currently  is  dis- 
tributing questionnaires  to 
officers  of  the  1,911  county 
and  district  medical  societies 
in  the  U.  S.  The  most  com- 
plete of  its  type  ever  under- 
taken, this  survey  covers  all 
major  areas  of  society  in- 
terest — including  meetings, 
committees,  programs  and 
activities,  insurance  pro- 


grams, dues,  office  facilities, 
and  personnel.  Since  this  is 
the  only  way  that  the  Asso- 
ciation can  keep  abreast  of 
society  activities,  the  Coun- 
cil hopes  that  all  question- 
naires will  be  returned  as 
soon  as  possible.  The  infor- 
mation gleaned  from  these 
reports  will  be  invaluable 
aids  to  societies  seeking  as- 
sistance in  expanding  their 
activities  and  will  help  the 
Council’s  staff  increase  its 
ability  to  be  of  service  to 
society  officers  and  mem- 
bers. This  year’s  survey  is 
being  conducted  in  coopera- 
tion with  the  Department  of 
Public  Relations. 


DIGEST  OF  RURAL 
HEALTH  MEETING 

Copies  of  the  digest  of  the 
10th  National  Conference  on 
Rural  Health  may  be  secured 
after  June  15  from  the  AMA’s 
Council  on  Rural  Health. 
This  digest  — following  the 
Conference  theme  of  “Look- 
ing Both  Ways”  at  various 
rural  health  problems  — 
contains  reports  of  discus- 
sions held  on  such  subjects  as 
farm  and  home  safety,  fam- 
ily responsibility  for  health, 
utilizing  our  present  health 
and  medical  care  facilities  to 
the  fullest  extent.  State  and 
county  rural  health  chairmen 
will  find  this  booklet  of  par- 
ticular value  in  helping  to 
develop  new  society  projects 
in  their  areas. 


I SPRING  MEETING 

Joint  Meeting  of  the  Chicago 
Society  of  Industrial  Med- 
icine and  Surgery  with  the 
Central  State  Society  of  In- 
dustrial Medicine  and  Sur- 
gery — June  18,  1955,  Palmer 
House,  Chicago. 

1:15  P.  M.  Annual  Meeting, 
Chicago  Society  of  Industrial 
Medicine  and  Surgery. 

1:30  P.  M.  Annual  Meeting, 
Central  States  Society  of  In- 
dustrial Medicine  and  Sur- 
gery. 

2:00  P.  M.  Program. 
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RECENT  DEVELOPMENTS  IN  ORGANIC 
PHOSPHATE  INSECTICIDES 
Wm.  M.  Rogoff.  Ph.D.* 

Brookings,  S.  Dak. 


There  are  many  ways  of  classifying  insec- 
ticides. Some  of  these  are:  manner  of  entry 
into  the  insect’s  body,  mode  of  action  on  the 
insect,  stage  of  the  insect  life  cycle  that  is 
attacked,  and  chemical  nature  or  origin  of 
the  toxicant.  While  some  of  the  other  systems 
were  popular  in  the  past,  the  latter  system  is 
now  most  widely  used.  Thus  among  the  more 
popular  insecticides  we  may  refer  to  the 
inorganic  insecticides,  such  as  the  arsenates 
or  fluorides.  We  may  consider  the  botanical 
insecticides  such  as  pyrethrum,  rotenone,  or 
nicotine.  Since  World  War  II  there  has  been 
a very  large  number  of  organic  chloride  in- 
secticides such  as  DDT,  methoxychlor,  chlor- 
dane,  toxaphene,  aldrin,  dieldrin,  heptachlor, 
BHC  and  lindane.  The  organic  phosphate  in- 
secticides have  been  available  for  over  ten 
years,  but  are  getting  considerable  attention 
because  of  the  many  new  materials  of  this 
group  that  have  become  available  within  the 
past  few  years. 

The  organic  phosphate  group  of  insecticides 
originated  primarily  in  connection  with  Ger- 
man research  on  chemical  warfare  agents  in 
World  War  II.  This  group  of  insecticides, 
along  with  the  “nerve  gasses”  that  they  are 
closely  related  to,  is  characterized  by  having 
an  anticholinesterase  effect  on  living  organ- 
isms. Cholinesterase  is  an  enzyme  associated 
with,  among  other  functions,  the  control  of 
nerve  impulse  transmission.  Apparently  a 
prime  action  of  the  organic  phosphate  insec- 
ticides is  to  reduce  the  amount  of  cholines- 
terase and  similar  enzymes  in  insects  as  well 


as  in  mammals.  Atropine  is  the  antidote  to 
at  least  most  of  the  organic  phosphate  insec- 
ticides. 

The  earliest  organic  phosphate  insecticides 
that  were  marketed  in  this  country  were 
parathion  and  TEPP.  As  is  well  known,  these 
materials  are  characterized  by  an  extremely 
high  toxicity  to  both  insects  and  mammals. 
Shortly  after  these  chemicals  become  avail- 
able, several  systemic  materials  were  intro- 
duced. These  systemics  are  characterized  by 
being  absorbed  and  translocated  by  plants, 
with  the  result  that  the  juices  of  the  treated 
plant  become  toxic  to  insects  feeding  upon 
them.  The  best  known  of  these  systemics  are 
schradan  (also  known  as  OMPA  or  Pestox  3) 
and  demeton  (also  known  as  Systox). 

A great  many  other  organic  phosphates 
have  also  become  available,  either  experimen- 
tally or  commercially.  Some  of  these  are: 
EPN,  Metacide,  methyl  parathion,  sulfotepp, 
NPD,  isochlorthion,  Potasan,  Pirazinon,  chlor- 
thion,  malathion,  Diazinon,  and  Bayer  L 
13/59.  Of  this  list  the  last  three  have  attrac- 
ted the  most  attention  in  this  area  during  the 
last  year,  and  will  be  considered  here  in  de- 
tail. 

Malathion,  also  known  in  the  past  as  mala- 
thon  and  4049,  is  one  of  the  most  useful  insec- 
ticides to  appear  in  recent  years.  It  appears 
to  be  much  less  toxic  to  warm  blooded 
animals  even  than  DDT,  the  acute  oral  LDjn 
to  male  albino  rats  being  in  the  neighborhood 
of  2100  mg. /kg.  Malathion  has  a very  wide 
range  of  activity  against  insects.  It  is  proving 


Professor  of  Entomology,  South  Dakota  State 
College. 
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pro-banthIne®  in  duodenal  ulcer 


Dramatic  Remission  of  Ulcer  Pain 


Pain  of  ulcer  is  associated  with 
hypermotility;  the  pain  is  relieved  when  abnormal 
motility  is  controlled  by  Pro-Banthine. 


In  studyingi  the  mechanism  of  ulcer  pain,  it  is 
obvious  that  there  are  at  least  two  factors  which 
must  be  considered:  namely,  hydrochloric  acid 
and  motility. 

. . our  studies  indicate  that  ulcer  pain  in  the 
uncomplicated  case  is  invariably  associated  with 
abnormal  motility. . . . 

“Prompt  relief  of  ulcer  pain  by  ganglionic 
blocking  agents  . . . coincided  exactly  with  cessa- 
tion of  abnormal  motility  and  relaxation  of  the 
stomach.” 

Pro-Banthine  Bromide  {^-diisopropylamino- 
ethyl  xanthene-9-carboxylate  methobromide, 
brand  of  propantheline  bromide)  is  a new,  im- 
proved, well  tolerated  anticholinergic  agent  which 
consistently  reduces  hypermotility  of  the  stomach 
and  intestinal  tract.  In  peptic  ulcer  therapy2 
Pro-Banthine  has  brought  about  dramatic  remis- 
sions, based  on  roentgenologic  evidence.  Con- 
currently there  is  a reduction  of  pain,  or  in  many 
instances,  the  pain  and  discomfort  disappear 
early  in  the  program  of  therapy. 


One  of  the  typical  cases  cited  by  the  authors^ 
is  that  of  a male  patient  who  refused  surgery 
despite  the  presence  of  a huge  crater  in  the  duo- 
denal bulb. 

“This  ulcer  crater  was  unusually  large,  yet  on 
30  mg.  doses  of  Pro-Banthine  [q.i.d.]  his  symp- 
toms were  relieved  in  48  hours  and  a most  dra- 
matic diminution  in  the  size  of  the  crater  was 
evident  within  12  days.” 

Pro-Banthine  is  proving  equally  effective  in  the 
relief  of  hypermotility  of  the  large  and  small 
bowel,  certain  forms  of  pylorospasm,  pancreatitis 
and  ureteral  and  bladder  spasm.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 

1.  Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and 
Texter,  E.  C.,  Jr. : Mechanism  of  Pain  in  Peptic  Ulcer, 
Gastroenterology  2i  ;252  (Feb.)  1953. 

2.  Schwartz,  I.  R. ; Lehman,  E. ; Ostrove,  R.,  and  Seibel, 
J.  M. : A Clinical  Evaluation  of  a New  Anticholinergic 
Drug,  Pro-Banthine,  Gastroenterology  25:416  (Nov.) 
1953. 
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especially  useful  against  insects  such  as  house 
flies  that  have  developed  resistance  to  chlor- 
inated organic  insecticides,  and  to  many  field 
crops  insects  such  as  aphids  and  mites.  The 
residual  activity  of  malathion  is  distinctly 
less  than  that  of  DDT,  protection  in  a barn 
being  in  the  neighborhood  of  two  to  three 
weeks.  Malathion  has  approval  for  use  in 
dairy  barns. 

Diazinon  is  another  very  useful  organic 
phosphate  insecticide  that  has  come  onto  the 
market  within  the  last  year.  It  is  somewhat 
more  toxic  to  warm  blooded  animals  than  is 
DDT,  though  some  reports  indicate  that  it  is 
in  about  the  same  range  as  is  DDT.  In  South 
Dakota  the  prime  use  for  Diazinon  appears 
to  be  against  DDT  or  lindane  resistant  house 
flies.  Its  residual  activity  appears  to  be  some- 
what greater  than  that  of  malathion.  No 
recommendation  for  its  use  in  dairy  barns  has 
been  made  in  this  area,  though  it  was  recom- 
mended for  this  purpose  in  California  last 
summer.  Ducks  appear  to  be  unusually  sus- 
ceptible to  this  chemical. 

Bayer  L 13/59,  also  known  as  Dipterex,  is 
another  very  useful  material  against  house 
flies  that  have  developed  resistance  to  organic 
chloride  insecticides.  Bayer  L 13/59  appears 
to  have  half  the  toxicity  of  DDT  to  mammals. 
It  has  a reasonably  long  residual  effective- 


SOUTH  DAKOTA j 

ness,  and  is  usually  applied  as  a dry  bait,  \\ 
liquid  bait,  or  varnish,  rather  than  as  a gen-  j 
eral  residual  spray.  These  spot  treatments 
are  recommended  for  use  in  dairy  barns. 

Research  on  organic  phosphate  insecticides 
is  still  in  a very  active  stage,  and  is  proceed- 
ing in  many  directions.  Two  of  these  direc- 
tions involve  the  question  of  toxicity  to  warm 
blooded  animals.  Most  of  the  materials  that 
have  come  out  recently  have  had  a very 
much  lower  toxicity  than  the  earlier  organic 
phosphates.  Considerable  work  is  being  done, 
however,  on  compounds  of  exceedingly  high 
toxicity,  it  being  the  theory  that  low  dilutions 
in  formulated  products  can  provide  sufficient 
margin  of  safety  for  routine  use. 

The  question  of  the  development  of  resist- 
ance to  organic  phosphate  insecticides  is  still 
an  open  one.  To  date  such  resistance  is  rare, 
though  a parathion  resistant  strain  of  aphids 
has  been  reported  from  California.  Attempts 
to  produce  strains  of  house  flies  resistant  to 
organic  phosphate  insecticides  have  been,  for 
all  practical  purposes,  unsuccessful.  While  a 
small  degree  of  tolerance  has  been  attained 
in  some  trials,  the  amount  involved  is  not 
sufficiently  great  to  affect  field  scale  opera- 
tions. It  appears,  therefore,  that  no  rapid  de- 
velopment of  resistance  on  the  part  of  house 
flies  to  organic  phosphate  insecticides  is  to  be 
expected. 
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POLIO  VACCINE  SUPPLY  AND 
PHARMACEUTICAL  INDUSTRY 


The  six  pharmaceutical  firms,  Eli  Lilly, 
Parke-Davis,  Pitman-Moore,  Sharp  & Dohme, 
Cutter  and  Wyeth,  who  have  been  licensed  to 
manufacture  the  Salk  vaccine,  have  massed  a 
tremendous  supply  and  are  prepared  with 
price  schedules,  for  marketing  through  drug 
wholesalers. 

The  report  from  the  Francis  Committee 
was  awaited  anxiously  by  those  in  the  six 
companies  producing  Poliomyelitis  Vaccine. 
They  had  no  prior  knowledge  of  the  results 
that  would  be  reported,  yet  they  took  the  risk 
of  losing  millions  of  dollars  invested  in  a 
product  they  might  not  have  been  able  to  sell. 

Kenneth  F.  Valentine,  president  of  Pitman- 
Moore  Company  and  president-elect  of  the 
American  Pharmaceutical  Manufacturers  As- 
sociation, says,  “We  knew  that  if  the  Francis 
report  should  prove  favorable  and  we  had  no 
vaccine  available,  we  would  lose  the  confi- 
dence the  public  has  in  American  industry’s 
willingness  to  take  chances  with  private 
capital  when  lives  and  health  are  at  stake. 

“A  minimum  of  90  to  100  days  is  required  to 
produce  a single  lot  of  the  vaccine.  All  the 
vaccine  that  is  now  available  had  to  be  started 
no  later  than  last  January.  A variety  of  lab- 
oratory equipment  was  needed  — special  pre- 
cautions for  the  protection  of  people  working 
with  virulent  poliomyelitis  virus  is  neces- 
sary — engineering  techniques  had  to  be  de- 
vised to  protect  the  product  itself  — new 
buildings  had  to  be  built  to  insure  efficient 
production.”  And  all  this  was  for  only  a prom- 
ising development  by  Dr.  Jonas  Salk. 

“For  this  promise  to  become  a reality  re- 
quired a kind  and  degree  of  cooperative  effort 


never  before  attempted,”  Mr.  Valentine  went 
on  to  say.  “The  National  Foundation  for  In- 
fantile Paralysis,  the  Public  Health  officials, 
private  physicians,  parents  of  children  who 
took  part  in  last  summer’s  tests  — and,  of 
course,  the  children  themselves  — wrote  a 
new  chapter  in  medical  history.  At  the  same 
time,  the  producers  of  the  vaccine  were  writ- 
ing a new  chapter  in  the  history  of  private 
and  free  enterprise.  They  demonstrated,  in 
a dramatic  fashion,  what  can  result  from  the 
cooperation  of  scientists,  philanthropists,  and 
industrialists  — working  freely  together,  for 
the  good  of  society.” 

Expect  to  Meet  Needs  by  June 

Spokesmen  for  the  six  vaccine  manufac- 
turers have  expressed  confidence  that  there 
will  be  enough  vaccine  available  for  all  needs 
before  June  30.  At  the  time  the  Francis  Re- 
port was  presented  on  April  12,  about  30,000,- 
000  doses  of  vaccine  other  than  that  allotted 
to  the  National  Foundation  for  Infantile 
Paralysis  was  available. 

The  overall  capacity  of  the  producers  is 
estimated  at  about  14,500,000  doses  per  month. 
The  producing  firms  are  operating  at  full 
speed. 

Distribution  Will  Be  Locally  Determined 

Wyeth  Laboratories  has  made  some  of  its 
supply  (above  Foundation  requirements) 
available  to  physicians  on  direct  order.  The 
vaccine  will  be  shipped  directly  to  the  phys- 
ician, but  will  be  billed  through  the  pharmacy 
of  his  choice,  Wyeth  salesmen  will  offer  sup- 
plies to  doctors  on  a proportionate  basis. 

Distribution  of  Parke-Davis  supplies  will 
be  handled  by  branch  sales  offices  with  all 
(Continued  on  Page  212) 
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'MAREZINE'  SUPPOSITORIES 

Description:  Each  suppository  contains  100 
mg.  of  Cyclizine  Hydrochloride  in  a low 
melting  point  base. 

Action:  Anti-emetic;  non-sedative. 

Indications:  For  the  relief  of  vomiting  when 
oral  treatment  is  precluded,  particularly  in 
motion  sickness,  nausea  and  vomiting  of 
pregnancy  and  severe  vertigo. 

Dosage:  For  treatment  of  severe  vomiting  the 
usual  adult  dosage  of  ‘Marezine’  is  one  100 
mg.  suppository  every  4 to  6 hours,  admin- 
istered rectally.  For  children  under  10 
years,  one-half  of  the  adult  dose  recom- 
mended. 

How  Supplied:  Boxes  of  12  Suppositories. 

Source:  Burroughs  Wellcome. 

POLYCYLINE  SUSPENSION  WITH 
TRIPLE  SULFONAMIDES 

Description:  Tetracycline  hydrochloride  with 
sulfadiazine,  sulfamerazine  and  sulfame- 
thazine suspended  in  citrus  flavored  coco- 
nut oil.  Each  teaspoonful  (5  cc.)  contains 
125  mg.  of  the  antibiotic  and  167  mg.  of  each 
of  the  three  sulfonamides. 

Indications:  Two-way  attack  on  both  Gram- 
positive and  Gram-negative  bacteria,  es- 
pecially for  bacillary  (shigella)  dysentery 
and  gonorrhea. 

How  Supplied:  60  cc.  bottles. 

Source:  Bristol  Laboratories. 

DIBULINE  SULFATE  STERILE  SOLUTION 

Description:  A sterile  solution  of  Dibuline 
sulfate  25  mg.  per  cc. 

Action:  An  antispasmodic  exerting  both  para- 
sympatholytic and  direct  spasmolytic 
effects. 

Indications:  ‘Dibuline’  has  been  found  val- 
uable in  biliary  spasm,  urinary  bladder 
spasm,  spastic  colon,  functional  pyloro- 
spasm,  gastric  and  duodenal  ulcer  and  acute 
gastroenteritis. 


Dosage:  The  usual  subcutaneous  or  intramus-  ; 
cular  dose  for  adults  is  25  mg.  (1  cc.),  re- 1 
peated  if  necessary  after  20  to  30  minutes,  i 
and  thereafter  as  may  be  indicated  symp-  i 
tomatically. 

How  Supplied:  5 cc.  rubber  capped  vials.  j 

Source:  Sharp  and  Dohme.  ; 

REDITRIN  CAPSULES 

Description:  A concentrated  high  potency 
hematinic  containing  Vitamin  Bj,  10  meg.. 
Vitamin  B^^  with  intrinsic  factor  concen- 
trate 0.5  U.S.P.  oral  unit,  300  mg.  ferrous 
sufate,  50  mg.  ascorbic  acid,  1 mg.  folic  acid, 

2 mg.  thiamine  mononitrate,  2 mg.  ribo- 
flavin, 1 mg.  pyridoxine  HCl,  10  mg.  mia- 
cinamide,  50  mg.  of  liver  fraction  2,  N.F.,  ^ 
and  50  mg.  of  desiccated  stomach. 

Indications:  Oral  therapy  of  pernicious  aremia 
as  well  as  for  cases  in  which  diagnosis  of 
the  specific  type  of  anemic  is  difficult  or 
doubtful. 

Dosage:  Usual  adult  dose  in  simple  iron  de- 
ficiency anemias  and  in  nutritional  de- 
ficiencies is  one  capsule  twice  daily,  pre- 
ferably after  meals. 

How  Supplied:  “Spasaver”  bottles  of  60. 

Source:  Sharp  and  Dohme. 

VALMID 

Description:  A nonbarbiturate,  short-acting 
sedative.  Chemically  it  is  1-ethinylcyclo- 
hexy  1-carbamate. 

Indications:  ‘Valmid’  is  useful  in  insomnia 
caused  by  mental  unrest,  excitement,  fear, 
worry,  apprehension,  or  extreme  fatigue. 

It  induces  sleep  promptly,  exerting  its 
sedative  effects  within  fifteen  to  twenty- 
five  minutes,  the  clinical  trials  show.  In 
comparison  with  other  sedatives,  it  has  the 
shortest  duration  of  action.  Its  effect  dis- 
appears completely  in  about  four  hours. 

In  tests  on  several  hundred  patients, 
‘Valmid’  has  produced  no  euphoria  or  phys- 
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, ical  dependence,  and  no  true  addiction  has 
been  reported  even  after  prolonged  use. 

In  recommended  dosages,  the  sedative 
has  been  free  of  side-effects.  It  does  not 
alter  blood  pressure,  pulse,  or  respiration. 

Clinical  studies  show  that  ‘Valmid’  is  par- 
ticularly valuable  in  the  following  con- 
ditions in  which  a barbiturate  sedative  is 
undesirable  or  contraindicted: 

1.  Allergy  to  barbiturates. 

2.  Paradoxical  response  to  barbiturates 
(excitement  instead  of  sedation). 

j 3.  Impaired  function  of  the  liver  or 

kidney. 

In  the  last  condition,  the  use  of  barbit- 
urates may  lead  to  accumulation  of  the  drug 
in  the  body,  because  barbiturates  cannot  be 
destroyed  adequately  in  the  damaged  liver 
I or  excreted  by  the  impaired  kidney.  Since 
these  organs  are  not  primarily  involved  in 
I the  elimination  of  ‘Valmid,’  the  agent  can 
! be  given  without  undesirable  effects, 
i Dosage:  ‘Valmid’  is  taken  orally  about  twenty 


minutes  before  retiring.  Usually  one  tablet 
(0.5  Gm.,  or  71/2  grains)  will  suffice.  At 
times,  two  tablets  may  be  necessary. 

How  Supplied:  Scored,  peach-colored  tablets 
in  bottles  of  100. 

Source:  Eli  Lilly. 

NEO-SYNEPHRINE  CHILDRENS' 
NASAL  SPRAY 

Description:  Neo-Synephrine  in  an  0.25  per 
cent  solution  as  a nasal  for  children. 

The  product  is  offered  in  an  unbreakable, 
plastic  bottle  containing  20  cc.,  which  de- 
livers a uniformly  fine  mist  in  treating  the 
symptoms  of  common  cold,  sinusitis  and 
hay  fever.  The  leakproof  spray  bottle  is  of 
the  small,  pocket-size  variety. 

Dosage:  The  company  recommends  the  up- 
right position  with  head  tilted  back  as  the 
most  effective  method  of  administering  the 
spray.  One  quick,  firm  squeeze  into  each 
nostril  is  sufficient  to  shrink  the  swelling 
in  the  lower  parts  of  the  nose. 

Source:  Winthrop-Stearns. 
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PHARMACY 


Huron  Hosts  Ready 
For  69th  Convention 


Committee  plans  are  com- 
pleted for  the  69th  Annual 
Convention  of  the  South  Da- 
kota State  Pharmaceutical 
Association  to  be  held  in 
Huron,  June  26-28,  according 
to  William  Briley,  General 
Chairman  and  local  Secre- 
tary. 

The  three-day  program  will 
open  Sunday  with  registra- 
tion. Members  are  invited  to 
take  advantage  of  the  many 
recreational  opportunities  in 
Huron  that  day.  Sunday  eve- 
ning the  Drug  Traveler’s  An- 
nual Party  will  be  held  at  the 
Marvin  Hughitt  Hotel. 

The  traditional  memorial 
hour  is  scheduled  for  the 
opening  business  session.  All 
business  sessions,  the  Mon- 
day evening  banquet  and  the 
Veteran’s  Breakfast  on  Tues- 
day will  take  place  at  the 
Hotel. 

The  Wholesaler’s  luncheon 
will  be  held  Monday  noon  at 
12:15. 

A feature  of  this  conven- 
tion will  be  the  round  table 
discussion  groups  during  the 
Monday  afternoon  sessions. 
Members  will  be  divided  into 
groups  of  7-10  with  a leader 
for  each  group.  Discussions 
will  center  around  store 
problems,  pharmacy  law  and 


association  affairs.  In  the 
following  session,  some  of  the 
problems  discussed  will  be 
brought  before  the  entire 
group. 

Wilber  E.  Powers  has  been 
selected  by  the  program  com- 
mittee to  lead  the  round  table 
and  aid  in  the  discussion  of 
problems  brought  to  the  con- 
vention floor.  Mr.  Powers  is 
the  President  of  the  National 
Association  of  Boards  of 
Pharmacy  and  is  Secretary 
of  the  New  Jersey  State 


Board  of  Pharmacy.  j-j 

A change  this  year  will  be^ 
the  Veteran’s  Breakfast  in; 
place  of  the  usual  Veteran’s ' 
Lunch.  The  breakfast  will 
take  place  at  8 A.  M.  pre- 
ceeding  the  Tuesday  business 
sessions. 

Committee  chairmen  for  the 
Convention  include  Henry 
Vanderharr,  Program;  M.  L. 
Schwartz,  Banquet;  Dean 
Shepersky,  Registration; 
Leonard  Clarke,  Housing; 
Bob  Beedle,  Prizes;  Les  Paul- 
son, Veteran’s  Breakfast; 
Ralph  Humphrey,  Publicity; 
John  Wheeler,  Sports;  and 
Charles  Hess,  Reception  and 
Transportation. 


Pharmacists  Attend  Annual  Refresher  Course 

A group  of  South  Dakota  pharmacists  and  members  of  the  staff 
of  the  Pharmaceutical  Institute  held  April  12-13  on  the  State  College 
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SENIOR  PHARMIC 

AWARDED  CHICAGO 

U.  POSITION  ‘ 

Sheldon  Murphy  of  Forest- 
burg  has  been  awarded  a re- 
search assistantship  in  the 
Department  of  Pharmacology 
and  a University  fellowship 
at  the  University  of  Chicago. 

G.  C.  Gross,  head  of  the 
pharmacology  department  at 
State  College,  pointed  out 
that  it  is  very  unusual  for  a 
person  to  be  awarded  both  an 
assistantship  and  a fellow- 
ship. 

An  outstanding  pharmacy 
student,  Murphy  will  begin 
working  toward  a doctor  of 
philosophy  degree  at  Chicago, 


September  15.  His  research 
assistantship  in  pharmacol- 
ogy is  worth  $2,100  for  12 
months  while  the  fellowship 
is  valued  at  $1,320  for  12 
months. 

His  research  work  will  be 
concerned  with  the  effect  of 
drugs  on  radiation  sickness. 
He  will  work  under  Dr.  Ken- 
neth DuBois,  a 1939  graduate 
of  State  College  in  pharmacy. 


PHARMACY  STAFF 
MEMBER  GRANTED 
LEAVE  OF  ABSENCE 

Norval  E.  Webb,  Instructor 
in  Pharmacy,  has  been 
granted  a one  year  leave  of 


absence  from  the  Division  of 
Pharmacy  at  State  College. 

Webb  will  return  to  Pur- 
due University,  School  of 
Pharmacy  to  continue  work 
toward  the  Doctor  of  Phil- 
osophy degree.  He  is  major- 
ing in  pharmacy  with  general 
engineering  and  pharmaceu- 
tical chemistry  as  his  minor 
fields. 

His  research  has  been  con- 
cerned with  the  measurement 
of  dispersion  in  ointment 
bases  using  isotope  tracer 
techniques. 

Webb  has  been  granted  a 
fellowship  of  the  American 
Foundation  for  Pharmaceu- 
tical Education. 


in  rheumatoid  arthritis  : K L: 

-M  1 1 H . i i i . 1 l.  L i i J . ‘ , I 1 M r M : 1 i ■ ^ I i I i I I i M ; 

1 : : hiore  potjent  ; . 

...  i . than  other  corticosteroids 


ihcjdiSriceH (41  ^ 

tJ ;!  . r.of  sodium  fe'terition  , ; 
potassiiirh.  depletion  ; ; j : } 

t i t 1 t M H I i t T ' : i f-i f-'H }■■■■■■ 

■T"""”* . - METtC0TrWrn)?ancroTTSfean'K5^^ 


SOUTH  DAKOTA 


RHO  CHI  SOCIETY 
ELECTS 

Tau  Chapter  of  the  Rho 
Chi  Honorary  Pharmaceu- 
tical Society  elected  five  jun- 
ior and  senior  students  to 
membership  at  the  Annual 
Banquet  May  10. 

Requirements  for  admis- 
sion to  the  society  are  the 
completion  of  122.5  quarter 
credit  hours  of  scholastic 
work  toward  the  Bachelor  of 
Science  in  Pharmacy  with  a 
scholastic  average  above  B 
and  a capacity  for  achieve- 
ment in  pharmacy  and  the 
allied  sciences  as  evidenced 
by  strength  of  character,  per- 
sonality and  leadership. 

Elected  were  Betty  Olson, 
Ft.  Pierre;  Robert  Voy,  Dell 
Rapids;  Hildegard  Skage, 
Toronto;  Ronald  Bok,  Morris, 
Minn.;  and  Ronald  Rames, 
Roslyn. 

Officers  of  the  society  elec- 
ted for  the  next  year  are 
Ronald  Rames,  President; 
Ronald  Bok,  Vice  President; 
Hildegard  Skage,  Secretary- 
Treasurer;  G.  C.  Gross,  His- 
torian; and  Harold  Bailey, 
Faculty  Advisor. 


HIGH  AWARDS 
GIVEN  SENIORS 

Three  pharmacy  seniors, 
Floyd  H.  Bly,  Rochester, 
Minnesota;  Sheldon  Murphy, 
Forestburg;  and  Betty  Olson, 
Ft.  Pierre,  were  among  those 
who  received  the  highest 
honors  at  the  Honors  Con- 
vocation held  at  South  Da- 
kota State  College  May  16. 

The  seniors  were  presented 
certificates  for  superior 
scholarship.  Superior  scholar- 
ship awards  include  those 
students  in  the  upper  5%  of 
the  senior  class. 

In  addition  it  was  announ- 
ced that  Robert  Randall, 


Brookings,  had  received  the 
Lehn  and  Fink  Gold  Medal; 
Robert  Voy,  Dell  Rapids,  the 
Bristol  Laboratories  Award; 
and  Betty  Olson  and  Sheldon 
Murphy  the  Merck  Awards. 

The  Bristol  Laboratories 
Awards  consist  of  a copy  of 
Gutmans’  Modern  Drug  En- 
clopedia  and  the  Merck 
Award  consists  of  a copy  of 
the  Merck  Manual  and  Merck 
Index. 


WILSON.  LEBLANC 
ATTEND  CONVENTION 

South  Dakota  Pharmacy 
was  represented  at  the  Miami 
Beach  Convention  of  the 
American  Pharmaceutical 
Association  May  1-7  by  Dean 
Floyd  LeBlanc,  Division  of 
Pharmacy,  South  Dakota 
State  College,  and  Bliss  Wil- 
son, Secretary  of  the  State 
Board  of  Pharmacy. 

In  addition  to  the  general 
sessions  of  the  A.Ph.A.,  Wil- 
son attended  the  sessions  of 
the  National  Association  of 
Boards  of  Pharmacy  and  Le- 
Blanc represented  the  Di- 
vision of  Pharmacy  at  the 
meetings  of  the  American 
Association  of  Colleges  of 
Pharmacy. 


SCHERING  SCIENTIST 
RECEIVES  CHILEAN 
IODINE  AWARD 

Dr.  Domenick  Papa,  New 
Jersey  chemist  and  research 
scientist,  was  the  recipient 
on  May  5 of  the  annual 
Chilean  Iodine  Educational 
Bureau  Award  for  1955  in 
recognition  of  his  outstand- 
ing research  in  the  chemistry 
of  iodine  and  its  compounds 
as  applied  in  pharmacy  and 
medicine,  specifically  in  the 
chemistry  of  x-ray  diagnostic 
agents  and  iodinated  anti- 
amebic  compounds. 


The  Award,  comprised  of  I 
$1,000  and  a certificate  of 
citation,  was  presented  to  Dr.  I 
Papa  at  the  annual  meeting  ; 
of  the  American  Pharmaceu-  i 
tical  Association  in  Miami,  . 
Florida.  Dr.  Justin  L.  Powers,  i 
editor  of  the  Journal  of  the  i 
American  Pharmaceutical  t 
Association  and  chairman  of  ; 
the  Award  committee  made  i 
the  presentation. 

In  1940  the  Sobering  scien- 
tist began  extensive  studies 
in  the  correlation  of  the 
structure  of  iodinated  com-  ' 
pounds  with  their  activity  in  ; 
visualizing  the  gallbladder 
and  urinary  tracts  under  x- 
ray.  Papers  describing  these 
research  studies  have  ap- 
peared in  a number  of  scien- 
tific publications  and  several 
letters  patent  have  also  been 
granted  to  him  in  this  field. 

Biological  and  clinical 
studies  of  these  many  iodin- 
ated compounds  were  sup- 
plemented by  screening  of 
several  specific  compounds 
for  their  antiamebic  activity 
as  well  as  their  application  in 
other  fields  of  x-ray  diag- 
nosis. These  other  applica- 
tions, specifically  for  ameba 
infestations  and  x-ray  visual- 
ization of  the  spinal  column, 
were  extensively  investi- 
gated and  resulted  in  clinical 
reports  on  several  new  sub- 
stances. Some  of  these 
studies  have  also  been  pub- 
lished. j 

At  the  present  time  Dr.  \ 
Papa  and  his  colleagues  are  t 
directing  their  studies  to  the  k 
development  of  specific  a-  | 
gents  for  the  visualization  of  < 
other  organs  of  the  body  as 
an  aid  in  the  diagnosis  and 
treatment  of  pathological 
conditions. 

In  addition  to  the  specific 
research  on  the  synthesis  and 
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Pharmacy  Students 
Guests  of  Abbott 
Laboratories 
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, evaluation  of  new  iodinated 
i substances,  Dr.  Papa  and  his 
: associates  have  undertaken 
I the  development  of  new 
|i  manufacturing  and  produc- 
tion methods  for  several 
organic  iodine  compounds. 

A research  chemist  with 
; Schering  Corporation  since 
j 1940  and  present  assistant 
! vice  president  of  the  Bloom- 
field, N.  J.  pharmaceutical 
! manufacturers.  Dr.  Papa  had 
been  engaged  for  the  past 

! fourteen  years  in  research 
i studies  in  the  field  of  iodine 
compounds  and  other  syn- 
thetic medicinal  agents, 
j Dr.  Papa  is  the  seventh  in- 
vestigator to  receive  the 
award  given  annually  by  the 
Chilean  Iodine  Education 
Bureau.  The  Bureau,  which 
is  located  at  120  Broadway, 

I New  York  City,  N.  Y.,  has 
I sponsored  many  types  of  fun- 
I damental  research  relating  to 
iodine,  an  important  natural 
i product  of  Chile. 


Abbott  Laboratories  played 
host  to  72  State  College  jun- 
ior and  senior  pharmacy  stu- 
dents March  10. 

Accompanied  by  Dr.  and 
Mrs.  G.  C.  Gross  of  the  phar- 
macy staff,  the  visitors 
toured  the  manufacturing 


and  research  facilities  of  the 
North  Chicago  plant. 

Visits  to  manufacturing 
concerns  are  conducted  every 
two  years  in  order  to  ac- 
quaint pharmacy  students 
with  segments  of  the  phar- 
maceutical industry. 
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NATIONAL  SOCIETY  ELECTS 
PHARMACISTS 

Clark  T.  Eidsmoe,  professor  of  pharmacy 
and  Betty  L.  Olson,  Fort  Pierre,  senior  phar- 
macy student,  were  elected  to  membership  in 
Phi  Kappa  Phi,  national  scholastic  honor 
society. 

Initiation  of  the  new  members  took  place 
April  26  at  the  annual  banquet  of  the  State 
College  Chapter. 

Only  six  per  cent  of  the  senior  class  can  be 
invited  to  join  the  honor  society.  To  be 
eligible  a student  must  have  a grade  point  of 
3.25  (3.0  is  all  B’s  and  4.0  is  all  A’s).  Faculty 
members  are  eligible  if  their  undergraduate 
record  would  have  permitted  membership 
and  if  they  have  attained  positions  of  educa- 
tion in  their  fields. 

Professor  Eidsmoe’s  election  resulted  in 
1009c  of  the  present  teaching  staff  of  the 
Division  of  Pharmacy  holding  membership 
in  Phi  Kappa  Phi. 


RADIOACTIVE  PHOSPORUS— 

(Continued  from  Page  190) 
the  depressive  effect  of  the  radioactive  ma- 
terial upon  the  already  infiltrated  and  in- 
sulted bone  marrow  necessitate  cessation  of 
treatment.  The  same  may  be  said  of  the  lym- 
phomas, such  as  Hodgkin’s  disease  and  re- 
ticulum cell  sarcoma. 

Mycosis  Fungoides 

Tracer  studies  have  shown  that  there  is  a 
high  definite  uptake  of  P32  by  the  skin  lesions 
in  this  disease,  hence  some  favorable  effects 
have  been  reported  on  them.  We  treated  one 
case  which  had  unusual  pulmonary,  as  well  as 
cutaneous  manifestations,  with  a favorable 
response. 

At  the  time  this  data  was  compiled,  we 
had  treated  12  cases  of  polycythemia,  8 cases 
of  chronic  myelogenous  leukemia  and  8 cases 
of  chronic  lymphatic  leukemia,  1 case  of  my- 
cosis fungoides  and  1 case  of  reticulum  cell 
sarcoma  and  one  case  of  lymphoma. 

The  material  for  this  paper  is  from  the 
Radioisotope  Laboratory  of  Northwestern 
University  Medical  School  and  was  done 
under  the  supervision  of  Earl  E.  Barth,  M.D. 
and  John  A.  D.  Cooper,  M.D.,  to  whom  grati- 
tude is  hereby  expressed  for  assistance  in 
preparation  of  this  material. 


MONTH  IN  WASHINGTON— 

(Continued  from  Page  197) 

Still  undecided  was  the  fate  of  a Defense 
Department’s  bill  for  medical  and  dental 
scholarships.  Scholarships  would  cover  sub- 
sistence as  well  as  all  school  expenses.  A 
student  receiving  aid  for  a year  or  less  would 
have  to  serve  on  active  duty  for  an  extra 
year;  if  the  scholarship  were  for  more  than  a 
year,  he  would  have  to  spend  three  extra 
years  on  active  duty. 

At  this  writing  Congress  continues  to  show 
no  particular  interest  in  reinsurance  of  med- 
ical insurance  plans,  a bill  that  the  adminis- 
tration considers  important.  Nor  have  hear- 
ings been  scheduled  yet  on  the  No.  2 adminis- 
tration bill,  that  providing  federal  guarantee 
for  mortgages  on  such  health  facilities  as  hos- 
pitals and  clinic. 


POLIO  VACCINE  SUPPLY— 

(Continued  from  Page  205) 
orders  screened  to  make  sure  the  vaccine  goes 
to  areas  needing  it  the  most.  Pharmacists  will 
store  and  handle  the  product. 

Sharp  and  Dohme  will  also  follow  custom- 
ary procedures  in  restricting  release  of  the 
vaccine  through  the  pharmacist  to  the  phys- 
ician. 

The  1954  percentage  of  Cutter  Laboratories 
total  pediatric  biological  sales  by  each  sales 
division  will  determine  the  allocation  of  polio 
vaccine  by  that  concern.  Each  sales  manager 
has  been  given  final  authority  for  distribu- 
tion within  his  division. 

Pitman-Moore  will  also  use  retailer  facil- 
ities to  distribute  wherever  possible. 

Eli  Lilly  has  shipped  nearly  6,000,000  doses 
for  first  and  second  grade  school  children  in 
Indiana  and  15  other  states  in  the  south  and 
west.  In  addition  to  these  Foundation  com- 
mitments, about  25,000,000  doses  will  be  avail- 
able for  commercial  distribution  by  the  end 
of  July. 

The  production  and  distribution  of  the  Salk 
vaccine  is  an  eloquent  testimonial  to  the  ad- 
vantage of  the  American  system  of  private 
enterprise  over  any  other  economic  or  polit- 
ical system. 
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ENDOCRINE  THERAPY  OF  IRREGULAR 
UTERINE  BLEEDING  AND 
AMENORRHEA* 

Brooks  Ranney,  M.D.,  F.A.C.S. 
Yankton  Clinic 
Yankton.  South  Dakota 


This  title  implies  that  the  physician  has 
first  checked  his  patient  for  pregnancy  com- 
plications, tumors  of  the  uterus  or  ovaries, 
polyps,  cancer,  endometriosis,  congenital 
anomalies,  pelvic  inflammatory  disease,  and 
other  pathology.  These  conditions  can  cause 
either  amenorrhea  or  irregular  bleeding,  but 
endocrine  therapy  in  their  presence  is  useless, 
wasteful,  time-consuming,  and  frequently 
dangerous.  Fortunately  an  adequate  history, 
physical  examination,  bimanual  and  speculum 
pelvic  examination,  supported  where  in- 
dicated by  smears,  biopsy,  curettage  and 
laboratory  tests,  will  identify  all  but  the  most 
occult  pathologic  causes  of  menstrual  aberra- 
tions. Even  then,  at  least  two  further  pre- 
cautions should  be  taken  before  endocrine 
therapy  is  considered.  Where  slight,  spotting 
bleeding  seems  to  follow  the  mild  trauma  of 
bowel  movements  or  intercourse,  cervical 
biopsies  should  be  obtained  (in  the  office)  to 
rule  out  early  cancer.  Usually  when  irregular 
bleeding  occurs  during  the  late  menstrual 
years,  and  always  when  there  is  post-meno- 
pausal bleeding,  curettage  should  be  per- 
formed to  rule  out  endometrial  cancer.  Hav- 
ing taken  these  diagnostic  precautions  the 
physician  can  then  logically  consider  the  ad- 
visability of  endocrine  therapy. 

Since  endocrine  therapy  is  primarily  re- 


placement therapy  such  a physiologic  product 
can  be  used  logically  and  effectively  only  if 
it  substitutes  for  a definite,  physiologic  lack 
in  one  individual,  or  if  it  inhibits  abnormal 
over-activity  of  some  endocrine  gland  in  an- 
other individual.  Thus,  intelligent  endocrine 
therapy  of  physiologic  amenorrhea  or  irreg- 
ular bleeding  must  be  based  on  a fundamental 
knowledge  of  the  complex  inter-relationship 
between  the  piluitary,  thyroid,  adrenal,  ovary 
and  placenta,  since  these  are  the  ductless 
glands  from  whence  come  the  hormones 
which  appear  to  influence  uterine  bleeding. 

ENDOCRINOLOGY  OF  THE  FEMALE  REPRO- 
DUCTIVE SYSTEM  AND  ITS  MINOR 
PHYSIOLOGIC  ABERRATIONS 
A.  The  Anterior  Pituitary; 

The  diagram  in  Figure  No.  1 represents  the 
basic  reciprocal  actions  between  the  anterior 
pituitary  and  the  ovaries  which  cause  a reg- 
ular, ovulatory  cycle  of  the  endometrium. 
It  is  true  that  cells  of  the  facile  anterior 
pituitary  produce  hormones  with  a varietv  of 
functions  other  than  those  directly  effecting 
the  gonads.  Yet  at  least  two  of  these  inter- 
relationships (1.  pituitary  - thyroid,  and  2. 
pituitary  - adrenal)  have  either  direct  or  in- 
direct effects  on  gonadal  function,  and  so,  can- 
not be  forgotten  when  considering  endocrine 
therapy  for  amenorrhea  or  irregular  bleed- 
ing. 

There  are  only  three  different  types  of 


Presented  at  the  Medical  Society  Meeting  of  the 
Seventh  District,  Sioux  Falls,  South  Dakota, 
March  1,  1955. 
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cells  in  the  anterior  pituitary,  and  evidence 
indicates  that  only  two  of  these  elaborate 
hormones.  It  seems  unlikely  that  two  cell 
types  would  elaborate  the  ten  or  more  dif- 
ferent hormones  variously  attributed  to  the 
anterior  lobe.  Much  more  likely  is  the  prob- 
ability that  there  are  only  two  true  hormones, 
one  with  lactogenic,  adrenotropic  and  growth 
effects  secreted,  for  instance,  by  acidophil 
cells,  and  another  with  gonadatrophic  and 
thyrotrophic  effects  secreted,  for  instance,  by 
basophil  cells.  Perhaps  basophilic  cells  elab- 
orating F.  S.  H.  are  physiologically  effected, 
for  instance,  by  estrogens,  so  that  closely  re- 
lated L.  H.  is  then  elaborated.  The  exact 
mechanisms  are  not  understood. 

Likewise,  poorly  understood  is  the  subject 
of  hormone  antagonists  — substance  which 
specifically  abolish  or  limit  the  effect  of  cer- 
tain hormones  after  a short  period  of  use. 
Some  investigators  think  this  is  simply  an 
antigen  — antibody  effect;  others,  state  that 
these  are  specific  antihormones.  Whatever 


its  nature,  the  nullifying  effect  commonly 
occurs  soon  after  experimental  injection  of 
anterior  pituitary  hormones. 

Nerve  fibers  from  the  internal  carotid 
plexus  (cervical  sympathetic),  and  a few 
fibers  from  the  hypothalamus  enter  the  an- 
terior lobe.  The  secretory  activity  of  the 
pituitary  can  be  enhanced  by  stimulation  of 
the  cervical  sympathetics.  Very  little  more 
is  known  concerning  the  specific  effects  of 
nervous  stimuli  on  the  pituitary,  but  most 
clinical  observers  agree  that  this  factor  is 
extremely  important. 

Since  there  are  so  many  unknowns  relating 
to  the  anterior  pituitary  hormones,  and  since 
most  commercial  products  are  highly  con- 
taminated with  non-specific  proteins,  there  is 
little  basis  for  intelligent  clinical  use  of 
pituitary  hormones.  In  our  present  stage  of 
knowledge  their  use  is  highly  experimental. 
B.  The  Thyroid: 

Experiments  show  that  thyrotrophic  hor- 
mone does  produce  hyperplasia  of  the  thyroid 
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gland,  though  this  effect  is  limited  by  re- 
fractoriness to  overdosage  (possibly  by  anti- 
hormones). Conversely,  experiments  show 
that  healthy  function  of  the  anterior  pituitary 
is  dependent  upon  adequate  thyroid  function 
(Figure  No.  I).  The  time-honored  use  of 
Thyroxin  in  treatment  of  various  aberra- 
tions of  menstruation  and  fertility  is  based  on 
jthis  fact.  An  indirect,  beneficial  effect  on 
ovarian  function  and  endometrial  response 
I may  often  be  the  result. 

C.  The  Adrenal: 

It  is  well  known  that  ACTH  causes  adrenal 
cortical  hyperplasia.  Likewise,  that  long- 
continued  use  of  cortisone  causes  resolution 
of  a hyperplastic  adrenal  cortex,  probably  by 
inhibiting  the  anterior  pituitary’s  production 
of  ACTH.  There  is  no  known  pituitary  stim- 
ulant for  the  adrenal’s  elaboration  of  desoxy- 
corticosterone.  However,  there  is  some  evi- 
dence that  the  same  pituitary  hormones 
which  stimulate  the  ovaries  to  elaborate 


estrogens  and  androgens  also  cause  the  ad- 
renal cortex  to  produce  these  sex  hormones 
at  times  (See  Figure  No.  II).  There  is  some 
experimental  evidence  that  desoxycorticos- 
terone  in  large  quantity  produces  a progesta- 
tional effect  in  the  endometrium.  And  it  is 
certainly  evident  that  pathological  over- 
activity of  the  adrenal  cortex  can  modify  or 
completely  interrupt  the  usual  estrus  cycle. 
D.  The  Ovary: 

Starting  several  years  before  the  menarche, 
estrogen  (probably  alpha-estradiol)  is  pro- 
duced in  the  ovary  under  stimulation  by 
pituitary  F.  S.  H.  It  is  thought  that  theca 
interna  cells  are  primarily  responsible  though 
other  ovarian  cells  must  help  at  times.  These 
estrogens  effect  fat  distribution,  breast  duct 
growth,  pelvic  shape,  and  particularly,  growth 
of  the  reproductive  organs.  Specifically, 
these  estrogens  gradually  produce  a prolifera- 
tive endometrium.  When  the  estrogen  level 
is  high  enough  to  inhibit  pituitary  secretion 
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of  F.  S.  H.,  cyclic  variations  in  estrogen  out- 
put result,  and  the  girl  eventually  has  a 
sufficiently  precipitous  drop  in  estrogen  out- 
put to  cause  "withdrawal  bleeding"  from  the 
endometrium.  This  is  the  simplest  form  of 
"anovulatory  menstruation"  (Figure  No.  Ill), 
and  is  usually  followed  by  several  similar 
episodes  of  cyclic  bleeding,  until  one  day  a 
Graafian  follicle  ripens,  ruptures,  and  ovula- 
tion occurs  (Figure  No.  I).  (Anovulatory 
menstruation  can  occur  anytime  during  the 
reproductive  years  and  may  be  a common 
occurance  in  some  women). 

Granulosa  cells  from  the  ruptured  follicle 
(and  possibly  other  ovarian  cells)  are  rapidly 
luteinized  by  Luteinizing  hormone  from  the 
pituitary  and  become  a corpus  luteum.  These 
cells  secrete  progesterone,  which  is  essential 
to  gestation.  (There  is  some  question  whether 
the  secretion  of  progesterone  by  the  corpus 
luteum  is  stimulated  by  the  continued  effect 
of  luteinizing  hormone,  or  is  due  to  a third 
hormone  called  luteotropin  by  some  investi- 


gators. Other  investigators  think  that  luteo 
tropin  is  merely  the  same  as  lactogenic  hor, 
mone — the  anterior  pituitary  hormone  whicl 
stimulates  the  breasts  to  lactate,  postpartum) 

In  the  usual,  ovulatory  cycle  progesterom 
is  secreted  for  about  ten  days,  causing  secre 
tory  phenomena  and  storage  of  glycogen  ii 
the  endometrium.  Other  effects  of  proges 
terone  are  (1)  modification  of  uterine  con 
tractions,  (2)  breast  alveolar  proliferation 
(3)  stimulation  of  the  ovary  to  produce  more  - 
estrogens,  (4)  inhibition  of  any  further  ovulai  ; 
tion,  and  possibly  (5)  inhibition  of  L.  H.  secre  ; 
tion  by  the  pituitary.  If  no  fertilized  ovurr,  .i 
implants,  the  corpus  luteum  stops  functioning  i 
in  about  ten  days,  and,  with  the  resulting)  I 
drop  in  progesterone  and  estrogens,  the  en-  1 
dometrium  menstruates  normally  about  foui  j 
days  later,  (Figure  No.  I).  i 

E.  The  Placenta:  | 

However,  should  the  ovum  be  fertilizer  a 
within  twenty-four  hours  after  ovulation  ii  < 
will  usually  take  about  six  days  to  pass;  ( 


ANOVULATORY  MENSTRUATION 


PITUITARY 


OVARIES 


PHASES 
OF 

ENDOMETRIAL 
RESPONSE 


PROLIFERATIVE  MENS  I 


DAY  I 10 

•withdrawl”  bleeding 


20 


30  40  50 


60  70 


80 


90 

v\W\N' 


Fig.  Ill 


— 216  — 


i 

jjULY  1955 

, through  the  tube,  so  that  nidation  of  the 
S blastocyst  into  the  secretory  endometrium 
\ occurs  sometime  about  the  twentieth  day 
(after  the  last  menstrual  period  began,  or  the 
[(sixth  day  after  conception,  (Figure  No.  IV). 
' During  the  next  few  days  implantation  bleed- 
ing may  occassionally  occur  — a slight  bloody 
(spotting.  Within  four  days  the  cytotro- 
‘phoblast  — the  Langhan's  cells  — are  pro- 
ducing sufficient  chorionic  gonadotropin 
I':  (somewhat  similar  to  L.  H.)  to  invigorate  the 
( languishing  corpus  luteum,  so  that  it  rapidly 
hypertrophies  into  the  corpus  luteum  of  preg- 
nancy. This  re-stimulated  organ  soon  in- 
I creases  progesterone  output  (vital  to  the 
pregnancy)  with  concomitant  increases  of 
' estrogens. 

i About  the  fortieth  or  sixtieth  day  of  gesta- 
tion the  synciliolrophoblasi  begins  producing 
increasingly  large  amounts  of  progesterone 
land  estrogens,  and  ovarian  function  grad- 
(ually  wanes.  Should  these  neatly  arranged 
I time-tables  be  juggled  too  far  out  of  kilter, 
[early  spontaneous  abortion  is  likely  to  result. 


Surgical  excision  of  an  ovary  containing  the 
corpus  luteum  of  pregnancy  on  the  thirty- 
fifth  day  of  gestation,  with  subsequent  de- 
livery of  a normal  baby,  has  been  reported. 
However,  the  placenta  is  usually  thought  to 
be  incapable  of  carrying  the  entire  endocrine 
load  so  early. 

GENERAL  DIAGNOSTIC  METHODS 

History,  physical  examination,  pelvic  ex- 
amination, smears,  biopsy  and  cui’ettage  were 
mentioned  previously.  Additional  laboratory 
procedures  may  prove  helpful  at  times.  The 
basal  metabolic  rate  and  blood  cholesterol, 
though  not  particularly  accurate,  may  roughly 
indicate  the  level  of  thyroid  function.  In 
problems  complicated  by  inferility  a basal 
temperature  chart  may  help  evaluate  the 
existence  of  ovulation.  A smear  of  cervical 
mucous,  placed  on  a glass  slide,  quickly  dried, 
and  examined  under  a microscope  will  show 
either  typical  “ferning”  in  the  estrogen  phase 
of  a cycle,  or  cellular  debris  during  the  pro- 
gestational phase,  pseudo-pregnancy,  or  preg- 
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nancy.  Sugar  tolerance  curves  may  show 
pituitary  malfunction.  Rarely,  cella  tursica 
x-rays  may  show  pituitary  hypertrophy. 
Also,  rarely,  high  levels  of  steroids  in  the 
urine  may  indicate  an  overactive  adrenal  cor- 
tex. Experimentally,  pregnandiol  in  the  urine 
is  thought  to  reflect  the  levels  of  progesterone 
in  the  blood  stream,  though  some  investi- 
gators doubt  that  these  levels  are  in  direct 
ratio. 

Other  diagnostic  methods  may  be  men- 
tioned as  a prelude  to  the  discussion  of  treat- 
ment in  specific  conditions. 

IRREGULAR  UTERINE  BLEEDING  AND  ITS 
HORMONE  THERAPY,  IF  ANY: 

The  mechanism  of  anovulatory  menstrua- 
tion, or  estrogen-withdrawal  bleeding,  has  al- 
ready been  described.  This  type  of  menstrua- 
tion can  occur  at  the  end  of  any  estrus  cycle 
during  which  there  was  no  ovulation.  (Figure 
No.  III).  In  general,  it  may  be  said  that 
estrogen-withdrawal  bleeding  is  likely  to  be 
more  prolonged  than  ovulatory  menstruation, 
and  the  endometrial  slough  is  less  likely  to 
be  cleanly  accomplished.  Likewise,  it  is  gen- 


erally true  that  uterine  bleeding  does  not  re 
suit  from  steady  levels  of  estrogens,  whethej 
moderate  or  high  (as  in  a persistent  activ( 
follicle  cyst  — Figure  No.  V).  Rather,  en-| 
dometrial  bleeding  occurs  with  fluctuatinc; 
estrogen  levels  (Figure  No.  Ill)  or  with  sud- 
den drops  in  estrogens,  (Figure  No.  V) 
Therefore,  if  estrogen  therapy  is  to  be  usee 
one  can  more  readily  avoid  the  pitfall  of  with-; 
drawl  bleeding  by  prescribing  daily  use  03 
oral  estrogens,  than  by  injecting  estrogem 
periodically  with  the  resulting  “peak  — anc 
— hollow”  effect. 

As  previously  noted  estrogens  inhibit  pitui-ji 
tary  F.  S.  H.,  and  if  large  enough  doses  are 
taken  over  a long  enough  time,  (i.e.,  25  to  5( 
mg.  stilbesterol  orally  per  day  for  15  to  2( 
days)  an  almost  atrophic  endometrium  wil' 
result.  Two  complicating  side  reactions  make 
this  type  of  therapy  for  uterine  bleeding  un- 
popular, even  where  it  may  be  indicated:  (I) 
nausea,  due  to  high  estrogen  dosage,  and  (2)i 
the  difficulty,  in  the  initial  phases  of  treat-' 
ment,  of  maintaining  a high  and  consistent 
estrogen  level  to  avoid  intermittent  bleeding  ■ 
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f;  When  a girl  exhibits  vaginal  bleeding  prior 
, to  age  ten,  one  should  think  first  of  preco- 
jicious  puberty,  for  which  no  treatment  is  in- 
i'dicated.  However,  it  is  important  to  rule  out 

I a granulosa-theca  cell  tumor  of  the  ovary  by 
bimanual  examination,  and,  rarely,  hyper- 
plasia or  tumor  of  the  adrenal  cortex  may 
.cause  unusually  early  uterine  bleeding. 
Steroid  hormone  levels  may  need  to  be 
Ichecked.  Tumors  would  require  excision.  The 
[very  rare  hyperplasia  of  the  adrenal  cortex 

I will  respond  to  cortisone  therapy. 

For  reasons  previously  outlined  the  so- 
-called functional  uterine  bleeding  tends  to  be 
iJfairly  common  in  the  ten  years  after  the 
‘ menarche  and  during  the  ten  years  preceed- 
j|ing  the  menopause.  In  the  older  age  group 
'one  must  be  very  careful  to  rule  out  true 
iipathology.  Intractable  bleeding  is  rarely 
I [functional.  Therefore,  in  the  absence  of  true 
pathology  little  treatment  is  indicated,  other 
jthan  that  of  mild,  secondary  anemias. 

I Where  bleeding  is  diagnosed  as  being  due 
ito  unopposed,  fluctuating  estrogens  (no  ovula- 
tion, no  progesterone)  (Figure  No.  V.)  one  can 
[resort  to  the  so-called  “hormonal  curettage,” 
[Simulating  normal  menstruation  (Figure  No. 
jl.).  That  is,  in  a patient  who  has  an  estrogen- 
primed  endometrium  the  administration  of 
f50  to  75  mg.  of  progesterone  by  injection  over 
ifa  period  of  three  to  five  days,  or  twice  that 
I amount  of  progesterone  by  vaginal  supposi- 
[jtory,  or  three  times  that  amount  of  anhydro- 
; hydroxyprogesterone  (Pranone),  orally,  will 
temporarily  halt  bleeding,  and  will  be  fol- 
[ilowed  about  three  to  five  days  later  by  a more 
[ thorough  cleaning  out  of  the  endometrium, 
; simulating  that  of  a normal  menstruation. 
This  will  not  necessarily  modify  the  basic  ab- 
normality of  the  endocrine  system,  which 
may  be  pituitary  in  origin,  but  it  will  give  the 
' patient  a period  of  time  free  from  bleeding, 
until  the  endometrium  builds  up  again,  when 
the  treatment  can  be  safely  repeated  for  two 
or  three  months.  During  this  time  the  aberra- 
jtion  of  endocrine  origin  may  readjust  itself 
jinto  normal  channels.  Again  secondary 
[anemia  must  be  watched  for  and  treated. 
'And  one  must  not  forget  nutrition. 

1 As  previously  indicated  it  is  possible  for 
[implantation  bleeding  to  occur  just  before 
and  during  the  first  missed  menstrual  period 
of  a pregnancy,  (Figure  No.  IV.).  And  monthly 
uterine  bleeding  can  occur  for  several  months 


thereafter.  These  physiologic  types  of  uterine 
bleeding  occur  without  subsequent  abortion 
in  about  10%  of  pregnancies.  Usually  these 
patients  retain  the  normal  symptoms  of  early 
pregnancy,  such  as  breast  engorgement  and 
nausea,  and  will  not  have  uterine  cramps. 
This  helps  somewhat  in  differentiating  this 
group  from  the  other  10%  of  pregnant  women 
who  bleed  and  cramp,  who  lose  their  nausea 
and  breast  engorgement,  and  who  will  go 
ahead  and  abort  almost  regardless  of  therapy. 
The  high  dosage,  stilbesterol  therapy  of 
threatened  abortion  which  was  recently 
popular  has  been  largely  discredited.  There 
is  some  reason  to  question  whether  any 
therapy  is  truly  indicated,  for  most  abortuses 
are  abnormal.  The  only  logical  hormone 
therapy,  on  the  basis  of  present  knowledge  is 
that  of  progesterone,  given  as  early  in  the 
pregnancy  as  possible.  If  progesterone  is  to 
be  used  at  all  it  is  preferably  used  (1)  early 
in  the  pregnancy,  (2)  under  ideal  circum- 
stances (i.e.  sedation  and  bed  rest  in  the  hos- 
pital), (3)  in  large  doses  (i.e.  50  to  75  mg.  per 
day,  intramuscularly).  Theoretically  such 
therapy  should  improve  the  nutrition  sur- 
rounding a waning  trophoblast.  It  cannot 
modify  an  already  damaged  fetus. 

In  the  absence  of  lactation  a woman  will 
usually  menstruate  normally,  or  heavily,  six 
to  twelve  weeks  after  delivery.  Should  she 
nurse  her  baby  this  may  still  occur,  or  she 
may  have  occasional  intermittent  anovulatory 
menstruation,  or  she  may  not  flow  at  all 
until  about  six  weeks  after  cessation  of  lac- 
tation. This  variable  inhibition  of  ovulation 
and  menstruation  is  pituitary  in  origin.  No 
therapy  is  indicated  for  whatever  irregular 
bleeding  may  result. 

Five  to  twenty  years  after  the  menopause 
vaginal  mucosae  become  thin  and  atrophic. 
Their  resistance  to  bacterial  invasion  is  di- 
minished. Infection  and  spotting  bleeding  re- 
sult. This  may  be  considered  physiologic  in 
origin  because  the  basic  pathology  is  thinning 
due  to  lack  of  estrogen  stimulation.  After 
cancer  and  tumors  have  been  ruled  out, 
douches,  followed  by  insertion  of  vaginal 
estrogen  creams  about  twice  a week,  thicken 
the  mucosa  and  prevent  bacterial  invasion. 
Bleeding  stops. 

AMENORRHEA,  HYPOMENORRHEA  AND  ITS 
HORMONE  THERAPY,  IF  ANY: 

Among  young  women  and  girls  a relatively 
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common  cause  of  diminished  menstrual  func- 
tion is  poor  nutrition  and  anemia.  Conversely, 
very  obese  women  are  notoriously  infertile 
because  of  infrequent  ovulation  and  men- 
struation. Proteins,  iron,  and  vitamins  in  the 
first  instance,  and  an  adequate  reducing  diet 
in  the  second  situation,  are  usually  sufficient 
therapy.  One  must  remember,  but  will  rarely 
find,  pituitary  cachexia  and  Frohlich’s  syn- 
drome. 

Primary  amenorrhea  up  through  the  seven- 
teenth year  may  be  caused  by  congenital  ab- 
normalities or  tumors  of  the  endocrine  sys- 
tem which  will  be  considered  later.  However, 
it  is  quite  common  for  young  girls  to  have  a 
few  irregular  anovulatory  menses,  and  then 
to  stop  all  bleeding  for  indefinite  periods 
ranging  from  six  months  up  to  several  years. 
If  examination  reveals  no  abnormalities  these 
secondary  amenorrheas  require  no  therapy 
prior  to  ages  seventeen  to  nineteen.  One  can 
test  for  ovarian  estrogen  production  by  in- 
jecting 50  to  75  mg.  of  progesterone  intra- 
muscularly. If  the  endometrium  has  been 
stimulated  by  ovarian  estrogens  there  should 
be  menstrual  bleeding  within  five  to  seven 
days  after  the  exogenous  progesterone  was 
given. 

Should  incipient  matrimony,  the  ripe  age 
of  twenty,  or  the  girl’s  psychological  need 
force  the  physician  to  induce  regular  bleed- 
ing, it  can  be  done  with  cyclic  therapy.  A sys- 
tem somewhat  as  follows  will  suffice:  (1)  oral 
estrogens  — ethinyl  estradiol  (estinyl),  0.05 
mg.;  or  stilbesterol,  0.5  mg.  to  1.0  mg.  — each 
day  for  twenty  days;  (2)  starting  the  tenth 
day  and  extending  to  the  twentieth  day  pro- 
gesterone should  be  given  either  orally, 
vaginally  or  intramuscularly.  About  five  days 
after  both  hormones  are  stopped  there  should 
be  three  or  four  days  of  bleeding  from  the 
uterus.  When  the  bleeding  stops  the  cyclic 
therapy  can  be  repeated  two  or  three  more 
months.  This  therapy  has  the  advantage  of 
being  a physiological  method  of  stimulating 
the  endometrium  to  regular  bleeding  (Figure 
No.  I).  The  hope,  that  cyclic  inhibition  — 
stimulation  of  the  pituitary,  due  to  the  estro- 
gen-progesterone changes  in  the  blood  stream, 
will  induce  more  active  pituitary  function,  so 
that  the  pituitary  will  re-assert  itself  as  reg- 
ulator of  ovarian  function  after  discontin- 
uance of  therapy,  is  often  in  vain.  Seemingly, 
the  pituitary  gland  requires  more  direct  stim- 


ulation, which  can  be  provided  in  some  pa 
tients  by  giving  a grain  of  thyroid  per  day 
In  fact,  some  physicians  would  prefer  to  base 
their  entire  approach  to  therapy  of  this  kinc 
of  amenorrhea  upon  the  more  economical 
less  time  consuming  use  of  thyroid  extract 
alone. 

Certainly,  extreme  hypothyroidism  or  ex-  ■ 
treme  hyperthyroidism  will  cause  amenor-  • 
rhea.  In  these  instances  the  hormonal  treat-  i 
ment  of  the  thyroid  condition  should  event-  •. 
ually  also  result  in  normal  menstruation. 

Of  course,  pregnancy  is  the  most  commor  ( 
cause  of  amenorrhea,  (Figure  No.  IV).  How-;  | 
ever,  a closely  related  physiological  phen-  1 
omenon,  best  known  to  investigators  as  pseu-  i 
dopregnancy,  may  occur  much  more  fre- 
quently than  we  suspect.  In  this  condition , 
instead  of  resolving  after  its  usual  ten  dayl  i 
function  (Figure  No.  I),  the  corpus  luteum  j 
continues  to  secrete  progesterone  for  an  in- 
definite period  of  time  (3  weeks  to  7 months).: 
The  continued  progesterone  (1)  causes  a de- : 
cidual  reaction  of  the  endometrium  typical  ol 
pregnancy,  minus  the  placenta  and  embryo. 
(Figure  No.  VI.),  (2)  inhibits  further  menstrua- 
tion or  ovulation,  (3)  stimulates  breast  en- 
gorgement, and  (4)  produces  enlargement  and 
softening  of  the  myometrium,  and  cyanosis  of 
the  cervix  — typical  of  early  pregnancy.  To 
further  complicate  the  differential  diagnosis 
the  persistent  corpus  luteum  may  gradually 
become  cystic  or  may  suddenly  and  painfully 
enlarge  due  to  central  hemorrhage. 

The  basic  forces  shoring  up  and  stimulating 
the  old  corpus  luteum  a-re  those  of  the  an- 
terior pituitary,  and  it  may  well  be  that  a 
side  reaction  of  this  prolonged  pituitary  drive  ; 
is  to  stimulate  the  adrenal  cortex  also  to  pro- 
duce progesterones  and  possibly  testosterone 
(Figure  No.  H).  Be  that  as  it  may,  clinical  his- 
tories teach  us  that  the  prolonged  and  unusual 
stimulation  of  the  anterior  pituitary  gland  is 
usually  neurogenic  in  origin.  Whether  the  | 
stimuli  come  from  the  hypothalamic  nuclei  i 
or  from  the  cervical  sympathetics  is  not  j 
known.  Nevertheless,  the  evidence  of  chronic  i 
stress  can  usually  be  found,  and  Selye  con-  i 
siders  this  pseudopregnancy  to  be  a semi-  i 
physiological  side  reaction  of  his  “chronic  l 
alarm  syndrome.”  Some  factors  which  have  I 
caused  this  type  of  amenorrhea  in  young  wo-  ’ 
men  are  listed  as  follows:  (1)  nurses  under  i 
prolonged  artillery  bombardment  during 
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war,  (2)  young  women  moving  to  a new  and 
' unknown  climate  or  community,  (3)  freshman 
college  girls  starting  their  first  semester,  (4) 
young  stenographers  working  under  a dif- 
, ficult  or  demanding  boss,  (5)  an  otherwise 
healthy  young  woman  who  has  a prolonged 
attack  of  the  “flu”  or  of  infectious  mononu- 
cleosis, etc.  It  is  likely  that  pseudocyesis 
starts  by  this  mechanism,  and  it  may  be  that 
either  a great  desire  for,  or  a great  fear  of 
pregnancy  may  be  a sufficient  stimulus  to 
' trigger  this  mechanism. 

Providing  one  has  ruled  out  true  pathology 
the  pseudopregnancy  amenorrhea  requires  no 
specific  therapy.  It  is  eventually  self-limiting, 
and  usually  is  followed  by  normal  ovulatory 
cycles.  Where  psychological  problems  exist 
' an  understanding  of  their  mechanism  may 
shorten  the  interval  of  amenorrhea. 

Other  chronic  debilitating  conditions  which 
i may  cause  pseudopregnancy  amenorrhea,  or 
may  cause  amenorrhea  due  to  hypofunction 
of  the  pituitary  are  (1)  tuberculosis,  (2) 
chronic  nephritis,  (3)  alcoholism,  (4)  drug  ad- 
diction, (5)  lead  poisoning,  etc.  Treatment  is 
dependent  on  the  pathology. 


Primary  amenorrhea  may  be  due  to  con- 
genital agenesis  or  hypofunction  of  the  en- 
dometrium, the  ovaries  or  the  pituitary.  None 
of  these  are  amenable  to  therapy.  If  the  en- 
dometrium is  responsive  to  estrogens  it  can 
be  induced  to  bleed  periodically  by  cyclic 
therapy,  but  in  the  absence  of  normal  pitui- 
tary or  ovarian  tissues  this  serves  no  useful 
purpose. 

One  of  the  easiest  primary  amenorrheas  to 
diagnose  and  treat  is  the  rare  one  caused  by 
an  intact  hymen  with  hematocolpos.  How- 
ever, higher  obstruction  of  the  genital  canal 
may  make  identification  and  treatment  much 
more  difficult.  In  women  approaching  the 
menopause  one  must  look  for  scar  tissue 
stenosis  of  the  cervical  lumen  as  a cause  of 
secondary  amenorrhea. 

It  is  essential  to  spend  a few  moments  on 
a number  of  rare  endocrinopathic  conditions, 
some  of  which  overlap  in  their  etiology  and 
symptomatology. 

Dystrophia  adiposogenitalis  (Frohlich’s 
syndrome)  is  a hypofunction  of  the  entire 
pituitary  gland,  probably  secondary  to  mal- 
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function  of  the  hypothalamus,  resulting  in 
girdle  obesity,  genital  infantilism,  diabetes 
insipidus,  and  amenorrhea.  Facial  hair  may 
grow.  This  may  be  self  limiting  in  young 
girls,  or  Simmond’s  disease  may  follow.  Ade- 
quate diet  control  and  oral  thyroid  extract 
may  occasionally  be  helpful. 

Simmond’s  disease  is  generalized  weakness, 
weight  loss,  debility  and  amenorrhea  due  to 
destruction  of  the  anterior  lobe  of  the  pitui- 
tary. It  may  follow  severe  illness,  but  most 
dramatically,  occasionally  follows  a severe 
post-partum  hemorrhage  (Sheehan’s  syn- 
drome). If  the  patient  happens  to  ovulate  and 
become  pregnant  that  is  thought  to  be  the 
best  treatment.  Theoretical  hormone  therapy 
might  be  based  on  that  clinical  knowledge, 
but  none  has  thus  far  been  successful  pri- 
marily because  we  lack  effective,  pure, 
pituitary  hormones. 

Cushing’s  syndrome  was  classically  thought 
to  be  due  to  a basophilic  adenoma  of  the  an- 
terior pituitary,  causing  hypertrichosis, 
lowered  voice,  enlargement  of  the  clitoris, 
glycosuria,  polycythemia,  hypertension,  obe- 
sity and  amenorrhea.  It  is  now  apparent  that 
these  changes  result  from  hormones  elab- 
orated by  the  hyperplastic  adrenal  cortex, 
caused  by  the  pituitary  basophilic  adenoma. 
A primary  adrenal  tumor  or  cancer  can  pro- 
duce the  same  symptoms,  plus  a higher 
urinary  androgen  output.  Likewise,  adrenal 
like  tumors  of  the  ovary.  Tumors  must  be 
removed.  Hyperplasia  of  the  adrenal  cortex 
does  respond  somewhat  to  cortisone  therapy, 
often  resulting  in  return  of  ovulation  and 
menstruation,  and  an  occasional  pregnancy 
may  occur  and  be  carried  to  term  if  the  pa- 
tient is  properly  treated. 

The  so-called  adreno-genital  syndrome  has 
all  the  symptoms  of  Cushing’s,  minus  obesity, 
plus  masculine  muscle  development  and 
breast  flatness.  It  may  be  caused  by  adrenal 
hyperplasia,  ovarian  arrhenoblastoma  (testi- 
cular type  cells?)  and  adrenal  like  tumor  of 
the  ovary.  Therapy  is  as  noted  above. 

The  basic  etiology  of  the  rare  bilateral, 
multicystic,  thick-cortex  ovaries  which  do  not 
ovulate  (Stein-Leventhal  syndrome)  is  most 
likely  pituitary  in  origin.  Amenorrhea  and 
inferility  result.  The  classical  treatment  is 
still  resection  of  a V-shaped  wedge  and  re- 
suture of  both  ovaries.  This  is  usually  fol- 
lowed by  ovulation  and  often,  by  pregnancy. 


However,  there  are  a few  recent  successful  i 
reports  with  cortisone  therapy.  (Some  in-i 
vestigators  doubt  that  these  last  are  truly' 
Stein-Leventhal  syndromes). 

It  should  be  re-emphasized  that  the  con- 
ditions briefly  discussed  in  the  last  five  para- 
graphs are  extremely  rare  and  that  differen- 
tial diagnosis  between  them  and  relatively 
minor  aberrations  from  the  normal  is  often 
extremely  difficult. 


SUMMARY 

(1)  When  considering  the  causes  for  irregular « 

uterine  bleeding  or  amenorrhea,  one  must  first  rule  I 
out  true  pathology.  1 

(2)  Having  ruled  out  a pathologic  cause  for  irreg-  i 
ular  uterine  bleeding  or  amenorrhea,  one  should  j 
try  to  understand  what  aberrations  from  the  usual  i 
endocrine  function  have  produced  this  response,  s 

(3)  If  the  condition  is  likely  to  be  reasonably  self-  i 
limiting  no  endocrine  therapy  is  indicated,  though  j 
one  may  wish  to  use  supportive  therapy,  i.e.  (1) 
proper  nutrition,  (2)  treatment  of  anemia,  etc.  i 

(4)  Endocrine  therapy  of  irregular  uterine  bleed-  | 

ing  or  amenorrhea  is  replacement  therapy.  It  will  j 
be  successful  only  if  it  replaces  a lack  or  inhibits  I 
an  overactivity  among  the  interrelated  endocrines  | 
which  effect  uterine  bleeding.  t 

(5)  Unreasoning  or  routine  use  of  endocrines  in  | 

treatment  of  irregular  bleeding  or  amenorrhea  may  j 
occasionally  give  good  results.  However,  such  blind  | 
medication  is  rather  more  likely  to  aggravate,  than  | 
to  cure,  the  primary  aberration  from  usual  en-  | 
docrine  function.  ^ 

(6)  An  attempt  has  been  made  to  describe  the  I 
more  common,  semi-physiologic  aberrations  from  i 
usual  menstrual  function.  In  those  few  conditions  t 
where  logical  endocrine  therapy  may  be  indicated, 
the  basis  for  treatment  has  been  presented,  and  a > 
simple  outline  of  treatment  has  been  mentioned.  I 

(7)  Very  occasionally  amenorrhea  may  result  > 
from  pathologic  rather  than  physiologic  aberra- 
tions of  the  endocrine  system.  These  rare  con-  ' 
ditions,  and  their  differential  diagnosis,  have  been  > 
summarized. 
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I (Some  hormones  and  some  of  their  known  actions  are  omitted  because  they  do  not  effect  uterine  bleed- 
j ing). 


Gland 

Hormones 

Stimulated  By — 

Actions 

Anterior 

Follicle 

Release  from  estro- 

1.  Maturation  of  follicles 

Pituitary 

Stimulating 

gen  inhibition 

2.  Estrogen  production 

stimulated 


Luteinizing 

Estrogen  inhibi- 

1. 

Luteinization  of  ruptured 

tion 

follicle 

2. 

Progesterone  production 
stimulated 

3. 

Adrenal  androgens? 

Lactogenic 

9 

1.  Lactation  (in  breast  pre- 

(Luteotropic?) 

viously  stimulated  by 
estrogens  and  proges- 
terone) 

2.  Progesterone  production 
stimulated? 

Thyrotropic  ? 1.  Hyperplasia  of  thyroid 

2.  Thyroxin  production 
stimulated. 


Adrenocorti- 

cotropic 


Release  from 

corticosterone 

inhibition 


1.  Hyperplasia  of  adrenal 
cortex 

2.  Corticosterone  produc- 
tion stimulated. 


Thyroid  Thyroxin  Thyrotropic  hor- 

mone 


1.  Controls  speed  of 
metabolism 

2.  Essential  for  adequate 
pituitary  function. 


Adrenal 

Cortex 

Estrogens 

F.S.H.? 

1.  (see  ovary,  below) 

j 

[ 

1 

i 

Androgens 

(Testosterone) 

(Progesterone) 

L.H.? 

1.  Stimulated  protein 
metabolism 

2.  Many  inhibit  pituitary 
luteinizing  hormone 

3.  May  cause  hirsutism, 
low  voice,  enlarge- 
ment of  clitoris, 
acne,  etc. 

i 

i 

i 

Desoxycorti- 

costerone 

9 

1.  Conserves  water, 
sodium  and  chlorides 

2.  Promotes  excretion  of 
potassium 

3.  May  cause  progestational 
change  in  endometrium 
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Corticos- 

ACTH 

1. 

Controls  carbohydrate 

terone 

metabolism 

2. 

Increases  muscular 

efficiency 

3. 

Decreases  fibrous  tissue 

proliferation. 

Ovary 

Estrogens  F.S.H. 

1. 

Development  of  second 

(Alpha-estro-dial) 

ary  sex  characteristics 

(Estriol) 

2. 

Causes  growth  of  sex 

(Estrone) 

3. 

organs 

Causes  endometrial 

proliferation 

4. 

Withdrawal  bleeding 
when  rapidly  reduced 

5. 

Inhibits  follicle 
stimulating  hormone 
production 

6. 

Stimulates  breast  duct 

growth 


Progesterone 

L.H. 

1. 

Produces  secretory 

(Prognonediol) 

2. 

effect  in  endometrium 
previously  stimulated 
by  estrogens 

Withdrawal  causes  men- 

struation 

3. 

Marked  storage  of  gly- 
cogen in  endometrium 

4. 

Modifies  uterine  con- 
tractility 

5. 

Inhibits  further 
ovulation 

6. 

Stimulates  ovary  to 
produce  more  estrogens 

7. 

May  inhibit  luteinizing 
hormone  production. 

8. 

Stimulates  breast 
alveolar  growth 

Placenta 

Chorionic 

FROM 

1. 

Restimulate  waning 

Gonadatropin 

Langhan’s  Cells 

corpus  luteum  to  form 
corpus  luteum  of  preg- 

(Cytotrophoblast) 

nancy  and  to  produce 
more  progesterone 

Progesterone 

Syncitial  Cells 

1. 

Produce  decidual  re- 

and  Estrogens 

( Syncitiotropho- 

action 

(In  large 

blast) 

2. 

Maintenance  of  preg- 

amounts) 

3. 

nancy 

Softening  of  pelvic 
ligaments,  tendons, 
cartilages,  fascia 
etc. 
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RENAL  PAPILLARY  NECROSIS 
(With  Perinephric  Abscess) 

Melvin  Marousek,  M.D.,  & R.  G.  Mayer,  M.D. 
St.  Lukes  Hospital  Staff 
Aberdeen,  S.  Dak. 


Renal  papillary  necrosis  is  an  acute  ful- 
minating infection,  often  fatal,  and  the  diag- 
nosis of  the  lesion  is  frequently  missed.  Al- 
though the  condition  was  first  described  as  a 
distinct  pathologic  entity  by  von  Friedrich  in 
1877,  scant  attention  has  been  given  to  it. 
Most  authors  consider  papillary  necrosis  of 
the  kidney  to  be  a manifestation  of  pyelo- 
nephritis occurring  especially  as  a complica- 
tion of  diabetes. 

Bithel  WalF  reviewed  the  literature  and 
‘ found  that  over  100  cases  have  been  reported 
and  that  it  can  therefore  no  longer  be  con- 
sidered a rare  lesion.  The  clinical  picture  may 
; vary  considerably  but  usually  there  is  marked 
upper  urinary  tract  infection,  tenderness  in 
the  costovertebral  angle,  sloughing  of  tissue 
fragments,  oliguria  and  later  polyuria  and 
nitrogen  retention.  Goldberg,  Shrifter  and 
Saphir2  stated  that  the  association  of  papil- 
lary necrosis  with  diabetes,  obstructive  uro- 
pathies  and  renal  infections  is  not  an  uncom- 
mon entity,  but  that  it  does  not  seem  to  be 
sufficiently  appreciated  that  papillary  ne- 
crosis can  constitute  a fatal  complication  of 
diabetic  coma,  and  that  its  presence  should 
be  suspected  in  diabetic  coma  not  responding 
to  adequate  therapy. 

Although  most  of  the  cases  are  associated 
with  diabetes  mellitus  it  may  also  occur  in 
i the  non-diabetic.  The  disease  is  usually  bi- 
lateral, but  it  may  also  be  unilateral.  Garrett, 
Norris  and  Vellios^  stated  that  renal  papil- 
lary necrosis  must  be  suspected  in  any  dia- 
betic with  severe  acute  pyelonephritis,  gross 
hematuria,  renal  colic,  micturition  of  solid 


material,  or  rapidly  progressive  renal  insuf- 
ficiency not  responsive  to  chemotherapy  and 
diabetic  management,  and  that  the  severity 
of  the  diabetes  does  not  seem  to  be  a factor. 

Johnson^  states  that  clinical  diagnosis  of 
renal  papillary  necrosis  may  sometimes  be 
made  by  examination  of  the  urine  for  frag- 
ments of  necrotic  tissue.  Diagnosis  should  be 
suspected  in  diabetic  patients  who  (1)  have 
bacteremia  with  sudden  urinary  symptoms; 
(2)  rapidly  lapse  into  coma  and  show  nitro- 
gen retention  without  antecedent  history  of 
pyleonephritis;  (3)  have  a low  grade  pyelone- 
phritis and  suddenly  become  worse;  (4)  have 
renal  colic  and  hematuria,  or  (5)  have  severe 
diabetic  acidosis  and  show  gradually  increas- 
ing stupor  and  rising  nonprotein  nitrogen 
despite  correction  of  the  acidosis. 

Braasch  and  Emmett^  define  necrotizing 
papillitis  as  a highly  fatal  disease  that  may 
come  on  suddenly  with  few  if  any  warning 
signs.  For  this  reason  they  advocate  that  the 
urinary  tract  of  every  patient  who  has  dia- 
betes should  be  watched  carefully  for  signs 
of  infection.  The  retrograde  pyelograms  are 
helpful,  if  not  always  diagnostic.  The  find- 
ings are  the  result  of  erosion  and  destruction 
of  the  renal  papillae,  which  may  simulate 
renal  tuberculosis  or  advanced  non-tuber- 
culous  pyelonephritis.  They  state  further  that 
the  most  pathognomonic  finding  is  the  irreg- 
ular dilatation  and  “moth-eaten”  appearance 
of  the  minor  calyces,  which  results  from  ne- 
crosis and  sloughing  of  the  renal  papillae. 

Herbut®  states  that  although  the  causative 
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organisms  in  the  recorded  cases  have  varied, 
staphylococcus  aureus  and  colon  bacilli  have 
predominated.  Therefore,  accurate  cultures 
and  drug  sensitivity  tests  should  be  per- 
formed so  that  appropriate  antibiotics  may  be 
given.  Since  the  disorder  is  generally  not 
thought  of,  a clinical  diagnosis  in  the  past  has 
been  made  only  infrequently.  He  mentions 
further  that  the  chief  complication  is  over- 
whelming destruction  of  large  amounts  of 
renal  tissue  resulting  in  renal  failure  and 
that  other  occasional  complications  are  per- 
inephric abscess  and  peritonitis.  Initially 
coma  is  on  a diabetic  basis  in  patients  with 
diabetes,  but  later  and  in  non-diabetic  pa- 
tients it  is  on  a uremic  basis.  The  colicky 
pain  which  is  sometimes  manifested  in  the 
renal  area  is  due  to  expulsation  of  sloughed 
renal  papillae  or  blood  clots. 

Allen'7  states  that  necrotizing  papillitis  is 
by  no  means  a specific  lesion  of  diabetes  mel- 
litus,  but  that  precisely  what  the  pathogenesis 
of  this  ischemic  type  of  medullary  necrosis  is, 
remains  unclear.  He  states  further  that  it  has 
been  suggested  that  acutely  increased  intra- 
pelvic  pressure  on  the  pyramids  abetted  by 
pressure  of  the  interstitial  purulent  exudate 
on  the  peritubular  capillaries  may  result  in 
interference  with  the  medullary  blood  supply. 
According  to  Hotchkiss®  the  suppurative  pro- 
cess of  perinephric  abscesses  may  arise  in  the 
kidney  and  extend  into  the  perinephric  fat, 
either  by  way  of  adjoining  blood  and  lym- 
phatic systems  or  by  direct  rupture  from  the 
cortex  of  the  kidney  into  the  perinephric  fat. 
Antibiotics  and  sulfonamides  do  not  obviate 
the  need  for  incision  and  drainage  of  the  ab- 
scess as  soon  as  the  diagnosis  is  established. 
In  discussing  perinephric  abcess  Allen"^  men- 
tions that  the  pyelogram  may  also  be  dis- 
torted by  the  abscess  and  may  simulate  a neo- 
plasm. 

Since  the  vast  majority  of  these  cases,  dia- 
betic or  non-diebetic,  reach  the  autopsy  table 
before  papillary  necrosis  is  suspected,  it  is 
important  to  consider  renal  papillary  necrosis 
as  a diagnosis  in  patients  presenting  such 
symptoms,  so  as  to  allow  early  clinical  and 
pyelographic  diagnosis  which  will  promote 
early  correction  of  causative  agents  and 
vigorous  treatment.  Most  authors  concur  in 
the  belief  that  antemortem  diagnosis  could 
be  made  more  often  if  urographic  studies 
were  employed  in  likely  candidates. 


In  discussing  “Integration  of  the  Patient” 
Alfred  Kahn®  observed  “The  sick  patient  is 
the  final  common  pathway  of  medicine.  This 
has  advantages  and  disadvantages.  With  the 
development  of  specialization  in  medicine 
the  patient  may  be  actively  diagnosed  and 
treated  by  a number  of  physicians  at  one 
time.  Often  they  represent  diverse  schools  of 
thought  and  action.  When  these  doctors  with 
differing  outlooks  and  interests  focus  on  one 
problem  in  one  patient,  the  result  of  the  vary- 
ing viewpoints  give  a clearer  picture  of  the 
disease  than  could  be  obtained  by  one  person 
viewing  one  facet  of  the  problem.  In  the  fol- 
lowing case  report  the  cooperation  of  the  gen- 
eral practitioner,  two  internists,  surgeon,  - 
urologists,  radiologist  and  pathologist  were  ■ 
obtained,  even  though  they  are  all  practicing 
medicine  independently. 

CASE  REPORT  , 

This  52  year  old  grain-dealer  was  referred 
to  a surgeon  at  St.  Lukes  Hospital  because  of 
what  was  said  to  be  primarily  gastrointestinal  ■. 
symptoms.  On  admission  he  was  in  a semi- 
comatose  condition  and,  because  of  a strong 
odor  of  acetone  on  his  breath  and  a 4-plus  : 
sugar  found  on  admission  urinalysis,  he  was 
referred  immediately  to  an  internist. 

According  to  the  patient’s  history  he  dated 
his  first  symptoms  to  an  upper  respiratory 
infection  approximately  two  year  previously. 
He  had  received  an  injection  of  penicillin  at 
that  time,  following  which  he  had  developed  a 
rather  marked  urticaria.  This  cleared  up  in  a 
short  time  but  he  stated  that  he  had  never  felt 
well  since,  although  he  had  not  been  under 
medical  care.  During  this  two-year  period  he 
had  lost  approximately  50  pounds  in  weight  ' 
and  had  experienced  progressive  fatiguability, 
weakness,  excessive  hunger  and  thirst,  pol- 
yuria and  constipation.  Because  of  the  sever- 
ity of  these  symptoms  he  had  finally  consul-  I 
ted  a practitioner  who  had  injected  his  * 
hemorrhoids.  This  was  approximately  three  ' 
weeks  before  his  admission  to  St.  Lukes  Hos- 
pital. Within  one  hour  following  this  treat-  : 
ment,  the  patient  stated,  he  was  seized  with  : 
chills,  severe  dysuria  and  dull  pain  in  the 
left  flank  and  lumbar  region.  He  was  given 
some  pills  which  imparted  a red  color  to  the 
urine.  These  relieved  the  dysuria  but  he  con- 
tinued to  pass  large  quantities  of  urine  and 
the  flank  pain  persisted  and  gradually  grew 
worse.  Because  of  the  color  of  the  urine  he 
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was  not  aware  of  hematuria  but  stated  that 
on  several  occasions  he  was  aware  of  passing 
small  masses  of  soft-formed  material. 

(Johnston^  reported  cases  of  renal  papil- 
lary necrosis  diagnosed  by  examination  of 
voided  tissue.) 

The  patient’s  appetite  became  poor  and  he 
vomited  frequently.  Constipation  became 
severe  and  the  abdomen  felt  distended  and 
uncomfortable.  In  the  two  weeks  prior  to  ad- 
mission he  had  lost  ten  pounds  in  weight.  He 
complained  of  extreme  thirst.  The  review  of 
systems  and  past  history  were  negative;  the 
patient  had  never  been  hospitalized  before. 

Physical  examination  showed  the  patient 
to  be  well-developed  and  well-nourished. 
Although  he  was  completely  oriented  and  re- 
sponded coherently  to  questions,  he  was  ex- 
tremely lethargic  and  spoke  only  when 
spoken  to.  He  would  lapse  into  light  slum- 
ber as  soon  as  conversation  ceased.  There  was 
a definite  acetone  odor  on  his  breath.  The 
skin  was  very  pale,  warm  and  dry.  The  blood 
pressure  was  150/80,  pulse  80  and  regular, 
respirations  22,  temperature  98. 6F.  The  ab- 
domen was  moderately  distended  and  obese. 
It  was  difficult  to  belive  that  this  man  had 
lost  50  pounds  in  weight  as  he  had  stated. 
There  was  very  definite  tenderness  in  the 
left  flank  and  lumbar  region  but  no  rigidity. 
No  masses  or  abdominal  organs  were  pal- 
pable. The  remainder  of  the  physical  exam- 
ination was  negative. 

Laboratory  data:-  Urinalysis  — pH  4.5; 
specific  gravity  1.021;  albumin,  trace;  sugar 
4-plus;  acetone  3-plus;  diacetic  acid  negative; 
microscopic-  occasional  pus  calls.  Blood  — 
hemoglobin  70%;  RBC  3,660,000;  WBC  20,150; 
segmented  ploys  84%;  bands  10%;  lympho- 
cytes 4%;  monocytes  2%.  Sedimentation  rate 
25  mm/hr;  blood  sugar  442  mg  %;  blood  urea 
nitrogen  23  mg  %;  CO^  combining  power  44 
vol.  %;  serological  test  for  syphilis  negative. 
The  electrocardiogram-  was  interpreted  as 
showing  a few  premature  contractions  of  ven- 
tricular origin.  There  was  a prolongation  of 
the  Q-T  interval  suggesting  electrolyte  im- 
balance. 

The  initial  diagnosis  was  early  diabetic 
acidosis  with  impending  coma  in  addition  to 
left  renal  pathology  and  immediate  diabetic 
management  was  begun.  The  patient  re- 
sponded well  and  became  stablized  on  a 2000 
caloric  diabetic  diet  and  30  units  of  NPH  in- 


sulin daily.  A urine  culture  showed  colon 
bacilli  sensitive  to  Terramycin  and  Mande- 
lamine,  which  were  then  given  daily. 

X-ray  studies  showed  normal  gall-bladder 
and  gastrointestinal  tract.  Quoting  from  the 
radiologist’s  report  of  the  chest  film  “There 
is  an  elevated  left  diaphragm  with  streaked 
atelectatic  densities  just  above  its  border.  In 
reviewing  other  films  we  have  of  the  ab- 
domen for  possible  explanation  of  this  find- 
ing, it  is  seen  that  the  left  kidney  shadow  is 
enlarged.  It  could  be  this  patient’s  pathology 
is  associated  with  this  kidney  enlargement,  or 
there  may  be  a retro-peritoneal  tumor.” 

Intravenous  pyelograms  were  then  taken 
which  showed  non-visualization  of  exercre- 
tion  from  the  left  kidney.  The  right  kidney 
excreted  the  dye  normally  and  the  right  renal 
pelvis  appeared  normal.  (Figure  1). 


Fig.  I 


The  patient’s  flank  pain  and  tenderness 
persisted  and  a urine  culture  repeated  five 
days  after  the  first  showed  colon  bacilli  to  be 
still  present.  At  this  time  the  patient  was 
referred  to  a urologist  for  cystoscopy  and  re- 
trograde pyelography. 
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Cystoscopy  showed  the  bladder  mucosa 
moderately  inflamed  and  the  trigone  some- 
what twisted,  the  left  side  being  higher  than 
the  right.  Both  ureteral  meati  were  normal 
in  appearance  and  there  was  no  obstruction 
to  the  passage  of  ureteral  catheters  for  25  cm. 
on  either  side.  Urine  specimens  were  obtained 
from  the  bladder  and  the  right  and  left  kid- 
neys. The  right  kidney  secreted  much  faster 
than  the  left  and  the  urine  from  the  left  kid- 
ney appeared  very  cloudy.  The  indigocarmine 
function  tests  showed  an  appearance  time  of 
six  minutes  with  4-plus  concentration  on  the 
right  and  an  appearance  time  of  ten  minutes 
and  2-plus  concentration  on  the  left.  Bilateral 
retrograde  pyelograms  were  made.  (Figure  2). 


Fig.  II 

The  retrograde  pyelograms  demonstrated 
both  kidneys.  The  upper  pole  of  the  left  kid- 
ney had  an  irregular  burrowing,  jagged  ef- 
fect, which  the  radiologist  believed  to  be  due 
to  a destructive  process  involving  the  entire 
upper  pole,  which  flattened  the  major  calyces, 
extending  laterally  from  the  middle  of  the 
pelvis  and  also  produced  the  same  effect  on 
the  inferior  calyces.  The  kidney  on  the  right 


appeared  to  be  quite  normal,  with  the  excep- 
tion of  slight  blunting  on  the  calyces. 

The  urine  from  the  bladder  showed  2-plus  , 
pus,  from  the  right  kidney  1-plus  pus  and 
1-plus  epithelial  cells,  from  the  left  kidney 
3-plus  pus  and  clumps  of  pus  cells.  The  cul-  i 
ture  from  the  urine  from  the  right  kidney  i 
showed  no  growth,  but  from  the  left  kidney  3 
colon  bacilli  were  grown.  Because  of  the 
possibility  of  renal  tumor  Papanicolaou  ^ 
smears  were  made  from  the  urine  from  the  t 
left  kidney.  No  tumor  cells  were  found,  but  i 
numerous  polymorphonuclear  leukocytes 
were  noted.  The  pathologist.  Dr.  Robert  K. 
Rank,  therefore,  suggested  the  possibility  of 
a diagnosis  of  renal  papillary  necrosis. 

The  weight  of  opinion  favored  the  diagnosis 
of  a left  renal  tumor  although,  as  noted  above,  1 
the  possibility  of  a fulminating  infection  was 
considered.  All  concerned  agreed  that  an  ex- 
ploratory operation  was  indicated. 

At  surgery  the  patient  was  found  to  have 
a small  perinephric  abscess  containing  an 
estimated  30  cc.  of  pus  under  considerable 
pressure.  There  was  what  appeared  to  be 
dense  inflammatory  tissue  surrounding  the 
kidney  but  the  kidney  itself  was  normal  in 
size  and  appearance.  Biopsy  specimens  were 
taken  and  the  wound  closed  around  Penrose 
drains.  The  patient  withstood  the  procedure 
well.  The  biopsy  report  was  “perinephric  fat 
tissue  with  abscess  and  acute  inflammatory 
changes.”  Culture  of  the  abscess  material 
again  revealed  colon  bacilli.  The  final  diag- 
nosis was,  therefore,  left  renal  papillary 
necrosis,  perinephric  abscess  and  diabetes 
mellitus. 

The  patient  made  an  uneventful  recovery 
and  was  discharged  on  the  18th  post-operative 
day  in  good  condition.  At  the  time  of  dis- 
charge his  blood  sugar  was  110  mg.  9f,  blood 
urea  nitrogen  16.5  mg.  9^,  hemoglobin  66U-  f 
RBC  3,840,000,  WBC  13,050,  with  a normal  dif-  i 
ferential  count.  The  urine  showed  1-plus  i 
albumin  and  1-plus  WBC.  At  this  writing,  1 
which  is  approximately  one  month  post-  i 
operatively,  the  patient  feels  well  and  is 
gaining  strength.  His  diabetes  is  well-con- 
trolled on  26  units  of  NPH  insulin.  His  anemia  1 
is  improving  slowly,  but  a high  white  count  1 
persists.  The  urine  continues  to  show  1-plus 
albumin  and,  when  he  was  last  seen,  many 
pus  cells.  Mandelamine  is  being  given  in  the 
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dosage  of  0.5  gm.  four  times  daily. 

Figure  1 is  one  of  the  films  from  the  in- 
travenous pyelographic  study  showing  no  ex- 
cretion of  the  dye  on  the  left  side,  but  normal 
excretion  from  the  right  kidney.  Figure  2 is 
one  of  the  retrograde  pyelogram  films  show- 
ing the  so-called  “ring-shadow”  and  destruc- 
tive process  involving  the  entire  upper  pole 
of  the  left  kidney  and  the  fairly  normal  pelvis 
and  calyces  on  the  right  side. 
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SOME  GASTROINTESTINAL  DISORDERS 
IN  EARLY  LIFE* 

G.  E.  Gibbs.  M.D. 

Department  of  Pediatrics 
University  of  Nebraska 
Omaha,  Nebraska 


At  the  outset  of  a discussion  of  pediatric 
gastroenterology,  it  seems  appropriate  to 
mention  things  that  go  into  the  mouth.  More 
than  400  deaths  between  the  ages  of  one  and 
five  years  occur  yearly  in  the  United  States 
from  accidental  ingestion  of  toxic  substances. 
(Bain,  J.  Pediat.,  44:616,  1954.)  A third  of  the 
cases  are  due  to  drugs.  The  leading  causes  of 
death  from  poisoning  are  kerosene,salicylates, 
lead,  barbiturates,  corrosives,  and  arsenic. 
With  the  decline  of  other  causes  of  death, 
poisoning  is  assuming  greater  relative  im- 
portance. It  should  be  possible  to  accomplish 
a great  deal  by  education.  One  finds,  for  in- 
stance, that  kerosene  has  often  been  left  with- 
in reach  of  children  in  a drinking  glass  or 
beverage  bottle.  The  problem  of  lead  is  par- 
ticularly great  in  rundown  areas  of  large 
cities  where  lead  paint  and  putty  are  cracking 
off  the  exteriors  of  the  houses.  Vomiting  and 
convulsions  with  history  of  pica  in  a young 
child  from  such  an  environment  should  be 
investigated  by  blood  lead  determination  and 
x-ray  of  long  bones.  Occasionally,  pieces  of 
lead-containing  material  may  be  seen  in  the 
bowel  by  x-ray.  Patients  who  survive  lead 
encephalopathy  probably  have  a residual  per- 
manent brain  damage  of  some  degree. 

In  a study  of  various  forms  of  obstructions 
of  the  gastrointestinal  tract,  400  cases  were 
summarized  from  the  Children’s  Hospital  of 
Michigan.  Fifty  per  cent  of  these  were  hy- 
pertrophic pyloric  stenosis,  20  per  cent  were 
intussusception,  and  4 per  cent  were  eso- 

* Presented  to  the  Sioux  Valley  Medical  meeting, 

Sioux  Falls,  S.  D.,  February  1955. 


phageal  atresia,  24  per  cent  were  intestinal 
obstructions  of  various  types  including  2 per 
cent  meconium  ileus.  (Evans,  Radiol.,  51:23, 
1948.) 

In  the  past  decade,  great  progress  has  been 
made  in  the  surgical  management  of  con- 
genital esophageal  atresia,  so  that  in  leading 
centers,  a majority  of  cases  are  successfully 
corrected  by  end  to  end  anastomosis  of  the 
esophagus.  An  important  aspect  of  the  suc- 
cessful management  of  these  cases  is  early 
recognition  of  the  condition  before  onset  of 
pulmonary  complications.  The  first  indica- 
tion is  accumulation  of  secretions  in  the 
mouth  on  the  first  day  of  life. 

Esophageal  chalasia  is  an  unusual  laxity  of 
the  cardiac  sphincter  so  that  the  infant  re- 
gurgitates material  effortlessly  from  the 
stomach,  particularly  when  the  infant  is  first 
laid  down  after  feeding.  Management  of  this 
condition  consists  largely  of  maintaining  the 
infant  in  a somewhat  sitting  position  follow- 
ing feedings.  With  increase  of  age,  the  car- 
diac sphincter  increases  in  tone.  (Davies,  J. 
Pediat.,  41:467,  1952.) 

The  opposite  condition,  namely  achalasia, 
is  an  unusual  tonicity  or  lack  of  propulsive 
peristalsis  in  the  lower  part  of  the  esophagus. 
There  is  a possibility  that  at  least  some  of 
these  cases  are  due  to  deficiency  of  the  myen- 
teric plexus, analogous  to  aganglionic  mega- 
colon. 

The  topic  of  breast  milk  versus  artificial 
feedings  continues  to  be  of  interest.  There  is 
no  doubt  that  the  difference  in  the  well-being 
of  infants  on  cow’s  and  breast  milk  has  tended 
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to  disappear  over  recent  decades,  along  with 
appreciation  of  the  need  for  sterilization  of 
milk  and  the  practice  of  addition  of  carbohy- 
drate to  diluted  cow’s  milk  in  early  infancy. 
A study  on  prematures  showed  a slightly 
better  early  weight  gain  on  half  skimmed 
cow’s  milk  than  on  human  milk,  probably  a 
misleading  result  attributable  to  fluid  reten- 
tion due  to  the  higher  mineral  content  of 
cow’s  milk  and  the  immaturity  of  renal  func- 
tion. (Crosse,  et  al..  Arch.  Dis.  Child.,  29:178, 
1954.)  There  is  evidence  that  the  infant  which 
is  breast-fed  has  somewhat  better  early 
growth,  less  infection,  fewer  gastrointestinal 
upsets  and  is  less  subject  to  neonatal  hypo- 
calcemic  tetany  than  is  the  artificially  fed 
infant.  (Sydow,  et  al.,  Acta.  Paed.,  43:362, 
1954.)  Breast  feeding  is  successful  in  most 
cases  when  the  physician  happens  to  take  a 
particular  interest  in  it.  (Smith,  J.  Pediat., 
46:48,  1955.) 

Peptic  ulcer  has  recently  been  appreciated 
as  a not  extremely  rare  occurrence  in  infancy 
and  childhood.  (Girdany,  Pediatrics,  12:56, 

1953) .  The  ratio  of  duodenal  to  gastric  ulcers 
is  two  or  three  to  one.  (Margolis,  et  al.,  Gas- 

I troenterology,  12:489,  1949).  A duodenal  ulcer 
1 may  produce  symptoms  simulating  pyloric 
stenosis.  (Cole  Pediatrics,  6:897,  1950).  Per- 
1 forated  peptic  ulcer  is  the  commonest  cause 
of  pneumoperitoneum  in  the  newborn  period. 
Two  instances  have  recently  come  to  my  at- 
tention of  perforation  of  the  stomach  in 
: premature  infants.  In  these  cases  there  was 
an  immaturity  and  incomplete  development 
of  the  musculature  of  the  stomach,  leaving  a 
’ large  thin  area.  In  Pittsburgh  Childrens  Hos- 
pital, 45  cases  of  peptic  ulcer  were  diagnosed 
by  x-ray  in  one  year.  Similar  groups  of  10  to 
40  cases  are  available  from  various  other 
pediatric  centers.  In  the  Pittsburgh  group,  5 
children  with  peptic  ulcers  were  cases  of  so- 
called  cyclic  vomiting.  The  relationship  of 
the  pain  to  meals  is  less  regular  in  childhood 
than  in  the  adult.  Ulcer  tends  to  occur  in 
; tense,  compulsive  and  maladjusted  children 
or  in  children  with  burns  or  cerebral  lesions. 

One  of  the  oldest  problems  of  pediatrics  is 
i still  unsolved,  namely  the  nature  of  colic. 
Some  have  called  it  “paraxysmal  fussing  in 
infants.”  (Wessel,  et  al..  Pediatrics,  14:421, 

1954) .  The  “colicky”  infant  in  the  first  three 
months  of  life  is  irritable  and  screams  in  the 

I evenings  for  no  apparent  reason.  Among  the 


suggested  causes  are  gas,  hypertonicity  of  the 
infant,  hypertonicity  of  the  parents,  allergy, 
overfeeding,  underfeeding,  inappropriate 
feeding  and  inadequate  “burping.”  The  mus- 
culature of  the  infant  bowel  is  relatively 
weak  in  comparison  to  the  mucosal  elements 
and  the  job  it  has  to  do.  Consequently,  the 
normal  small  bowel  of  the  infant  and  young 
child  differs  from  that  of  the  adult  in  show- 
ing roentgenologically  more  “segmentation.” 
This  appearance  of  segmentation  would  be 
called  “deficiency  pattern”  if  seen  in  an 
adult.  Swallowed  air  is  a constant  source  of 
gas  in  the  bowel.  (Podolsky,  et  al.,  J.  Pediat., 
45:633,  1954).  Other  gases  result  from  decom- 
position of  foods  and  from  diffusion  from  the 
blood  stream.  (Gerber,  J.  Pediat.,  46:67,  1955). 
In  a small  infant,  contrary  to  the  findings  in 
the  adult,  gas  is  normally  seen  in  the  small 
bowel.  Intestinal  distention  by  pockets  of 
gas,  perhaps  held  by  spasm  in  the  small 
bowel,  seems  to  deserve  consideration  in  the 
etiology  of  “colic.”  (Illingsworth,  Arch.  Dis. 
Child.,  29:165,  1954). 

Mortality  in  pyloric  stenosis  is  now  less 
than  1%.  Prior  to  development  of  the  Ram- 
stedt  pyloroplasty,  mortality  was  50  to  75%. 
The  present  very  low  mortality  is  the  result, 
however,  not  only  of  the  Ramstedt  surgical 
procedure,  but  also  of  adoption  of  the  prin- 
ciple that  these  infants  should  not  be  oper- 
ated upon  while  in  a state  of  dehydration  and 
electrolyte  disequilibrium.  The  operation  can 
be  safely  delayed  for  a few  hours  or  a few 
days  until  the  infant  is  restored  to  a healthy 
state  by  parenteral  fluids.  Following  surgery, 
oral  feedings  should  be  started  only  grad- 
ually. 

Acute  diarrhea  is  a frequent  and  serious 
pediatric  emergency.  Antibiotics  are  found  to 
have  remarkably  little  effect  in  many  cases. 
(Winter,  et  al.,  Acta.  Paed.,  43:459,  1954).  The 
classical  diarrhea  organisms  are  now  found 
in  only  a minority  of  cases.  Some  of  the 
diarrheas  are  attributed  to  special  strains  of 
E.  coli.  Many  others  are  undoubtedly  of  the 
entity  of  a fulminating  “staphylococcus  pseu- 
domembranous enterocolitis”  due  to  Staph- 
lococcus  aureus  resistant  to  these  particular 
ntibiotics.  (Speare,  Am.  J.  Surg.,  88:523,  1954. 
Kempe,  Pediat.,  15:221,  1955).  A prime  con- 
sideration in  treatment  of  acute  diarrhea  is 
that  of  water  and  electrolyte  balance.  There 
has  been  some  dispute  in  the  recent  literature 
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as  to  the  value  of  withholding  food  in  man- 
agement of  diarrheas.  Common  and  appar- 
ently valid  experience  is  that  when  food  is 
withheld  the  diarrhea  tends  to  subside,  so 
that  this  indefinite  loss  of  fluid  and  electro- 
lyte is  minimized.  In  many  severe  diarrheas, 
vomiting  becomes  a complication.  Before  this 
vomiting  supervenes  it  is  often  possible  to 
prevent  serious  dehydration  by  the  with- 
holding of  solid  foods,  including  milk,  and  by 
oral  administration  of  clear  liquids  contain- 
ing glucose,  and  salts.  Particularly  when 
vomiting  is  present,  however,  parenteral 
fluids  are  urgent.  In  spite  of  modern  labora- 
tory facilities,  the  physician  is  still  largely  de- 
pendent on  physical  signs  such  as  skin  turgor 
for  evaluation  of  the  degree  of  dehydration. 
Clear  thinking  is  favored  by  the  consideration 
of  four  categories  of  fluid  need.  (Wallace, 
Am.  J.  Clin.  Path.,  23:1133,  1952).  Losses  occur 
from  the  skin  and  lungs,  ranging  from  20  to 
150  cc.  per  kilo,  per  day,  and  averaging  40. 
Similar  loss  occurs  as  urine.  Both  of  these 
losses  could  be  replaced  by  fluid  in  form  of 
dextrose  and  water.  There  may  be  contin- 
uing gastrointestinal  losses  ranging  from 
nothing  to  70  cc.  per  kilo,  per  day.  An  average 
figure  might  be  taken  as  30.  These  losses  con- 
tain salts  in  approximately  the  composition  of 
Ringer  solution  but  with  somewhat  higher 
potassium  due  to  depletion  of  intracellular 
fluid.  At  the  beginning  of  therapy,  the  infant 
also  presents  a deficit  which  has  already  de- 
veloped. This  deficit  in  a severe  diarrhea  may 
be  as  much  as  a hundred  and  fifty  cc.  per  kilo, 
body  weight.  That  would  be  15%  of  the  body 
weight.  One  does  not  try  to  make  up  all  of 
the  deficit  on  the  first  day,  but  the  current 
requirements  must  be  met  or  the  deficit  will 
become  greater.  One  attempts  to  replace  the 
original  deficit  in  the  course  of  the  first  48 
hours.  The  gastrointestinal  losses  and  the  de- 
hydration deficit  are  to  be  made  up  with 
isotonic  electrolyte.  Usually,  not  more  than 
200  cc.  per  kilo,  are  given  in  one  day.  Occas- 
ionally one  must  give  more  in  order  to  keep 
up  with  the  losses.  The  type  of  fluid  should 
be  controlled  by  serum  electrolyte  determina- 
tions, if  possible.  One  would  like  to  know, 
at  the  outset,  whether  the  fluids  of  the  body 
are  hypertonic  or  hypotonic.  Without  labora- 
tory studies  of  electrolytes,  a completely 
erroneous  impression  will  be  had  in  a certain 
number  of  cases.  Fortunately,  a fluid  com- 


posed of  5 to  10%  dextrose  in  water  mixed 
with  1 or  IV2  volumes  of  isotonic  electrolyte 
tends  to  restore  the  concentration  of  body 
fluids  toward  normal  from  either  extreme  of 
hypotonicity  or  hypertonicity.  Although  em- 
phasis has  been  placed  at  times  on  provision 
of  potassium  to  start  replacement  of  the  in- 
tracellular deficit,  potassium  in  concentra- 
tions greatly  exceeding  that  of  plasma  or 
Ringers  should  not  be  started  until  some  de- 
gree of  recovery  has  been  achieved.  Multiple 
electrolyte  solutions  containing  potassium, 
phosphate,  sodium  chloride,  and  lactate  or  bi- 
carbonate are  then  preferred.  Severe  acidosis 
demands  parenteral  administration  of  alkali. 
In  case  of  shock,  blood  or  plasma  may  be 
needed.  (Talbot,  et  ah.  New  England  Journal 
of  Medicine,  248:1100,  1953). 

Considerable  variation  in  technique  of 
parenteral  fluid  therapy  occurs  in  various 
pediatric  centers.  “Cut  downs”  can  usually 
be  avoided  if  adequate  skill  and  equipment 
are  available  for  the  use  of  small  veins  such 
as  scalp  veins  by  simple  vena-puncture.  When 
a continuous  intravenous  drip  of  any  sort  is 
used  it  is  imperative  that  some  system  of 
records  be  instituted  on  which  the  rate  of 
flow  and  the  volume  of  fluid  used  or  remain- 
ing is  recorded  every  quarter  to  half  hour.  A 
sudden  increase  of  rate  of  flow  from  a large 
reservoir  is  a serious  hazard. 

In  studies  of  infants  suspected  of  having  the 
celiac  syndrome,  I have  been  forced  to  be- 
come interested  in  intestinal  allergy.  This 
diagnosis  is  a hazardous  one  at  times  and  is 
subject  to  abuses.  There  are,  however,  a few 
cases  where  the  diagnosis  of  gastrointestinal 
allergy  is  unquestionable.  Some  of  these  dis- 
orders are  severe.  Diagnostically,  a clue  often 
comes  from  the  family  history  of  allergy. 
Upon  careful  physical  examination  a little  bit 
of  eczema  may  be  noticed,  as  perhaps  a crease 
behind  the  ears  or  roughening  on  the  cheeks. 
Some  workers  have  found  examination  of  the 
rectal  mucous  for  eosinophils  to  be  a useful 
diagnostic  tool.  (Collins-Williams,  J.  Pediat., 
45:337,  1954).  This  condition,  in  a mild  form, 
is  probably  quite  frequent.  It  was  considered 
by  the  workers  at  Yale  to  be  a cause  in  about 
15%  of  infant  colic.  More  definite  symptoms 
of  allergy  in  infancy  are  diarrhea,  vomiting, 
and  eczema.  The  intestinal  wall  of  the  new- 
born infant  is  peculiarly  permeable  to  unsplit 
protein.  The  incidence  of  difficulties  from 
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allergy  would  be  minimized  if  all  infants  of 
allergic  families  would  be  breast-fed.  Human 
milk  is  essentially  non-allergenic  to  humans, 
while  the  most  frequent  allergen  in  the  infant 
is  cow’s  milk  protein.  If  artificial  feeding 
must  be  done  it  would  be  advisable  to  start  a 
baby  from  an  allergic  family  on  a soybean 
protein  formula  or  a non-allergic  formula 
such  as  one  made  from  protein  hydrolysate. 
(Glaser,  J.A.M.A.,  153:620,  1953).  When  al- 
lergic symptoms  appear  on  a mixed  diet, 
identification  of  the  particular  allergens  pre- 
sents a problem.  Skin  tests  of  foods  are 
notoriously  unreliable  although  they  do  pre- 
sent helpful  suggestions  at  times.  Fortunately, 
the  diet  of  the  infant  is  quite  simple  and  one 
can  usually  identify  allergens  by  simple  elim- 
inations and  trial.  Various  types  of  allergic 
insults  are  additive.  Respiratory,  skin  and  in- 
testinal allergies  may  combine  to  lower  the 
resistance  of  the  individual  to  any  one  of 
them.  The  handling  of  pediatric  allergy  in- 
volves a combination  of  dietetics,  derma- 
tology, allergy,  and  child  psychology.  The 
combination  of  these  fields  would  seem  to  be 
part  of  a general  practice. 

A condition  which  is  difficult  to  differen- 
tiate from  allergy  is  celiac  disease.  This  is 
characterized  by  a chronic  diarrhea,  which 
is  a steatorrhea.  (Andersen,  et  ah.  Pediatrics, 
11:207,  224,  1953).  There  is  apparently  not  only 
an  intolerance  to  fat  but  also  an  intolerance 
to  carbohydrates,  particularly  those  in  the 
form  of  complex  polysaccharides  such  as 
starch.  It  is  apparently  a defect  of  absorption, 
not  of  digestion.  Amino  acids  are  better  ab- 
sorbed than  fatty  acids  or  carbohydrates.  In 
recent  years  there  has  been  enthusiasm  in 
some  quarters  for  the  idea  that  gluten  of 
wheat  or  rye  was  a specific  noxious  agent  in 
the  etiology  of  this  disease.  It  is  not  entirely 
clear  that  cases  which  respond  to  elimination 
of  wheat  and  rye  are  not  actually  intestinal 
allergy.  Celiac  disease  tends  to  occur  in  infants 
between  the  ages  of  6 months  and  2 years. 
Crises  can  be  severe.  The  disease  seems  to 
be  subject  to  exacerbations  at  times  of  paren- 
teral infection.  The  main  principle  of  man- 
agement has  been  provision  of  a high  protein 
and  vitamin  intake.  The  idea  occurred  to  me 
a few  years  ago  that,  in  celiac  disease,  there 
might  be  lacking  some  biochemical  factor 
which  might  be  present  in  the  wall  of  the 
small  bowel  of  normal  animals.  Having  at 


hand  a powdered  preparation  of  duodenum,* 
I tried  this  in  a series  of  infants  with  apparent 
celiac  disease.  Cessation  of  diarrhea  and  im- 
provement of  the  weight  followed  in  each  in- 
stance. The  experiment  was  set  up  in  attempt 
to  have  each  infant  provide  his  own  control. 
There  was  a preliminary  control  period  in 
which  the  infant  was  observed  and  then  this 
duodenal  substance  was  added  or  given  in 
place  of  control  substances.  One  infant  had 
developed  chronic  steatorrhea  with  weight 
loss  following  an  attack  of  measles.  The  child 
did  not  respond  on  skimmed  milk  formula 
until  the  duodenum  powder  was  added.  In 
another  case,  one  with  a very  liquid  diarrhea, 
an  improvement  occurred  on  the  duodenal 
powder.  A relapse  occurred  in  conjunction 
with  respiratory  infection  after  the  duodenal 
powder  had  been  discontinued,  and  then  re- 
covery again  occurred  on  the  duodenal 
powder.  I am  very  cautious  as  to  interpre- 
tation of  these  results,  and  hope  to  set  up  a 
new  series  with  alternate  cases,  as  controls 
to  avoid  certain  hazards  of  interpretation.  It 
seems  possible  that  a further  study  and  frac- 
tionation of  the  powder  might  lead  to  some 
substance  which  would  be  of  significance  re- 
garding the  etiology  of  the  disease. 

Fibrocystic  disease  of  the  pancreas  is  a gen- 
eralized disorder  of  the  glands  of  external 
secretion.  The  principle  manifestations  of  it 
are  malnutrition  with  diarrhea  and  chronic 
pulmonary  infection.  Since  these  symptoms 
are  frequently  found  in  more  common  ill- 
nesses, the  existence  of  the  cystic  fibrosis  of 
the  pancreas  is  easily  overlooked.  In  fact, 
even  at  autopsy  the  condition  was  usually 
overlooked,  until  the  relative  frequency  of  it 
began  to  be  appreciated  about  15  years  ago. 
It  is  easily  overlooked  at  autopsy  because 
grossly  the  pancreas  may  appear  to  be  nor- 
mal, particularly  in  the  younger  cases.  Only 
in  histological  sections  does  the  very  great  ab- 
normality of  the  pancreas  become  apparent 
in  these  instances.  There  are  dilated  acini 
and  ducts  with  concretions  described  as 
cystic.  Between  them  is  seen  the  fibrous  tissue 
by  which  the  condition  is  called  “cystic  fib- 
rosis.” There  is  obstruction  in  the  mucous 
glands  of  the  bronchial  tree.  A similar  dila- 
tation also  occurs  in  the  mucous  glands  in  the 
duodenum.  Chemically,  one  may  demonstrate 
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a disorder  of  the  sweat  glands.  The  sweat  in 
cystic  fibrosis  of  the  pancreas  has  an  unduly 
high  concentration  of  sodium  chloride,  as 
compared  to  that  in  parents,  well  siblings,  pa- 
tients with  miscellaneous  illnesses  and  nor- 
mal infants  and  children,  (di  Sant’Agnese, 
et  al.  Am.  J.  Med.,  15:777,  1953).  Possibly 
some  such  name  as  “dysexocrinosis”  might  be 
appropriate  for  this  disease  to  denote  a gen- 
eralized disorder  of  the  glands  of  external 
secretion.  The  term  “mucoviscidosis”  some- 
times used,  seems  inappropriate  in  that  it 
describes  only  the  mucous  glands,  which  are 
only  a part  of  the  picture.  The  early  manifes- 
tation of  this  disease  is  sometimes  as  mecon- 
ium ileus,  a form  of  intestinal  obstruction  in 
the  newborn.  A similar  obstruction  can  also 
occur  in  Hirschsprung’s  disease.  Various 
means  of  treatment  of  the  meconium  ileus  in 
fibrocystic  disease  of  the  pancreas  have  been 
tried  including  use  of  pancreatic  enzyme  solu- 
tions or  hydrogen  peroxide  irrigation  of  the 
bowel.  A double  barrel  ileostomy  with  ex- 
teriorization and  resection  of  the  obstructed 
part  of  the  ileum  is  often  necessary.  In  cases 
which  survive  meconium  ileus,  or  which  do 
not  show  the  manifestation,  pulmonary  com- 
plaints usually  develop  later.  These  are  bron- 
chitis, pneumonia,  and  bronchiectasis  and  are 
manifested  by  cough,  dyspnea,  cyanosis,  and 
clubbing  of  the  extremities.  Chronic  diarrhea 
and  malnutrition  usually  appear  due  to  lack 
of  pancreatic  digestive  juice.  With  this,  there 
are  soft,  foul,  bulky,  stools,  wasted  muscula- 
ture, protuberance  of  the  abdomen  and  huge 
appetite.  In  establishing  the  diagnosis  of 
cystic  fibrosis  of  the  pancreas,  two  simple 
tests  are  available.  One  is  examination  of  the 
stool  for  excess  fat.  In  this  test,  a piece  of 
stool  is  emulsified  with  sudan  III  on  a slide. 
It  is  mixed  for  about  a minute  and  allowed 
to  partially  evaporate,  but  is  observed  while 
still  moist.  Round  orange  masses  are  noted. 
There  are  sources  of  confusion  in  this  test  as 
the  excess  of  fat  will  not  be  striking  if  the  pa- 
tient is  on  a low  fat  diet.  There  are  also  cases 
of  this  disease  in  which  the  pancreatic  de- 
ficiency is  incomplete  and  which  do  not  con- 
stantly show  the  gastrointestinal  manifesta- 
tions such  as  the  steatorrhea.  The  other 
simple  office  test  is  observation  of  the  action 
of  trypsin  in  the  stool  as  it  digests  the  gela- 
tin surface  of  a piece  of  undeveloped  x-ray 
film.  A piece  of  stool  is  diluted  with  about 


10  parts  of  tap  water.  A few  drops  are  placed 
together  on  two  pieces  of  the  undeveloped  x- 
ray  film.  After  30  and  90  minutes  at  room 
temperature,  the  material  is  washed  off 
briefly  under  a cold  water  tap.  Looking 
through  the  film  at  a light,  one  normally 
notices  a translucent  area.  In  questionable 
cases  this  is  best  seen  after  the  film  is  dried. 
This  test  also  has  certain  sources  of  confusion. 
The  stool  may  have  become  stale,  while  still 
in  the  colon,  as  in  megacolon.  It  may  contain 
bacterial  proteolytic  enzymes,  particularly 
after  certain  antibiotic  medications.  The  stool 
may  contain  trypsin  in  cystic  fibrosis  of  the 
pancreas  in  cases  where  some  function  of  the 
pancreas  still  persists. 

The  most  decisive  test  for  cystic  fibrosis  of 
the  pancreas  has  been  duodenal  aspiration. 
The  tube  which  I improvised  for  this  pur- 
pose, is  a double-lumen  tube  whereby  fluid 
may  be  obtained  simultaneously  and  separ- 
ately from  the  stomach  and  the  duodenum. 
The  gastric  lumen  serves  two  purposes: 
(1.)  to  prevent  contamination  of  the  duodenal 
specimen  by  gastric  overflow.  (2.)  to  help 
continuous  identification  of  the  proper  posi- 
tioning of  the  tube.  One  usually  obtains 
alkaline,  yellow,  clear  juice  from  the  duo- 
denal lumen  while  turbid  viscid  acidic 
juice  comes  from  the  gastric  lumen.  There 
is  a weight,  in  form  of  a solid  gold  tip, 
with  a diameter  no  larger  than  the  tube. 
It  may  thus  be  readily  passed  through 
the  nose  of  the  older  infant.  The  weight  of 
the  gold  tip  is  about  4 grams.  The  diameter  of 
the  tube  is  14  French.  For  tubing,  that  from 
a 14  French  Miller-Abbott  tube  is  suitable. 
Dental  friends  have  provided  me  with  the 
gold  tips.  Evaluation  of  the  duodenal  aspirate 
is  done  by  chemical  laboratory  procedures. 
(Gibbs,  Pediatrics,  5:491,  1950).  Trypsin  is  the 
important  enzyme  for  assay  since  amylase 
values  are  normally  very  low  in  infancy  and 
lipase  methods  are  rather  erratic.  The  trypsin 
method  I use  and  advise  is  a slight  modifica- 
tion of  the  classic  method  of  Anson.  This 
method  is  comparable  to  an  amylase  deter- 
mination in  complexity.  It  involves  colorime- 
tric determinations  of  the  tyrosine  liberated 
from  casein  in  a 10  minute  digestion.  One  can 
also  demonstrate  absence  of  trypsin  in  a 
fairly  reliable  fashion  by  use  of  x-ra\^  film. 
A large  drop  of  the  duodenal  aspirate  is 
placed  on  each  of  several  pieces  of  x-ray  film 
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and  left  for  periods  of  5,  10,  15  and  30  minutes 
at  room  temperature  before  being  washed  off 
under  the  cold  tap.  When  the  trypsin  con- 
centration is  normal  the  definite  clearing  of 
the  film,  at  least  in  the  rim  around  the  edge 
of  the  drop,  will  be  apparent  within  5 or  10 
minutes.  In  cystic  fibrosis  of  the  pancreas 
there  may  be  little  if  any  clearing  even  after 
an  hour.  The  simple  x-ray  film  test  is  usually 
run  at  the  bed  side  while  the  fluid  is  being 
collected.  It  is  our  practice  to  collect  the 
aspirate  for  a definite  period  of  20  minutes, 
the  volume  of  flow  per  unit  time  being  an  im- 
portant consideration  in  evaluation  of  pan- 
creatic function. 

When,  as  frequently  happens  in  infants 
with  various  debilitating  conditions  other 
than  primary  pancreatic  deficiency,  the  pan- 
creatic flow  appears  to  be  scanty  or  weak  in 
trypsin,  it  is  desirable  to  provide  some  stimu- 
lant to  pancreatic  flow.  Such  a stimulant  is 
secretin  which  is  administered  intraven- 
ously.* I use  a dosage  of  40  clinical  units  per 
square  meter  body  surface.  This  would  be 
about  16  units  at  one  year  of  age.  Other  satis- 
factory stimulants  are  hydrochloric  acid  or 
cream,  administered  through  the  duodenal 
' lumen  of  the  tube.  These  agents  tend  to  con- 
taminate the  subsequent  duodenal  specimen. 
It  is  thus  necessary  to  rinse  out  the  tube  and 
discard  the  aspirate  for  a few  minutes  before 
collection  of  the  fluid  for  analysis  is  started, 
i Secretin  is  particularly  effective  in  produc- 
tion of  volume  flow  and  alkali.  The  alkali 
values  seems  to  be  less  reliable  with  use  of 
[ hydrochloric  acid  or  cream.  In  cystic  fibrosis 
of  the  pancreas,  the  volumes,  alkali  and 
enzymes  are  very  scanty  in  the  typical  case. 

Another  means  of  evaluation  of  pancreatic 
I function  is  the  vitamin  A absorption  test.  The 
: average  rise  of  the  blood  vitamin  A level  in 
15  control  infants  was  to  values  between 
200  and  300  micrograms  per  hundred  cc. 
i serum.  In  cystic  fibrosis  of  the  pancreas, 
I when  no  pancreatin  is  given,  the  curve  is  flat. 
I When  pancreatin  is  given  along  with  the  fish 
: liver  source  of  vitamin,  the  average  rise  of 
j the  vitamin  A curve  is  corrected  up  to  within 
1 the  lower  normal  range.  Pancreatin  has  no 
: effect  on  the  curve  in  celiac  disease  because 
i there  is  no  deficiency  of  pancreatic  enzymes. 
. The  vitamin  A test  with  and  without  pan- 

' *(available  from  Lilly  Company) 


creation  can  be  used  to  establish  the  presence 
of  a steatorrhea  which  is  correctable  by  pan- 
creatin. This  makes  a diagnosis  of  pancreatic 
deficiency  and  excludes  celiac  disease. 

Two  cases  of  cystic  fibrosis  of  the  pancreas 
were  found  in  which  the  deficiency  was  not 
complete.  (Gibbs,  et  ah,  J.  Pediat.,  37:320, 
1950).  In  the  first,  the  trypsin  was  low,  but 
not  as  low  as  is  usually  found  in  the  typical 
case.  The  rise  of  vitamin  A was  in  the  low 
normal  range,  which  led  me  to  think  that  this 
was  not  a case  of  cystic  fibrosis  of  the  pan- 
creas-to  my  later  embarrassment.  The  second 
case  had  a low  normal  trypsin  concentration 
in  the  duodenal  drainage  at  8V2  months,  but 
by  14  months  the  trypsin  concentration  was 
very  low  but  still  not  quite  as  low  as  the 
usual  case  of  cystic  fibrosis  of  the  pancreas. 
Here  again,  believing  the  then  current  teach- 
ing that  pancreatic  deficiency  in  this  disease 
was  all  or  none,  I failed  to  prove  the  diag- 
nosis on  the  first  test  on  this  child.  The 
diagnosis  would  probably  not  have  been 
missed  if  the  scanty  volume  of  flow  had  been 
considered  as  we  do  now  in  performance  of 
the  test. 

Therapy  of  cystic  fibrosis  of  the  pancreas 
involves  vigorous  and  timely  but  not  neces- 
sarily continuous  use  of  appropriate  anti- 
biotics. We  have  been  using  mucolytic 
aerosols  of  various  sorts  hoping  to  prevent  or 
alleviate  the  respiratory  complications  by 
keeping  the  mucous  liquified  and  mobilized. 
The  efficacy  of  this  is  yet  to  be  proven.  Nu- 
tritional aspects  of  the  management  are  very 
important.  Something  is  probably  to  be 
gained  by  use  of  pancreatin.  A high  vitamin 
intake,  particularly  vitamin  A,  is  desirable, 
also  a high-protein,  moderately  low-fat  diet. 
The  confusion  regarding  the  efficacy  of  pan- 
creatin arises  from  various  considerations. 
One  rarely  has  the  opportunity  to  demon- 
strate the  effect  of  pancreatin  alone  because 
there  is  usually  the  necessity  of  applying  anti- 
biotics to  treat  the  pulmonary  complications. 
An  exception  was  an  infant  of  the  age  of  6 
weeks  who  had  lost  weight  since  birth.  When 
pancreatic  enzymes*  were  started,  the  infant 
gained  approximately  400  grams  in  18  days. 
(Gibbs,  Maryland  State  Med.  J.,  2:644,  1953). 
She  had  several  episodes  of  respiratory  infec- 
tion each  year  which  were  handled  by  short 
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courses  of  antibiotic.  Most  of  the  time  she 
was  completely  asymptomatic  and  had  a good 
state  of  nutrition  at  the  age  of  3 years.  She 
had  a typical  salt-deficiency  episode  in  her 
second  summer,  which  helps  confirm  the  diag- 
nosis. In  numerous  other  instances  a strik- 
ing weight  gain  has  accompanied  the  institu- 
tion of  pancreatin  therapy  but  the  concomit- 
ant use  of  antibiotics  prevents  the  clear 
interpretation  of  the  results.  An  adequate 
dosage  of  good  quality  pancreatin  must  be 
used,  I use  a concentrated  pancreas  powder, 
ranging  from  an  eighth  of  a teaspoon  to  one 
teaspoon  per  meal  varying  with  the  age.  In 
an  experiment  on  a pancreatic-duct  ligated 
dog  receiving  evaporated  milk,  concentrated 
pancreas  powder  from  two  different  sources* 
decreased  the  stool  fat  excretion  by  50%.  A 
good  pancreas  powder  is  described  as  a “con- 
centrated pancreatin.”  The  USP  standards 
for  pancreatin  made  many  years  ago  are  ob- 
solete, and  should  be  revised.  A satisfactory 
pancreas  powder  today  has  enzyme  concen- 
tration of  3 to  6 times  the  USP  standard. 

Treatment  of  the  nutritional  deficiency, 
however,  does  not  eliminate  the  respiratory 
complications  of  the  disease.  The  organism 
found  in  the  lungs  is  usually  a staphylococcus. 
In  some  centers  the  placing  of  all  cases  on 
continuous  medication  with  oxytetracycline 
or  chlortetracycline  has  been  advised.  (Stop- 
pelman,  et  al..  New  England  J.  Med.,  251:759, 
1954).  Whether  this  procedure  is  preferable 
to  vigorous  and  prompt  intermittent  use  of 
various  appropriate  antibiotics  at  times  of 
respiratory  exacerbations  is  debatable.  Of 
some  help  in  choosing  the  proper  antibiotic 
is  the  use  of  sensitivity  tests.  In  treatment  of 
these  children,  we  tend  eventually  to  run  out 
of  antibiotics.  As  an  example  of  a particularly 
difficult  case,  one  infant  was  first  seen  at 
about  9 months.  For  about  a year  and  a half 
this  child  had  almost  continuous  dosage  of 
various  antibiotics  including  bacitracin  by 
aerosol,  neomycin  by  aerosol  and  erythromy- 
cin orally.  A mucolytic  agent  was  given  three 
times  a day  by  aerosol  with  use  of  an  electric 
pump  at  home. 

As  to  prognosis,  the  best  that  can  be  said 
now  is  that  there  are  certain  cases  which 
have  only  a relatively  mild  tendency  to  the 
respiratory  complications.  With  some  help 
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nutritionally,  and  with  antibiotics  given  fon 
their  occasionally  respiratory  infections,  it 
would  seem  now  that  some  of  these  children 
should  grow  up  into  adult  life.  In  struggling 
with  the  more  difficult  cases,  we  at  least 
learn  methods  by  which  we  can  effect  a more 
significant  prolongation  of  the  lives  of  mild 
cases.  There  is  probably  no  need  to  prescribe 
pancreas  powder  in  those  rare  cases  where 
the  pancreatic  deficiency  is  incomplete  and 
digestion  is  relatively  normal. 

There  is  a possibility  that  in  some  cases, 
where  pancreatic  deficiency  is  diagnosed  and 
no  tendency  to  pulmonary  difficulties  ap- 
pears, the  disease  may  be  an  entity  other  than 
cyctic  fibrosis  of  the  pancreas.  It  may  be  only 
a hypoplasia  of  the  pancreas  or  a mechanical  i 
occlusion  of  the  pancreatic  ducts.  (Freuden- 
berg,  Annales  Paediatrici,  183:321,  1954). 

Pancreatic  deficiency  is  of  significance  in 
another  connection.  (Williams,  J.A.M.A.,  153:- 
1280,  1953).  A condition  which  Nelson  calls  , 
“the  most  prevalent  and  serious  nutritional  ! 
disturbance  in  the  world  today.”  In  Africa  ; 
this  condition  is  called  “Kwashiorkor.”  It  is  | 
caused  by  dietary  deficiency  of  protein,  these 
infants  being  fed  on  kaffir  corn  when  milk  is 
unavailable.  In  this  condition  a failure  of 
pancreatic  juice  further  aggravates  the  nu- 
tritional deficiency.  These  infants  also  have 
a fatty  infiltration  and  later  cirrhosis  of  the 
liver.  The  pancreatic  deficiency  is  reversible,  1 
and  health  can  be  restored  if  protein  is  pro-  • 
vided  as  in  form  of  casein.  A similar  condition  i 
has  been  reported  from  South  America  and  I 
also  from  central  Europe.  (Gomez,  et  al.. 
Pediatrics,  13:548,  1954).  A similar  problem 
probably  concerns  us  locally  at  times. 
Davison  suggested  that  a transient  pancreatic 
deficiency  occurs  during  the  immediate  post- 
acute phase  of  diarrheal  disturbances.  (Davi- 
son, J.  Pediat.,  21:727,  1942).  In  my  own  ex- 
perience, this  has  been  a very  real  entity 
which  has  taught  caution  in  diagnosing  per- 
manent pancreatic  deficiency  in  severly  mal- 
nourished infants. 

Jaundice  in  early  infancy  is  common. 
Usually  it  is  icterus  neonatorium  which  prob- 
ably represents  a combination  of  factors, 
mainly  immaturity  of  the  liver,  and  destruc- 
tion of  fetal  hemoglobin.  More  rarely  the 
jaundice  is  due  to  erythroblastosis  fetalis, 
hepatitis,  sepsis  and  various  other  causes.  In 
a jaundice  which  tends  to  increase  over  a 
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period  of  several  weeks,  a condition  of  con- 
genital atresia  of  the  bile  ducts  may  be 
present.  The  biliary  obstruction  may  be  in- 
trahepatic  atresia  or  extrahepatic  atresia.  The 
extrahepatic  atresias  are  amenable  to  surgery 
but  there  is  approximately  a 70%  mortality 
even  of  these.  (Kiesewetter,  et  ah,  Pediatrics, 
15:149,  1955). 

A serious  problem  in  older  children  is 
ulcerative  colitis,  recent  studies  have  em- 
phasized the  importance  of  psychic  factors  in 
the  etiology  of  this  disease.  (Lagercrantz, 
Acta.  Paed.,  75:89,  1949).  Other  workers  have 
felt  that  allergy  is  a major  cause.  (Rowe,  et 
ah,  J.A.M.A.,  156:1220,  1954).  There  is  no 
doubt  that  food  allergies  do  perpetuate  a 
diarrhea  at  least  similar  to  ulcerative  colitis 
in  certain  instances.  The  probability  of  later 
carcinomatous  degeneration  of  the  ulcerative 
colitis  is  of  special  importance  in  the  young 
patient.  (Bargen,  Gastroenterology,  12:515, 
1949). 

A classical  example  of  the  gradual  unfold- 
ing of  knowledge  in  a certain  field  as  the  re- 
sult of  the  contributions  of  a large  number  of 
workers  over  a long  period  is  that  of  mega- 
colon. (Tiffin,  et  ah.  Am.  J.  Dis.  Child.  59:- 
1071,  1940).  (Zuelzer,  et  ah.  Am.  J.  Dis.  Child., 
75:40,  1948).  The  form  known  as  aganglionic 
megacolon  or  Hirschsprung’s  disease  is  a con- 
dition in  which  the  myenteric  plexus  of 


Meisner-Auerback  is  lacking,  usually  in  a 
portion  of  the  distal  part  of  the  large  bowel. 
With  the  knowledge  that  the  distal  undilated 
segment  of  bowel  was  the  one  lacking  in 
ganglion  cells,  and  thus  lacking  in  peristaltic 
propulsive  action,  realization  came  that  this  is 
the  abnormal  part  of  the  bowel.  Removal  of 
this  aganglionic  undilated  distal  segment  in 
a pull-through  operation  as  devised  by  Swen- 
son has  proven  highly  successful.  (Swenson, 
Am.  J.  Surg.  86:497,  1953).  In  this  pull-through 
operation  the  anal  sphincter  is  preserved. 
Another  form  of  megacolon,  however,  must 
be  differentiated  from  this  Hirschsprung’s 
disease.  This  is  the  psychogenic  megacolon. 
In  this  disease  the  dilatation  goes  all  the  way 
to  the  anus.  Stool  is  usually  found  in  the 
rectal  ampulla  and  fecal  soiling  with  soft 
stool  is  common.  The  treatment  for  this  con- 
dition is  medical  and  psychotherapeutic. 
(Garrard,  et  ah,  Pediatrics,  10:476,  1952).  In 
fluoroscopic  study  of  megacolon  it  is  wise  to 
remind  the  roentgoenologist  to  perform  the 
barium  enema  by  the  Neuhauser  technique. 
By  this  technique,  a small  amount  of  barium 
mixture  is  trickled  into  the  anus  under  fluoro- 
scopic observation  with  an  attempt  to  see  the 
beginning  of  a dilated  segment  proximal  to 
the  constricted  segment.  If  the  bowel  is 
blown  up  with  barium  in  the  routine  fashion, 
this  finding  will  be  obscured.  (Swenson,  et 
ah.  Pediatrics,  4:201,  1949). 


G.  L.  HICKMAN,  M.D. 

1879-1955 

Dr.  G.  L.  Hickman,  located  for  more  than  forty  years  at  Bryant,  passed  away  at 
his  home  early  in  June. 

Dr.  Hickman  was  born  at  Galena,  Illinois,  January  7,  1879  and  came  to  South 
Dakota  in  1881  when  his  family  located  in  Brown  County  near  Aberdeen. 

He  attended  Northern  States  Teacher’s  College,  taught  school  three  years  and 
then  took  his  medical  training  at  the  University  of  Illinois.  He  graduated  in  1909  and 
located  in  Bryant  in  1913. 

Dr.  Hickman  was  an  honorary  member  of  the  South  Dakota  State  Medical  Asso- 
ciation. 
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Among  the  many  fine  congratulatory  let- 
ters I have  received  since  assuming  the  presi- 
dency of  the  SDSMA  is  one  in  which  all 
members  should  be  interested,  especially  the 
older  men. 


“Dear  Old  Friend  and  Doctor: 


Noted  in  the  report  of  the  74th  annual 
meeting  of  the  South  Dakota  State  Medical 
Assn,  that  you  are  now  President  of  the  Asso- 
ciation. I wish  to  send  my  congratulations  to 
you. 

It  is  just  50  years  ago  that  the  undersigned 
was  made  President  of  this  same  Association. 

What  wonderful  changes  have  taken  place  in 
that  space  of  time,  not  only  along  medical,  sur- 
gical and  research  lines  but  also  in  transporta- 
tion as  well,  which  are  very  important  to  the 
patient  as  well  as  the  physician.  I recall  that 
in  1905,  the  year  I was  making  calls  on  a motor- 
cycle (Dr.  Bobb  had  the  first  motorcycle  and 
the  first  automobile,  a Stanley  Steamer,  which 
appeared  in  the  Mitchell  territory).  I was 
lucky  not  to  break  my  neck  but  I did  fall  from 
my  motorcycle  and  received  a badly  sprained 
knee,  just  before  I had  to  preside  at  the  meet- 
ing of  the  SDSMA  at  Redfield.  How  well  I 
do  recall  how  the  doctors  at  Mitchell  helped  me  on  the  train  and  then  Dr.  Crane  of 
met  us  at  the  depot  with  his  Cadillac,  with  the  door  in  the  back,  and  took  me  around 
everything  came  out  fine. 


Redfiel 
so  tha 


Well,  again  congratulations  and  best  wishes  for  a successful  year. 


Sincerely, 


Dr.  B.  A.  Bobb 


1074  Norumbega  Drive 


Monrovia,  California” 


Dr.  B.  A.  Bobb  was  one  of  the  great  pioneers  in  medicine  and  surgery  in  this  area.  He  w^ 
the  type  of  a surgeon  who  did  everything  in  his  power  to  help  the  younger  doctors  become 
success.  He  served  this  area  long  and  well  and  thousands  of  people  owe  their  liv'^es  to  h 
skillful  fingers.  I salute  him. 


F.  D.  Gillis,  Sr.,  M.D. 
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THE  AMERICAN  ACADEMY  OF 
GENERAL  PRACTICE 


In  1947  family  doctors  were  beginning  to 
appear  in  short  supply  because  of  the  trend 
toward  specialization.  In  1940  only  one  out 
of  every  ten  medical  students  in  this  country 
planned  to  enter  general  practice.  Medical 
schools  were  turning  out  too  many  doctors 
who  planned  to  be  specialists.  The  patient 
who  woke  up  in  the  middle  of  the  night  didn’t 
know  who  to  call.  Too  often,  he  found  his 
specialist  reluctant  to  make  night  calls  or 
take  on  a case  which  might  possibly  be  in 
another  specialist’s  domain. 

To  counteract  the  pendulum’s  swing,  the 
American  Academy  of  General  Practice  was 
organized  in  June,  1947  and  I have  always 
been  proud  of  the  fact  that  I had  a part  as 
one  of  the  founders.  A handful  of  us  met  in 
Atlantic  City  in  a relatively  small  room.  The 
idea  of  a national  organization  for  general 
practitioners  can  be  credited  to  no  one  person. 
It  was  a spontaneous  movement.  First,  we 
drew  up  a constitution  and  set  ourselves 
definite  objectives.  In  non-parliamentary 
language,  the  Academy  strives  (1)  To  promote 
and  maintain  the  highest  standards  of  general 
practice;  (2)  To  encourage  medical  students  to 
become  qualified  family  doctors;  (3)  To  pre- 
serve the  general  practitioner’s  right  to  prac- 
tice medicine  to  the  full  extent  of  his  ability; 
(4)  To  provide  postgraduate  training  oppor- 
tunities for  the  family  doctor;  and  (5)  To  ad- 
vance the  science  of  medicine  and  the  nation’s 
health  and  welfare. 

Remarks  made  by  Dr.  R.  B.  Robins,  Camden, 
Arkansas  at  South  Dakota  Academy  of  General 
Practice  luncheon  in  Mitchell,  S.  D.  Tuesday,  May 
24,  1955. 


The  founders  of  the  Academy  were  de- 
termined that  it  would  be  more  than  just  an- 
other medical  organization.  Its  standards 
would  be  high;  its  program,  an  objective  one. 

I have  never  seen  such  a chain  reaction 
which  occurred.  It  was  an  idea  whose  time 
had  come.  State  and  county  chapters  were 
organized  all  over  this  country.  Today,  the 
Academy  has  around  19,000  members  and  is 
the  second  largest  medical  organization  in 
America. 

How  were  the  objectives  to  be  accom- 
plished? What  accounts  for  the  phenominal 
growth  of  the  Academy?  Well,  there  are,  of 
course,  many  answers. 

First,  the  Academy  set  some  rather  specific 
and  rigid  qualifications  for  membership.  It 
recognized  that  no  doctor  ever  completes  his 
medical  education.  I was  interested  in  a 
classic  remark  made  by  President  Bill  Hilde- 
brand out  at  Los  Angeles  in  March  when  he 
said  and  I quote  “Physicians  must  continue  to 
learn  in  order  that  others  may  live.”  If  a doc- 
tor is  to  keep  up  with  new  progress  and  de- 
velopments, he  must  keep  studying. 

Consequently,  the  Academy,  in  1947,  be- 
came the  first  medical  association  to  require 
continuing  postgraduate  education.  Every 
three  years,  each  member  must  complete  150 
hours  of  accredited  study.  If  he  doesn’t,  he 
loses  his  membership.  Even  today,  the  Acad- 
emy, as  far  as  I know,  remains  the  only  med- 
ical association  requiring  postgraduate  study. 
The  postgraduate  study  requirement  is  de- 
signed solely  for  the  purpose  of  making  every 
member  a better  general  practitioner. 
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The  Annual  Scientific  Assembly  meetings 
of  the  American  Academy  of  General  Practice 
are  primarily  planned  to  tie  in  with  the  post- 
graduate education  program  and  the  scien- 
tific exhibits,  even,  are  hand-picked  to  supple- 
ment the  lecture  program.  I think  those  of 
you  who  have  attended  these  annual  affairs 
will  notice  that  there  are  even  in  the  tech- 
nical exhibit  spaces  no  automobiles,  cig- 
arettes, adding  machines  or  other  displays  of 
questionable  scientific  interest. 

Our  magazine,  called  “GP,”  has  become 
recognized  as  one  of  the  outstanding  medical 
publications.  It  is  a colorful,  useful  magazine 
— designed  for  the  family  doctor.  It  is  the 
only  medical  publication  which  pays  for 
scientific  articles  and  the  men  who  contribute 
articles  are  invited  to  do  so.  I understand  that 
the  publication  committee  decides,  often  a 
year  ahead  of  time,  what  articles  they  would 
like  to  have  and  what  subjects  should  be 
treated.  As  soon  as  specific  topics  are  selected, 
it  is  the  medical  editor’s  job  to  find  an  author 
who  has  the  necessary  knowledge  plus  the 
ability  to  write.  I am  told  that  more  than 
85%  of  GP’s  articles  are  written  on  assign- 
ment in  this  manner. 

More  than  4,000  physicians  in  this  country 
who  are  not  members  of  the  Academy  sub- 
scribe to  GP  magazine  which,  to  me,  is  a 
fine  testimonial  to  the  value  of  the  magazine. 

I want  to  call  your  attention  to  the  fact  that 
the  Academy  is,  in  my  opinion,  doing  a fine 
job  in  public  relations.  The  Academy  head- 
quarters office  in  Kansas  City  has  become  an 
information  center  and  is  being  used  exten- 
sively by  the  leading  science  writers  in  ob- 
taining information  for  excellent  lay  mag- 
azine articles  which  are  appearing  from  time 
to  time  in  various  magazines. 

May  I call  your  specific  attention  to  the  re- 
cent article  in  Reader’s  Digest  (Feb.  issue)  by 
Paul  De  Kruif  entitled  “Family  Doctor  — 
Model  1955.”  As  you  remember  the  article 
happened  to  mention  that  anyone  who  needed 
a family  doctor  who  was  a member  of  the 
American  Academy  of  General  Practice  could 
obtain  a list  of  Academy  members  in  his  or 
her  community  by  simply  writing  the  head- 
quarters office  in  Kansas  City. 

Ten  days  after  this  issue  was  mailed  to 
subscribers  and  appeared  on  the  newsstands, 
letters  began  to  pour  into  the  Kansas  City 


office  at  the  rate  of  500  a day.  The  letters  | : 
asked  “Where  can  I get  a family  doctor?”  “Is  | ! 
my  family  doctor  a member  of  the  Academy?”  ■ 
It  is  estimated  that  before  it  is  over  they  will  i , 
receive  at  least  100,000  letters  as  a result  of  ; 
the  De  Kruif  article.  These  inquiries  have  al-  ; 
ready  cost  the  Academy  more  than  $9,000  in  \ 
postage,  printing  and  clerical  help. 

An  unusual  letter  arrived  at  the  headquar- 
ters  office  recently  from  a member  of  the  i 
Academy  in  New  Jersey.  The  doctor  asked  i 
that  his  name  be  removed  from  the  list  being 
sent  out  in  response  to  inquiries  in  his  own 
neighborhood,  because  he  had  received  so 
many  patients  that  he  was  unable  to  take 
care  of  them.  Certainly  here  is  one  well 
satisfied  member. 

Today’s  general  practitioner,  or  family  doc- 
tor, is  a highly  trained  physician.  He  can 
properly  care  for  85%  of  all  illnesses  and  is 
capable  of  knowing  where  to  refer  the  re- 
maining 15%.  He  delivers  76%  of  the  babies, 
he  cares  for  75%  of  the  children  and  he  prob- 
ably does  more  than  60%  of  all  surgery  in 
this  country. 

The  American  Academy  of  General  Prac- 
tice has  created  a renaissance  in  general  prac- 
tice in  America.  The  organization  today 
stands  strong,  confident  and  secure,  with  a 
future  of  opportunity  perhaps  unmatched  in 
the  history  of  medicine.  In  every  phase  of 
its  activity  it  has  achieved  marked  progress. 
The  fire  from  its  torch  has  lighted  the  shores 
of  lands  across  the  ocean.  Its  example  has 
now  been  copied  in  England,  Canada,  Aus- 
tralia, New  Zealand,  Holland  and  South 
Africa.  Similar  organizations  have  been 
created  in  these  countries. 

Credit  for  this  organization’s  rapid  and  re- 
markable progress  goes  to  many  individuals, 
but  let  me  tell  you  that  much  of  the  credit 
for  the  success  and  development  of  it  is  due  I 
to  the  loyal,  efficient  and  skillful  leadership  \ 
of  its  Executive  Secretary,  Mr.  Mac  F.  Cahal.  ( 
We  are  all  amazed  and  highly  pleased  with  ‘ 
the  brilliance  and  creative  genius  of  this  fine  i 
layman  in  American  medicine. 

In  conclusion,  let  me  say  that  the  Academy 
has  made  real  and  important  contributions  to 
our  nation’s  health  and  welfare.  It  will  con- 
tinue its  positive  program  and  search  out 
every  opportunity  to  be  of  further  service. 
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Events  have  happened  so  rapidly  in  regard 
to  the  Salk  vaccine  program  that  it  is  dif- 
ficult to  find  authentic  published  information 
that  gives  a clear  picture  which  includes  the 
new  standards  set  up;  results  of  tests  of  re- 
leased vaccine;  what  changes,  if  any  have 
been  made  in  the  production  of  the  vaccine, 
and  other  matters  of  interest  both  to  the  med- 
ical profession  and  to  the  public. 

Very  little  has  been  published  in  the  Jour- 
nal of  the  American  Medical  Association  in 
recent  weeks.  This  is  explained  in  an  editorial 
column  under  the  heading  “A  status  report 
on  poliomyelitis  vaccine”  by  the  A.M.A.  Board 
of  Trustees  found  in  the  May  28,  1955  issue. 
It  gives  details  in  regard  to  the  part  that  has 
been  played  by  the  A.M.A.  in  the  Salk  vaccine 
program  including; 

January  10.  1955.  The  National  Foundation 
of  Infantile  Paralysis  called  a conference  of 
representatives  of  several  organizations  in- 
cluding the  A.M.A.  Its  purpose  was  the  con- 
sideration of  a nationwide  administrative 
policies  for  the  1955  poliomyelitis  program 
and  dealt  primarily  with  children  in  the  first 
and  second  grades  and  in  the  1954  field  trial 
groups  who  did  not  receive  the  vaccine. 

February.  The  association  was  approached 
with  the  proposal  that  it  co-sponser  a closed 
circuit  television  program  on  the  Salk  vaccine, 
the  date  of  which  was  not  certain.  The  sug- 
gestion was  made  that  before  the  results  of 
the  field  trials  were  announced  the  Associa- 
tion be  authorized  to  examine  them  and  sit 
in  with  the  members  of  the  foundation  who 
were  evaluating  them.  This  was  agreed  to 
and  representatives  appointed,  but  on  March 
23rd  the  Association  was  informed  there 
would  be  no  preview.  The  A.M.A.  withdrew 


any  co-sponsorship  because  of  lack  of  knowl- 
edge of  what  the  result  of  the  evaluation  or 
the  data  providing  the  basis  for  the  announce- 
ment would  be. 

April  12.  Representatives  were  present  at 
the  announcement  in  Ann  Arbor.  The  Fran- 
cis report  presented  on  that  date  was  the  first 
information  of  the  results  of  the  field  trial. 

Since  that  time  there  has  been  no  com- 
munication from  the  National  Foundation. 
As  soon  as  the  factual  information  is  available 
with  respect  to  the  recent  promulgation  of 
minimum  standards  for  the  licensing  of 
manufactures  producing  the  Salk  antipolio- 
myelitis vaccine  and  the  extent  of  production 
under  these  circumstances,  it  will  be  pub- 
lished in  the  journal. 

An  article  by  T.  E.  Boyd,  “Approaches  to 
prevention  of  poliomyelitis”  published  in  the 
New  York  State  Journal  of  Medicine,  June 
1,  1955,  p.  1593,  gives  a good  review  of  the  re- 
search projects  and  discoveries;  live  virus 
vaccine;  inactivated  virus  vaccine  treatment 
by  formalin  and  by  ultraviolet,  etc. 

It  is  interesting  to  note  that  in  1935  the  only 
serious  attempts  at  human  vaccination  were 
terminated  in  the  same  year  because  of  para- 
lytic attacks  occurring  in  12  subjects  shortly 
after  the  vaccines  were  given.  The  recent 
optimistic  attitude  of  research  workers  to- 
ward human  vaccination  is  due  to  a strong 
presumptive  evidence,  previously  lacking  to 
justify  a trial  vaccination  on  a scale  necessary 
to  yield  a decisive  result;  and  to  the  newly 
acquired  knowledge  and  technics  that  have 
facilitated  the  preparation  of  vaccines  and 
preliminary  testing  of  them  to  establish  the 
suitability  for  a final  trial. 

Most  people  before  reaching  maturity  ex- 
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perience  infection,  usually  subclinical  and 
harmless  by  one  or  more  of  the  three  known 
virus  types  and  in  consequence  develop  anti- 
body against  the  infecting  type  or  types.  In 
clinical  cases  the  antibody  is  already  present 
by  the  time  the  disease  can  be  recognized. 
Paralysis  may  appear  and  grow  progressively 
worse  in  the  presence  of  the  antibody.  Serum 
antibody  has  no  effect  on  virus  that  has  al- 
ready invaded  the  central  nervous  system. 
The  question  is  whether  or  not  serologic  im- 
munity connotes  practical  immunity  in  the 
sense  of  resistance  to  paralytic  infection.  The 
outlook  for  inactivated  vaccines  will  be 
clearer  when  the  results  of  the  current  field 
trial  are  adequately  analysed. 

Dr.  A.  Sabin,  now  on  the  staff  of  the  Chil- 
dren’s Hospital  Research  Foundation  of  the 
University  of  Cincinnati  College  of  Medicine 
who  has  been  subsidized  by  the  National 
Foundation  for  over  10  years  has  been  carry- 
ing on  research  in  the  use  of  serum  for  long 
lasting  immunization  against  polio  thru  the 
use  of  live  virus. 

The  Argus-Leader,  May  4,  1955  gives  an  ac- 
count of  experiments  conducted  with  30 
volunteers,  all  reformatory  prisoners  aged 
21-30  years  of  age.  He  states  that  he  used  3 
strains  of  live  polio  virus  and  fed  each  pris- 


oner about  a 50th  part  of  a drop  in  a teaspoon 
full  of  milk.  They  developed  virus  blocking 
antibodies  and  did  not  show  symptoms  of 
polio.  It  was  not  known  how  long  the  polio  | 
antibodies  would  be  beaten  back  by  the  anti-  ; 
bodies.  Much  work  remains  to  be  done  before  j 
it  can  be  said  with  certainty  that  a serum  ! 
taken  by  mouth  is  practical,  and  further  ;; 
studies  are  under  way  to  find  which  of  the  3 
strains  of  virus  is  best. 

Journal  of  the  American  Medical  Associa-  ■■ 
tion  Washington  News  v.  158,  June  4,  1955.  ji 
Information  is  given  about  meetings  held  May  j 
23-25  at  National  Institutes  of  Health  where  ji 
the  statement  was  issued  that  the  mass  in-  !• 
oculations  would  be  resumed  and  full  produc- 
tion of  vaccine  carried  on  and  certain  tests  ' 
would  be  applied  to  lots  already  produced. 
Testing  would  be  more  specific  and  uniform  i 
among  plants  licensed  to  manufacture  the  i 
vaccine.  (From  2 lots  of  Cutter  vaccine  out  ; 
of  88  vaccinated  children  60  contracted  'i 
poliomyelitis).  ;; 

In  connection  with  the  new  standards  the  i 
PHS  announced  that  a new  committee  had 
been  named  to  pass  on  all  lots  of  vaccine  al- 
ready produced  but  not  released,  and  on  all 
future  lots. 

Esther  Howard 

I 

Medical  Librarian  ' 


AMERICAN  MEDICAL  WRITERS'  ASSOCIATION  MEETING,  ST.  LOUIS,  SEPT.  30 

The  12th  annual  meeting,  American  Medical  Writers’  Association,  will  be  held  at  the  Hotel  Jefferson, 
St.  Louis,  Sept.  30,  followed  by  an  Association  sponsored  Workshop  on  Medical  Writing,  Oct.  1.  The 
speakers  for  Sept.  30,  are:  James  E.  Bryan,  Ph.B.,  author  “Public  Relations  in  Medical  Practice”;  Donald  i 
C.  Collins,  M.D.,  Ass’t  Prof,  of  Surgery,  College  of  Medical  Evangelists;  Earl  English,  Ph.D.,  Dean,  School 
of  Journalism,  University  of  Mo.;  Oeveste  Granducci,  B.S.,  Free  Lance  Script  Writer;  Joseph  Garland, 
M.D.,  Editor,  New  England  Medical  Journal;  J.  P.  Gray,  M.D.,  Visiting  Lecturer  on  Medical  Writing 
AMWA;  Elmer  Hess,  M.D.,  President,  American  Medical  Association;  Richard  Hewitt,  M.D.,  Assoc.  Pi'of.  ' 
of  Medical  Writing,  Mayo  Foundation,  University  of  Minn.;  Charles  E.  Lyght,  M.D.,  Editor,  Bulletin  of  ‘ 
AMWA;  Theodore  Peterson,  Ph.D.,  Assoc.  Prof,  of  Journalism,  University  of  111.;  Raymond  C.  Pogge, 
M.D.,  Director  of  Medical  Research,  Wm.  S.  Merrell  Co.;  Dean  F.  Smiley,  M.D.,  Editor,  Journal  of  Medical 
Education;  Harold  Swanberg,  M.D.,  Editor,  Mississippi  Valley  Medical  Journal;  Alan  E.  Treloar,  Ph.D., 
Prof,  of  Biostatistics,  University  of  Minn.;  Lee  D.  Van  Antwerp,  M.D.,  President,  AMWA;  Benjamin  B. 
Wells,  M.D.,  Prof,  of  Medicine,  Creighton  University.  Dr.  Richard  Hewitt  will  serve  as  Coordinator  of 
the  Workshop  on  October  1,  conducted  by. teachers  from  the  new  4 year  collegiate  courses  in  medical 
journalism  and  writing  by  the  AMWA,  — Paul  Fisher,  Ph.D.,  University  of  Mo.,  Stewart  Harral  M.A., 
University  of  Okla.,  Theodore  Peterson,  Ph.D.,  University  of  111. 

All  physicians  and  collegiate  graduates  interested  in  medical  writing,  journalism  or  publishing  are 
cordially  invited  and  urged  to  attend  the  meeting  and  to  become  Association  members.  These  is  NO 
REGISTRATION  FEE  for  attending  the  meeting  but  non-members  will  pay  a $5.00  registration  fee  for 
the  Workshop.  Also  meeting  at  the  Hotel  Jefferson,  Sept.  28-30,  is  the  20th  annual  meeting,  Mississippi 
Valley  Medical  Society,  “the  Midwest’s  Greatest  Intensive  Post-Graduate  Medical  Assembly.”  Write 
Harold  Swanberg,  M.D.,  Secretary,  209-224  W.C.U.  Building,  Quincy,  111.,  for  further  details  of  either  or 
both  meetings. 
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THE  MONTH  IN 

This  Congress  appears  to  have  established 
a record  for  the  introduction  of  medical  leg- 
islation — but  unless  something  unusual  hap- 
pens and  happens  fast  there  will  be  no  record 
set  for  laws  passed. 

With  the  summer  well  along,  the  tentative 
adjournment  just  a few  weeks  off,  Congress 
had  not  yet  revived  its  interest  in  medical 
bills.  Most  of  the  measures  that  were  offered 
in  January  and  February,  to  the  accompani- 
ment of  hopeful  speeches  by  their  sponsors, 
have  been  allowed  to  lie  undisturbed  in  com- 
mittee files.  In  some  cases  hearings  were 
held,  where  persons  and  organizations  vitally 
interested  could  give  enthusiastic  testimony. 
Very  few  bills  indeed  got  farther  than  that  in 
the  first  six  months  of  the  session. 

One  reason  is  the  close  balance  in  Congress, 
and  the  reluctance  of  either  party  to  get  be- 
hind bills  offered  by  the  other,  and  which 
might  have  appeal  to  the  public  in  the  1956 
election  year.  Another  is  worry  over  putting 
the  federal  government  still  deeper  into  the 
red  in  a year  of  prosperity,  if  not  of  boom. 

Also,  key  committees  for  weeks  were  pre- 
occupied with  various  bills  on  Salk  vaccine, 
its  control  and  its  cost  — weeks  when  the 
committees  otherwise  might  have  worked  on, 
and  possibly  reported  out,  other  less  contro- 
versial health  bills.  A specific  example  is  the 
Senate  Labor  and  Walfare  Committee.  This 
committee  was  about  ready  to  report  out  a 
House-passed  bill  for  a national  survey  of 
mental  health  problems  when  it  found  itself 
deeply  mired  in  the  Salk  situation.  The 
mental  health  bill  still  is  likely  to  be  enacted, 
but  the  long  delay  didn’t  help  much. 

Another  bill,  early  in  the  session  regarded 
as  about  certain  of  enactment,  calls  for  the 
establishment  of  a voluntary,  contributory 
system  of  health  insurance  for  federal  civilian 
employees.  After  a year’s  study  of  the  com- 
plications involved,  a special  task  force  pre- 
pared and  made  public  the  administration’s 
program  in  January.  The  expectation  was 
that  a bill  to  carry  out  the  plan  would  be  of- 
fered in  a few  weeks  at  the  most,  and  would 
be  passed  in  a few  months. 

But  it  didn’t  work  out  that  way.  The  ad- 
ministration decided  that  it  couldn’t  press  for 
these  medical  benefits  (U.  S.  would  pay  about 
one-third  of  insurance  premiums)  until  the 
extent  of  a general  U.  S.  pay  raise  had  been 
fixed  by  Congress.  So  it  was  June  before 
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this  U.  S.  employee  health  insurance  bill  was 
even  sent  to  Congress,  and  then  the  adminis- 
tration was  in  no  rush  to  have  it  passed. 

Troubles  also  beset  the  Defense  Depart- 
ment’s bill  to  extend  the  doctor  draft  act  an- 
other two  years.  Although  the  extension  was 
strongly  opposed  by  both  the  American  Med- 
ical Association  and  the  American  Dental 
Association,  the  House  Armed  Services  Com- 
mittee accepted  the  Defense  Department’s 
arguments  and  voted  out  the  bill,  24  to  0. 

Ordinarily  such  a committee  vote  would 
have  sent  the  bill  sailing  on  through  the 
House  and  to  the  Senate.  But  not  this  time. 
Chairman  Howard  Smith  (D.,  Va.)  of  the 
House  Rules  Committee  lectured  the  Armed 
Services  Committee  and  the  Defense  Depart- 
ment for  not  making  an  effort  to  solve  the 
doctor  problem  by  some  other  means.  There 
was  consequently  a delay  before  floor  action 
— not  fatal,  but  a delay. 

Some  bills,  once  considered  important,  were 
effectively  ignored  by  Congress.  One  was  the 
Eisenhower-Hobby  plan  for  reinsurance  of 
health  insurance  groups,  defeated  last  year. 
The  administration  tenaciously  defended  it, 
but  the  committees  weren’t  enough  impres- 
sed to  schedule  hearings  during  the  first  six 
months  of  the  session. 

The  administration  bill  for  federal  guaran- 
tee of  construction  loans  for  hospitals  and 
clinics  stirred  some  Capitol  Hill  interest  but 
no  hearings  have  been  held.  Then  came  all 
the  bills  on  polio  vaccine,  and  this  measure 
also  was  put  on  the  shelf. 

A bi-partisan  bill  for  U.  S.  grants  for  con- 
structing and  equipping  medical  research 
facilities  travelled  about  the  same  course: 
hearings,  a high  degree  of  enthusiasm  from 
medical  researchers,  confidence  that  the  plan 
would  go  through  — then  no  more  action. 

For  a time  Senator  Hill  (D.,  Ala.),  the  key 
Senator  on  health  bills,  was  determined  to 
put  through  his  bill  for  federal  aid  for  build- 
ing medical  schools.  When  hearings  were 
held  the  bill  did  not  appear  to  arouse  oppo- 
sition from  any  quarter,  yet  it  was  pushed 
farther  and  farther  to  the  rear. 

Because  this  is  only  the  first  session  of  the 
84th  Congress,  none  of  these  bills  will  be 
irretrievably  lost  even  if  not  passed  before 
adjournment.  They  hold  whatever  progress 
they  have  made,  and  many  of  them  are  cer- 
tain to  be  important  issues  next  year. 
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AMA  Delegates  Consider 
“Hot”  Subjects  at  Meeting 


Osteopathy,  medical  ethics, 
medical  practices,  intern 
training,  hospital  accredita- 
tion and  polio  vaccine  were 
among  the  major  topics  of 
discussion  by  the  House  of 
Delegates  at  the  American 
Medical  Association’s  104th 
Annual  Meeting  held  June  6- 
10  in  Atlantic  City. 

Elected  unanimously  as 
president-elect  for  the  com- 
ing year  was  Dr.  Dwight  H. 
Murray,  general  practitioner 
of  Napa,  California,  who  has 
been  a member  of  the  A.M.A. 
Board  of  Trustees  for  ten 
years  and  its  chairman  for 
the  past  four  years.  Dr.  Mur- 
ray will  become  president  of 
the  American  Medical  Asso- 
ciation at  the  June,  1956, 
meeting  in  Chicago,  succeed- 
ing Dr.  Elmer  Hess  of  Erie, 
Pa. 

The  Osteopathic  Issue 

The  Reference  Committtee 
on  Medical  Education  and 
Hospitals  submitted  two  re- 
ports after  considering  the 
recommendations  of  the 
Committee  for  the  Study  of 
Relations  Between  Osteo- 
pathy and  Medicine.  The 
minority  report,  which  was 
adopted  by  the  House  of 
Delegates,  said: 

“One  member  of  the  Ref- 
erence Committee  was  com- 


pletely satisfied  that  an  ap- 
preciable portion  of  current 
education  in  colleges  of  osteo- 
pathy definitely  does  con- 
stitute the  teaching  of  ‘cul- 
tist’  healing,  and  is  an  index 
that  the  ‘osteopathic  concept’ 
still  persists  in  current  osteo- 
pathic practice.  Since  he  can- 
not with  good  conscience  ap- 
prove the  recommendation 
that  doctors  of  medicine 
teach  in  oesteopathic  colleges 
where  ‘cultism’  is  part  of  the 
curriculum,  he  respectfully 
makes  the  following  recom- 
mendations to  the  House  of 
Delegates; 

“1)  That  the  report  of  the 
Committee  for  the  Study  of 
Relations  Between  Osteo- 
pathy and  Medicine  be  re- 
ceived and  filed;  and  that  the 
Committee  be  thanked  for  its 
diligent  work,  and  be  discon- 
tinued. 

“2)  That  if  and  when  the 
House  of  Delegates  of  the 
American  Osteopathic  Asso- 
ciation, their  official  policy- 
making body,  may  volun- 
tarily abandon  the  commonly 
so-called  ‘osteopathic  con- 
cept,’ with  proper  deletion  of 
said  ‘osteopathic  concept’ 
from  catalogs  of  their  col- 
leges; and  may  approach  the 
Trustees  of  the  American 
Medical  Association  with  a 


request  for  further  discussion 
of  the  relations  of  Osteopathy 
and  Medicine,  then  the  said 
Trustees  shall  appoint  an- 
other special  committee  for 
such  discussion.” 

The  majority  report  of  the 
reference  committee,  which 
was  rejected  by  the  House, 
made  the  following  recom- 
mendations: 

“Your  Reference  Commit- 
tee after  a study  of  the  report 
of  the  Committee  for  the 
Study  of  Relations  Between 
Osteopathy  and  Medicine  and 
the  study  of  other  evidence 
submitted  is  not  completely 
satisfied  that  the  current 
education  in  colleges  of 
osteopathy  is  free  of  the 
teaching  of  ‘cultist’  healing. 

“In  view  of  the  desire  to 
elevate  the  standards  of 
teaching  in  colleges  of  osteo- 
pathy, your  Reference  Com- 
mittee recommends  approval 
of  the  recommendation  of  the 
Committee  that  doctors  of 
medicine  may  accept  invita- 
tions to  assist  in  osteopathic 
undergraduate  and  post, 
graduate  medical  educational 
programs  in  those  states  in 
which  such  participation  is 
not  contrary  to  the  announ- 
ced policy  of  the  respective 
county  and  state  medical  as- 
sociations. Such  teaching 
services  would  be  ethical. 

“Your  Reference  Commit- 
tee approves  the  recommen- 
dation of  the  Committee  that 
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the  House  of  Delegates  re- 
quest state  medical  associa- 
tions to  assume  the  respon- 
sibility of  determining  the 
relationship  of  doctors  of 
medicine  to  doctors  of  osteo- 
pathy within  their  respective 
states  or  request  their  com- 
ponent county  societies  to  do 
so. 

“Your  Reference  Commit- 
tee recommends  that  a com- 
mittee be  appointed  at  the 
discretion  of  the  Board  of 
Trustees  to  confer  with  rep- 
resentatives of  the  American 
Osteopathic  Association  con- 
cerning common  or  inter- 
professional problems  on  the 
national  level.” 

Change  in  Medical  Ethics 

The  reference  Committee 
on  Miscellaneous  Business 
dealt  with  ten  resolutions 
concerning  the  dispensing  of 
drugs  and  appliances  by 
physicians.  The  following 
committee  report  was  adop- 
ted by  the  House: 

“A  great  many  individuals 
appeared  before  your  com- 
mittee in  the  interest  of  sev- 
eral resolutions  submitted  to 
it  requesting  amendment  to 
or  deletion  of  Chapter  I,  Sec- 
tion 8 of  the  Principles  of 
Medical  Ethics,  and  the  bulk 
of  your  committee’s  time  was 
spent  on  this  very  important 
and  complex  matter. 

“Your  committee  recom- 
mends deletion  of  Section  8, 
Chapter  I of  the  Principles 
of  Medical  Ethics  which  now 
reads: 

'OWNERSHIP  OF  DRUG- 
STORES AND  DISPENSING 
OF  DRUGS  AND  APPLIANCES 
BY  PHYSICIANS 

‘Sec.  8.  • — It  is  unethical  for 
a physician  to  participate  in 
the  ownership  of  a drugstore 
in  his  medical  practice  area 
unless  adequate  drugstore 


facilities  are  otherwise  un- 
available. This  inadequacy 
must  be  confirmed  by  his 
component  medical  society. 
The  same  principle  applies 
to  physicians  who  dispense 
drugs  or  appliances.  In  both 
instances,  the  practice  is  un- 
ethical if  secrecy  and  coer- 
cion are  employed  or  if  fi- 
nancial interest  is  placed 
above  the  quality  of  medical 
care.  On  the  other  hand, 
sometimes  it  may  be  advis- 
able and  even  necessary  for 
physicians  to  provide  certain 
appliances  or  remedies  with- 
out profit  which  patients  can 
not  procure  from  other  sour- 
ces.’ 

“Your  committee  recom- 
mends that  the  following  be 
substituted  in  lieu  thereof: 

'DISPENSING  OF  DRUGS 
AND  APPLIANCES  BY 
PHYSICIANS 

‘Sec.  8.  — It  is  not  unethical 
for  a physician  to  prescribe 
or  supply  drugs,  remedies,  or 
appliances  as  long  as  there 
is  no  exploitation  of  the  pa- 
tient.’ ” 

Medical  Practices  Committee 
Report 

The  Reference  Committee 
on  Insurance  and  Medical 
Service,  which  considered 
two  Board  of  Trustees  re- 
ports on  the  Report  of  the 
Committee  on  Medical  Prac- 
tices, recommended  endorse- 
ment of  the  Board’s  principal 
conclusions  and  recommen- 
dations. The  House  of  Dele- 
gates, however,  adopted  a 
substitute  motion  postponing 
action  until  next  December. 
The  motion  also  called  for 
distribution  of  the  entire  re- 
port of  the  Committee  on 
Medical  Practices  to  all  dele- 
gates, so  that  they  can  study 
it  carefully  before  the  1955 
Clinical  Meeting  in  Boston. 


Hospital  Accreditation 

The  same  reference  com- 
mittee considered  six  resolu- 
tions on  hospital  accredita- 
tion and  presented  the  fol- 
lowing statement  which  was 
adopted  by  the  House: 

“Your  reference  committee 
has  reviewed  all  these  resolu- 
tions which  in  principle  are 
similar  and  apparently  re- 
flect a widespread  dissatis- 
faction with  the  present  func- 
tioning of  the  Joint  Commis- 
sion on  the  Accreditation  of 
Hospitals,  possibly  from  bi- 
lateral misunderstandings. 
Therefore,  your  reference 
committee  recommends  that 
the  Speaker  of  the  House  of 
Delegates  be  requested  to  ap- 
point a special  committee  to 
review  the  functions  of  the 
Joint  Commission  on  the  Ac- 
creditation of  Hospitals  to 
consist  of  seven  members, 
none  of  whom  shall  be  mem- 
bers of  the  Council  on  Med- 
ical Education  and  Hospitals 
or  the  Joint  Commission  on 
the  Accreditation  of  Hos- 
pitals. This  special  commit- 
tee should  be  instructed  to 
make  an  independent  study 
or  survey  and  report  its  find- 
ings and  recommendations  to 
the  House  of  Delegates  at  the 
next  annual  meeting.  All 
physicians  and  hospitals  are 
urged  to  pass  on  to  this  spec- 
ial committee  any  observa- 
tions or  suggestions  concern- 
ing the  functioning  of  the 
Joint  Commission  on  the 
Accreditation  of  Hospitals.” 

Polio  Vaccine 

The  House  passed  three 
resolutions  suggested  by  the 
Reference  Committee  on  Hy- 
giene, Public  Health  and  In- 
dustrial Health  in  connection 
with  discussion  of  the  Salk 
polio  vaccine  and  the  intro- 
duction of  new  methods  in 
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the  treatment  of  prevention 
of  disease. 

The  first  resolution  re- 
affirmed “confidence  in  the 
established  methods  of  an- 
nouncing new  and  possibly 
beneficial  methods  in  the 
treatment  and  prevention  of 
disease”  and  also  reaffirmed 
“the  need  for  the  presenta- 
tion of  reports  on  medical  re- 
search before  established 
scientific  groups,  allowing 
free  discussion  and  criticism, 
and  the  publication  of  such 
reports,  including  methods 
employed  and  data  acquired 
on  which  the  results  and  con- 
clusions are  based,  in  recog- 
nized scientific  publications.” 

The  second  resolution  in- 
cluded the  following  policy 
statements: 

“Resolved,  That  the  Amer- 
ican Medical  Association  go 
on  record  as  disapproving  the 
purchase  and  distribution  of 
the  Salk  polio  vaccine  by  any 
agency  of  the  federal  govern- 
ment except  for  those  unable 
to  procure  it  for  themselves 
and  that  such  necessary  fed- 
eral funds  therefore  be  allo- 
cated to  the  various  proper 
state  agencies  for  such  pur- 
pose; and  be  it  further 

“Resolved,  That  the  Amer- 
ican Medical  Association  urge 
the  Congress  of  the  United 
States  to  allow  the  Salk  polio 
vaccine  to  be  produced,  dis- 
tributed and  administered  in 
accordance  with  past  proce- 
dures on  any  new  drug  or 
vaccine.” 

The  third  resolution  com- 
mended Dr.  Salk  as  follows: 

“Whereas,  The  physicians 
of  this  country  recognize  the 
great  scientific  achievement 
in  isolating  and  perfecting  a 
vaccine  for  the  prevention  of 
poliomyelitis  by  Dr.  Jonas 
Salk;  and 


“Whereas,  This  vaccine  is 
now  being  used  to  prevent 
poliomyelitis  among  many  of 
our  children;  therefore  be  it 

“Resolved,  That  the  House 
of  Delegates  express  its  pro- 
found gratitude  to  Dr.  Salk 
and  its  admiration  for  his 
monumental  contribution  to 
medical  science.” 

Miscellaneous  Actions 

Among  a large  number  of 
actions  on  a wide  variety  of 
subjects,  the  House  of  Dele- 
gates also: 

Commended  the  “Medic” 
television  program; 

Reaffirmed  its  previous 
recommendation  that  the 
United  States  withdraw  from 
the  International  Labor  Or- 
ganization; 

Approved  the  Headquar- 
ters Survey  Report,  which 
included  the  statement  that 
“the  only  public  relations 
program  of  any  permanent 
value  is  the  private  and  pub- 
lic relations  of  the  individual 
doctor”; 

Expressed  regret  that  the 
Hoover  Commission  saw  fit 
to  alter  or  eliminate  some  of 
the  recommendations  of  its 
Medical  Task  Force; 

Reaffirmed  its  opposition 
to  extension  of  the  Doctor 
Draft  Law; 

Recommended  the  creation 
of  an  A.M.A.  Committee  on 
Geriatrics; 

Warned  against  the  danger 
embodied  in  state  legislative 
proposals  designed  to  re- 
strict the  entire  field  of 
visual  care  to  the  profession 
of  optometry. 


MEDICAL  EXECS 
TALK  BUSINESS 
AT  AMA  MEET 

The  Medical  Society  Execu- 
tives Conference,  made  up 
of  more  than  200  national. 


state,  and  county  executive 
secretaries,  met  in  Atlantic 
City  on  the  Saturday  prior  to 
meetings  of  the  AMA. 

In  order  to  discuss  prob- 
lems common  to  the  type  of 
medical  society,  the  confer- 
ence broke  up  into  four  dis- 
cussion groups. 

The  small  states  group, 
which  was  attended  by  John 
C.  Foster,  South  Dakota’s 
executive-secretary,  discus- 
sed legislation,  journal  ad- 
vertising, exhibits,  retire- 
ment plans,  records,  etc.  The 
meeting  ended  with  the  elec- 
tion of  M.  C.  Smith  of  Ne- 
braska as  conference  presi- 
dent. 


CIVIL  DEFENSE 
CONFERENCE 
WELL  ATTENDED 

Well  over  two  hundred 
members  of  the  medical  pro- 
fession and  ancillary  groups 
attended  the  national  med- 
ical civil  defense  conference 
in  Atlantic  City  on  June  4th. 

Appearing  on  the  program 
were  Senator  Estes  Kefauver; 
Frank  Schade,  M.D.,  Los 
Angeles  County  Medical  As- 
sociation; John  Whitney, 
M.D.,  Health  Div.  Federal 
Civil  Defense  Administra- 
tion; Col.  J.  R.  Schaeffer, 
U.  S.  Army;  Dr.  L.  E.  Burney, 
U.S.P.H.S.;  Simon  Kensman, 
Ph.D.,  Chief  Radiological 
Health  Training,  Taft  En- 
gineering Center;  and  Gen- 
eral J.  P.  Cooney,  Deputy- 
Surgeon,  U.  S.  Army;  and 
others. 

Attending  from  South  Da- 
kota were  A.  A.  Lampert, 
M.D.,  Rapid  City,  A.  P.  Red- 
ing, M.D..  Marion,  and  John 
C.  Foster,  Sioux  Falls. 
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NEWS  NOTES 
Dr.  Lloyd  Cramer.  Hot 

Springs,  V.  A.  Hospital,  re- 
tired after  26  years  of  con- 
tinuous service  in  the  one 
location.  During  this  time  he 
seemed  in  every  medical 
capacity  from  sick  call  doc- 
tor to  chief  medical  officer. 

^ ^ 

Dr.  W.  R.  Kilpatrick, 

Huron,  has  been  named  a 
diplomate  of  the  American 

Board  of  Ophthalmology. 

❖ ^ ❖ 

Dr.  Wayne  Shaw,  formerly 
at  Canova,  has  established 

practice  at  Howard,  S.  D. 

^ ^ 

Dr.  Joseph  Tschetter,  for 

many  years  at  Huron,  has 
established  an  E.E.N.T.  prac- 
tice at  Whitehall,  Wisconsin. 
* * * 

Mrs.  C.  Rodney  Stoltz, 

Watertown,  has  been  selec- 
ted National  AM  A Auxiliary 
Chairman  for  “Today’s 
Health.”  Mrs.  Stoltz  was 
president  of  the  South  Da- 
kota Auxiliary  in  1953-54. 

^ ^ ^ 

Mrs.  A.  P.  Reding,  Marion, 
was  named  district  chairman 
for  public  relations  for  the 
fourth  time.  Appointment 
was  made  during  the  recent 
AMA  convention. 

❖ ❖ ❖ 

Those  seen  at  AMA  meet- 
ings in  the  early  days  of  the 
week  at  Atlantic  City  were: 

Drs.  A.  P.  Reding,  Marion; 
A.  A.  Lampert,  Rapid  City; 
R.  G.  Mayer,  Aberdeen; 
Wayne  Geib,  Rapid  City; 
J.  M.  Hamm.  Sturgis;  R.  W. 
Honke,  Wagner;  E.  F.  Kalda, 
Platte;  C.  M.  Kershner, 
Brookings;  R.  S.  Westaby, 
Martin;  C.  A.  Johnson,  Belle 
Fourche;  Edith  Burns,  Sioux 
Falls  and  T.  J.  Billion,  Sioux 
Falls. 


DR.  HUNT  IS 
YANKTON  SPEAKER 

Dr.  Howard  B.  Hunt, 

Omaha  radiologist  spoke  on 
“Radioactive  Iodine  in  the 
Treatment  of  Thyroid  Con- 
ditions” at  the  Yankton  Dis- 
trict Medical  Society  meet- 
ing at  the  Charles  Gurney 
Hotel  in  Yankton  on  June 
15th. 

Forty-eight  members  and 
guests  attended  the  meeting 
at  which  the  state  associa- 
tion’s president.  Dr.  F. 
Daniels  Gillis  of  Mitchell, 
made  his  official  visitation. 

During  the  business  session 
two  new  members.  Dr.  Ster- 
ling Berg,  Tyndall,  and  Dr. 
Frank  James,  Pickstown, 
were  accepted.  Dr.  George 
T.  Jordan  of  Vermillion  was 
given  a Fifty-Year  Club  pin. 


PHYSICAL  MEDICINE 
CONFERENCE  SET 

The  33rd  annual  scientific 
and  clinical  session  of  the 
American  Congress  of  Phys- 
ical Medicine  and  Rehabilita- 
tion will  be  held  August  28  - 
September  2,  1955  inclusive, 
at  the  Hotel  Statler,  Detroit. 

Scientific  and  clinical  ses- 
sions will  be  given  August 
29,  30,  31,  September  1 and  2. 
All  sessions  will  be  open  to 
members  of  the  medical  pro- 
fession in  good  standing  with 
the  American  Medical  Asso- 
ciation. 

In  addition  to  the  scientific 
sessions,  annual  instruction 
seminars  will  be  held.  These 
lectures  will  be  open  to 
physicians  as  well  as  to 
therapists,  who  are  regis- 
tered with  the  American 
Registry  of  Physical  Thera- 
pists or  the  American  Occu- 
pational Therapy  Association. 

Full  information  may  be 


obtained  by  writing  to  the 
executive  secretary,  Dorothea 
C.  Augustin,  American  Con- 
gress of  Physical  Medicine 
and  Rehabilitation,  30  North 
Michigan  Avenue,  Chicago 
2,  Illinois. 


OB-GYN.  BOARD 
ELECTS  CARTER 

The  Part  H Examinations 
of  the  American  Board  of 
Obstetrics  and  Gynecology 
were  held  May  12  through  20 
at  the  Edgewater  Beach 
Hotel  in  Chicago,  Illinois.  387 
candidates  were  examined. 

After  twenty-five  years  of 
continuous  service.  Dr.  Wal- 
ter T.  Dannreuther  was  suc- 
ceeded as  President  of  the 
Board  by  Dr.  F.  Bayard  Car- 
ter. Dr.  Dannreuther  will 
continue  with  the  Board  as 
a member  of  the  Executive 
Committee. 

Applications  for  certifica- 
tion for  the  1956  Part  I Ex- 
aminations are  now  being 
accepted.  Candidates  are 
urged  to  make  such  applica- 
tion as  early  as  possible,  and 
before  October  1,  1955. 


FAMILY  GUIDE 
ON  HEALTH  SET 
FOR  VACATIONS 

VACATIONING,  an  attrac- 
tive, easy-to-read  family 
health  guide  for  vacations  is 
being  made  available  to  the 
general  public  without  charge 
as  a public  service  by  the 
Equitable  Life  Assurance  So- 
ciety of  the  United  States. 
Developed  by  the  Bureau  of 
Public  Health  of  the  Equi- 
table’s Medical  Department, 
the  pocket-sized  booklet  con- 
tains accurate  information 
that  individuals  and  families 
can  use  to  get  the  most  out 
of  their  vacations. 
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MAKE  PLANS  NOW  TO  ATTEND 
THE  ONE  DAY  SESSION 

South  Dakota  Society  of  Internal  Medicine 

Meeting  in  Rapid  City,  September  9,  1955 

Contact  Dr.  E.  T.  Ruud,  Rapid  City 
Medical  Center  for  Program 


All  Interested  Physicians  are  Invited  to  Attend 


You  Won’t  Find  Elephants  in  an  Alley 


but  when  you’re  looking  for  profits... 


(Pectin  and  Kaolin  Compound,  Lilly) 


(Pectin  and  Kaolin  Compound,  Lilly) 


the  fast-growing  prescription  favorite  for  the  control  of 
diarrhea.  ‘Pectocel’  is  a pleasantly  flavored  aqueous 
suspension  containing  pectin,  kaolin,  and  zinc  phenol- 
sulfonate;  it  soothes,  protects,  and  coats  the  inflamed 
intestinal  tract — controls  diarrhea  promptly.  Supplied 
in  pint  and  gallon  bottles.  The  “summer  complaint” 
season  is  at  hand.  Stock  up  now.  Send  your  orders  to  us. 


BROWN  DRUG  COMPANY 


Sioux  Falls,  South  Dakota 
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HAROLD  S.  BAILEY.  PH.D. 
EDITOR 

Division  of  Pharmacy 
Collage  Station,  South  Dakota 
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RAUWOLFIA  AND  HYPERTENSION 
A REVIEW* 

Kenneth  Redman,  Ph.D.** 
Brookings,  S.  D. 


Since  the  dawn  of  history,  man  has  been 
treating  his  ills  and  binding  up  wounds.  Hy- 
pertension, or  above  normal  blood  pressure 
was  undoubtedly  unknown  to  ancient  man 
because  he  seldom  lived  long  enough  to  have 
an  appreciable  incidence  of  the  disease  and 
since  it  has  been  in  only  recent  times  that  a 
satisfactory  method  for  measuring  blood 
pressure  was  devised  in  the  form  of  a wrap- 
around-cuff and  mercury  manometer. 

It  is  estimated  variously  that  from  five  to 
ten  percent  of  the  adult  population  of  the 
United  States  is  afflicted  with  hypertension, 
and  that  one  of  four  individuals  dies  of  com- 
plications of  the  disease.  1 

Hypertension  a Disease 

Physicians  have  known  for  some  time  that 
hypertension  adversely  effects  such  organs 
of  the  body  as  the  brain,  heart,  and  kidneys, 
but  it  has  only  recently  been  emphasized  that 
the  same  measured  diastolic  pressure  may  be 
causing  a rapid  detioration  of  these  organs  in 
one  individual  while  in  another  they  be  quite 
normal.  Blood  pressure  varies  with  age,  sex, 
and  other  factors,  which  should  be  considered 
in  diagnosing  hypertension,  together  with  an 
examination  of  the  retinae,  heart  (electro- 
cardiograms and  X-ray),  and  urine.  In  view 
of  these  and  other  factors.  Master^  has  estab- 
lished a normal  range  and  limit  of  hyperten- 

*Presented  to  the  Pharmaceutical  Institute,  South 
Dakota  State  College,  Brookings,  April  12-13, 
1955. 

**Professor  and  Head  of  the  Department  of  Phar- 
macognosy, Division  of  Pharmacy,  South  Dakota 
State  College. 


sion  for  males  and  females  from  16  to  64  years 
of  age.  The  lower  range  of  hypertension  for  a 
50  year  old  male,  for  instance  is  175  mm.  of 
Hg  systolic  and  106  mm.  of  Hg  diastolic  blood 
pressure. 

Causes,  Treatment,  and  Cure  of  Hyi>er tension 

According  to  Becker  i “the  primary  etiology 
of  high  blood  pressure  in  the  majority  of  cases 
is  yet  unknown.”  He  further  points  out  that 
may  factors  have  been  incriminated,  such  as 
the  kidney  and  the  nervous  system,  “as  have 
psychic  and  hormonal  influences.”  There  is 
no  known  cure  for  hypertension  at  present, 
except  for  one  form  caused  by  tumors  increas- 
ing the  secretion  of  epinephrine  and  related 
hormones.  However,  according  to  the  latest 
concept,  “so-called  ‘hypertension’  becomes 
the  rule,  rather  than  the  exception,  in  women 
over  50  and  in  men  over  60  years  of  age. ”2 

At  present,  the  main  objective  in  the  treat-  ^ 
ment  of  hypertension  is  to  control  the  disease  ' 
by  maintaining  the  diastolic  pressure  at  near 
normal  levels.  An  approach  suggested  by 
Page  and  Taylor^  is  that  “the  treatment  be 
fitted  to  the  rapidity  of  advance  of  cardiovas- 
cular disease.”  Use  drastic  treatment  for 
rapid  advance,  but  perhaps  only  improvement 
of  environmental  factors,  rather  than  drug 
therapy  for  slow  advance. 

Anfihypertensive  (Hypotensive)  Drugs 

Many  of  the  older  antihypertensive  agents, 
ie,  the  nitrites,  nitrates,  xanthines,  and  thio- 
cyanates have  limited  usefulness  because  of 
fleeting  response,  extensive  side  actions,  or 
lack  of  response.  Several  drugs  discarded  as  i 
valueless  or  illogical  have  been  restudied 


— 250  — 


JULY  1955 


with  modern  research  techniques  and  re- 
turned to  the  physician’s  armamentarium. 
Veratrum  species  and  their  alkaloids  are  ex- 
amples. Recently  a new  alkaloidal  fraction 
from  V.  viride,  cryptenamine,  shows  promise 
of  more  safety  and  less  central  neurogenic 
vasodilator  effect  than  the  other  V.  viride 
products. 4 Some  of  the  newer  antihyperten- 
sive drugs  are  the  adrenerigic  blocking  agents 
(Pentolamine),  the  ganglionic  blocking  agents 
(Hexamethonium  salts),  the  vasoconstrictor 
center  depressants  (Hydralazine),  and  the 
direct  depressants  of  the  heart  muscle  (di- 
hydro ergot  alkaloids).  Pentolinium  Tartrate 
.b  a promising  new  synthetic  ganglionic  block- 
ing agent  for  severe  diastolic  pressure. ^ 
Evaluation  of  Antihypertensive  Drugs 

“The  fact  that  all  known  methods  for  the 
control  of  high  blood  pressure  are  capricious 
in  their  effectiveness  suggests  that  . . . one 
drug  cannot  be  expected  to  be  equally  effec- 
tive in  all  patients.”®  Manifestly,  no  anti- 
hypertensive drug  is  ideal;  hence,  the  search 
for  better  drugs  continues  at  a seemingly  ever 
increasing  pace.  Rapidly  making  a place  for 
itself  in  the  modern  antihypertensive  arma- 
mentarium is  an  ancient  drug  of  India. 

The  Rauwolfia  Story 

Since  antiquity  a climbing  shrub  with 
smooth  leaves  and  pink  or  white  blossoms 
growing  in  the  hills  of  India  has  been  used 
by  natives  for  its  legendary  powers.  The 
leaves,  juice,  and  roots  were  used  as  a cure 
or  treatment  for  a wide  variety  of  ailments 
such  as  epilepsy,  insomnia,  insanity,  dysentary, 
cholera,  headaches,  blindness,  fevers,  and 
snake  and  insect  bites. ^ The  plant,  Rauwolfia 
serpentina,  was  described  by  the  French 
botanist,  Plumier,  in  1703  and  named  by  him 
to  honor  the  great  16th  century  German 
botanist,  Leonhard  Rauwolf.  It  belongs  to  the 
Apocynaceae  or  Dog  Bane  family,  together 
with  such  well  known  cardiace  stimulant 
drug  plants  as  Strophanthus  and  Apocynum. 
This  and  such  other  species  as  heterophylla, 
canescens,  and  micrantha  are  either  native  to 
India,  neighboring  countries,  or  other  parts 
of  the  world. 

Early  Scientific  Evaluation 

The  use  of  Rauwolfia  was  known  in  Europe 
over  300  years  ago  when  it  was  reported  of 
value  in  “anxiety  states,”  but  it  remained  for 
a Dutchman,  J.  F.  Eykman  to  conduct  one  of 
the  early  studies  in  1887  while  British  inves- 


tigators obtained  a bitter  extractive  and  a 
yellow  resin  from  the  roots  shortly  after- 
ward.^ Apparently  nothing  was  done  before 
or  after  for  many  years.  This  may  seem 
strange,  but  we,  of  course,  have  such  classic 
examples  as  Sir  Wm.  Withering’s  reported 
benefit  of  Digitalis  in  1785  after  use  in  folk 
medicine  for  centuries  and  the  Chinese  drug 
Ma  Huang  was  used  for  more  than  5,000  years 
before  it  became  a part  of  Western  Materia 
Medica  in  1923  due  to  the  work  of  K.  K.  Chen 
and  C.  F.  Schmidt. 

Chemistry  and  Preparations 

The  modern  chemistry  of  Rauwolfia  ser- 
pentina begins  with  the  investigations  of  two 
Indian  scientists,  the  Drs.  Siddiqui  in  1931, 
who  reported  five  crystalline  alkaloids  which 
they  named  ajmaline,  ajmalinine,  ajmalicine 
(delta-yohimbine),  serpentine  and  serpen- 
tinine.  The  first  three  were  white  and  were 
named  in  honor  of  the  founder  of  their  re- 
search institute,  Hakim  Ajmal  Khan.  The 
latter  two  alkaloids  were  yellow  crystalline 
compounds.  The  Drs.  Siddiqui  tested  their 
isolated  alkaloids  on  frogs  for  psysiological 
activity,  but  were  disappointed  with  the  re- 
sults.® 

In  the  same  year,  1931,  two  Indian  phys- 
icians, Sen  and  Bose,  isolated  two  alkaloids 
from  R.  serpeniina  which  possibly  were  iden- 
tical to  two  of  those  isolated  by  the  Drs.  Sid- 
diqui. They  found  that  their  alkaloids  pro- 
duced a mild  but  sustained  hypotensive  action 
on  experimental  animals,  while  the  crude 
drug  was  effective  in  controlling  the  man- 
iacal symptoms  of  insanity. 

At  present,  17  or  more  alkaloids  have  been 
isolated  and  identified:  those  with  major 
pharmacological  action  being  related  to 
yohimbine.  Thebaine  and  papaverine  have 
been  identified®  while  reserpine  and  rescin- 
namine  are  considered  the  most  important 
therapeutically.  Reserpine  is  an  esteralkaloid 
similar  to  the  hypotensive  Veratrum  alka- 
loids and  rescinnamine  is  the  3,  4,  5 trimetho- 
xycinnamic  acid  ester  of  methyl  reserpate.^o 
Severe  restrictions  on  the  exportation  of 
R.  serpentina  from  India  has  focused  atten- 
tion on  some  of  the  other  60  or  more  species 
of  Rauwolfia.  The  U.  S.  Food  and  Drug  Ad- 
ministration has  approved  R.  heierophylla 
and  R.  vomitoria  as  sources  of  reserpine, 
while  R.  canescens  and  R.  micrantha  are  be- 
ing investigated.  Some  of  these  species. 
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notably  R.  heierophylla  are  native  to  Mexico 
and  other  parts  of  the  New  World.  The  most 
recent  alkaloid  reported  from  Rauwolfia 
species  is  heterophyllin,  C22H2(iN204,  from  R. 
heterophylla.'' '' 

Rauwolfia  is  available  for  oral  administra- 
tion as  the  powdered  root  of  R.  serpentina 
(Raudixin,  Raupena,  Koglucoid,  Rauval,  Rau- 
wistan),  the  partially  purified  mixture  of  al- 
kaloids known  as  the  alseroxylon  fraction 
(Rauwiloid,  Rauvera,  Rau-Tab,  Rautensin), 
and  as  the  alkaloid  reserpine  from  R.  serpen- 
tina and  some  other  approved  species  of  Rau- 
wolfia (Sandril,  Resperoid,  Rau-Sed,  Cryp- 
toserpine,  Serfin,  Serpasil,  Serpanray).  The 
powered  root  and  the  alseroxylon  fraction  of 
alkaloids  are  standardized  by  their  cardiovas- 
cular actions  on  normotensive  dogs.  Another 
product,  Rauserfia,  possibly  the  same  as  the 
alseroxylon  fraction,  claimed  to  have  the  hy- 
pertensive alkaloids  of  Rauwolfia  removed, 
is  standardized  by  chemical  assay.  12  Abten 
tablets  are  available  containing  1.0  mg.  and 
2 mg.  of  Rauwolfia  serpentaria  alkaloids,  rep- 
resenting 50  mg.  and  100  mg.,  respectively  of 
the  powdered  whole  drug.  The  powdered 
whole  drug  is  marketed  in  tablets  of  50  mg. 
and  100  mg.  The  alseroxylon  fraction  is  avail- 
able in  2 mg.  tablets,  while  reserpine  is  sup- 
plied in  .1  and  0.25  mg.  tablets  and  in  liquid 
form.  Various  combinations  of  Rauwolfia 
with  other  hypotensive  drugs  are  appearing 
rapidly,  which,  of  course,  lack  flexibility  of 
dosage  which  seems  especially  desirable. 

Pharmacology 

Rauwolfia,  having  only  been  introduced 
into  American  medicine  in  1952,  with  the 
first  symposium  in  1954,  and  with  largely 
only  the  beginnings  in  India  and  some  work 
in  Europe  beginning  in  1947,  leaves  much 
pharmacology  to  be  discovered.  The  most 
prominent  effects  of  the  whole  root,  when 
powdered,  and  of  reserpine  are  (1)  the  reduc- 
tion of  arterial  blood  pressure  and  the  slow- 
ing of  the  heart  rate,  characterized  by  a de- 
lay in  onset;  and  (2)  peculiar  central  nervous 
system  effects  including  reduction  in  spon- 
taneous activity  in  lower  animals  and  seda- 
tion in  man  but  not  resembling  the  actions  of 
the  barbiturates.  Aggressive  monkeys  be- 
come tranquil  under  the  influence  of  Rau- 
wolfia and  a condition  favorable  to  sleep  en- 
sues, but  from  which  the  animal  can  be 
aroused.  Small  doses  may  increase  the  amp- 
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litude  of  respiration,  but  large  doses  decrease  ! 
the  respiration. 

Body  temperature  is  reduced  by  Rauwolfia,  ‘ 
but  it  is  not  considered  a useful  antipyretic. 
Other  possible  CNS  effects  include  miosis, 
increased  intestinal  peristalsis,  lacrimenta- 
tion,  and  nasal  stuffiness,  all  of  which  may  be 
blocked  by  Atropine.  There  is  no  evidence  of  j 
tolerance  or  addiction. 

Toxicity 

Acute  Effects  — Apparently  only  slight,  : 
delayed  effects  occur  in  dogs  from  single  re- 
latively large  doses  of  1.28  Gm.  of  the  whole  1 
root  per  Kilogram  of  body  weight.'' 3 Acute 
effects  in  man  are  not  appreciably  known. 

Chronic  Effects  — "Weight  gain,  nasal  con- 
gestion and  laxative  action  are  most  fre- 
quently reported.  Other  untoward  effects  re- 
ported are  anorexia,  nausea,  headache,  diz- 
ziness and  drowsiness.  Central  nervous  sys- 
tem depression  on  some  patients  has  required 
decreased  dosage  or  withdrawal  of  the 
drug. 

Dosage 

Only  preparations  of  Rauwolfia  and  its  al- 
kaloids for  oral  administration  are  available. 
The  usual  initial  dose  of  the  whole  root  is  100 
mgm.  b.i.d.  The  maximum  daily  dose  is  400 
mgm.  The  initial  daily  dose  of  the  alseroxylon 
fraction  is  4 mgm.  and  that  of  reserpine  is  0.5 
to  1.0  mgm.  Dosage  is  increased  at  weekly  in- 
tervals to  the  limit  of  tolerance  or  the  desired 
effect  is  attained.'' ^ 

Therapeutic  Uses 

Rauwolfia  is  now  being  used  on  a trial  basis 
as  an  antihypertensive  drug  and  as  an  ad- 
junct to  pschychotherapy.  It  appears  to  be 
one  of  the  milder  antihypertensive  drugs  best 
adapted  to  younger  patients.  The  hypoten- 
sive action  is  enhanced  by  combination  with 
other  antihypertensive  drugs,  thereby  re- 
ducing dosage  and  side  actions  of  the  drugs 
concerned.  There  is  no  evidence  that  Rau- 
wolfia will  cure  insane  patients,  but  schizo- 
phrenics and  some  other  forms  of  insanity  are 
quieted  in  many  cases. 

Guiding  Principles 

Wilkens''  ® gives  the  following  guiding  prin- 
ciples for  combinations  of  Rauwolfia,  Vera-  j 
trum.  Hydralazine,  and  Hexamethonium  in  i 
the  treatment  of  hypertension: 

(1)  suit  the  treatment  to  the  patient,  (2)  try 
the  milder  drugs  first  especially  in  the  milder 
cases,  (3)  add  other  drugs  as  required,  (4) 
(Continued  on  Page  254) 
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ORAMAMINE®  IN  VERTIGO 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


IL  False  Dizziness 


2.  Inability  to  Walk 
a Straight  Line 


3.  Inability  to  Stand  on 
One  Foot 

A patient's  inability  to  stand 
on  one  foot  without  lurching 
may  be  a helpful  test  in  dis- 
tinguishing between  “dizzi- 
ness” which  is  purely  psycho- 
genic and  that  which  is  of 
organic  origin. 


1.  Romberg’s  Sign 
The  patient  stands  with  his 
feet  together  and  his  eyes 
closed.  Inability  to  maintain 
equilibrium  may  indicate  lo- 
comotor ataxia  or  sclerosis  of 
the  posterior  columns  of  the 
spinal  cord  (tabes  dorsalis). 


False  dizziness  is  a sensation  of  sinking  or 
lightheadedness  which  is  often  of  psycho- 
genic origin.  It  should  be  distinguished  from 
true  “dizziness”  or  vertigo  ^ in  which  there  is 
a definite  whirling,  moving  sensation. 

Unsteadiness,  lightheadedness  and  similar 
manifestations  of  false  dizziness^  may  be  psy- 
chogenic or  the  result  of  arteriosclerosis,  hy- 
poglycemia, drug  sensitivity  and  general 
metabolic  disturbances  such  as  anemia  and 
malnutrition.  Hypertension  is  often  the  cause 
of  these  symptoms. 

Psychogenic  dizziness  probably  originates 
at  the  highest  brain  centers.  It  may  be  de- 
scribed as  a sense  of  uncertainty  with  occa- 
sional mild  lurching  but  not  to  the  point  of 
falling.  In  these  patients  there  is  no  nausea, 
no  disturbance  of  vestibular  pathways  and 
otologic  and  neurologic  examinations  are 
negative.  The  sensation  is  unaffected  by  head 
movement.  Symptoms  usually  disappear-^ 
with  complete  rest. 


Dramamine®  has  been  found  highly 
effective  in  many  of  the  conditions  already 
mentioned.  Maintenance  therapy  with  Dra- 
mamine will  often  keep  the  patient  from 
becoming  incapacitated  by  his  condition. 

Dramamine  is  also  a standard  for  the  man- 
agement of  motion  sickness  and  is  useful  for 
relief  of  nausea  and  vomiting  of  fenestration 
procedures  and  radiation  sickness  and  for  re- 
lief of  “true  dizziness”  of  other  disorders. 

Dramamine  (brand  of  dimenhydrinate)  is 
supplied  in  tablets  (50  mg.)  and  liquid  (12.5 
mg.  in  each  4 cc.).  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 


1.  Swartout,  R.,  Ill,  and  Gunther,  K.:  “Dizziness:”  Vertigo 
and  Syncope,  GP  S;35  (Nov.)  1953. 

2.  DeWeese,  D.  D.:  Symposium:  Medical  Management  of 
Dizziness.  The  Importance  of  Accurate  Diagnosis,  Tr.  Am, 
Acad.  Ophth.  58:694  (Sept.-Oct.)  1954. 

3.  Kunkle,  E.  C.:  Central  Causes  of  Vertigo,  J.  South  Caro- 
lina M.  A.  50.T61  (June)  1954. 
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(Continued  from  Page  252) 
after  the  pressure  comes  down,  try  reducing 
or  eliminating  doses,  especially  of  the 
stronger  drugs. 

CONCLUSION 

New  horizons  are  being  discovered  for  an 
ancient  drug,  Rauwolfia,  from  India.  Greatest 
promise  at  present  is  in  the  treatment  of  hy- 
pertensive and  psychiatric  cases.  There  is  no 
indication  that  it  is  an  ideal  drug  in  either 
treatment,  but  it  already  is  a milestone  in  the 
march  of  progress  in  medicine,  for  which  per- 
haps millions  of  hypertensive,  and  possibly 
psychiatric  patients  may  be  thankful  for  a 
closer  approach  to  a normal  life. 
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in  rheumatoid  arthritis 


tBAJiMACEUTICAL 


PRESCRIPTION  SURVEY* 


Prescription  surveys  are  both  interesting 
and  informative.  They  aid  the  economist  in 
his  study  of  prescribing  trends  and  the  eco- 
nomics of  prescription  department  operation. 
They  also  form  the  basis  for  the  inclusion  or 
deletion  of  medicinals  found  in  the  United 
States  Pharmacopoeia  and  the  National  Form- 
ulary. The  results  of  these  surveys  are  of  in- 
terest to  the  pharmacy  owner  or  manager  as 
they  may  be  used  as  a basis  for  comparing 
prescription  department  operation  with  the 
theoretical  “average”  drugstore. 

The  Massachusetts,  1954,  prescription  sur- 
vey was  conducted  by  the  Division  of  Phar- 
maceutical Administration  of  the  Massa- 
chusetts College  of  Pharmacy  in  cooperation 
with  more  than  250  pharmacists  of  that  state. 

The  "Average"  Massachusetts  Drugstore,  1954 

It  is  true  that  only  by  accident  does  a par- 
ticular prescription  department  coincide  with 
a statistical  average  drugstore.  The  “average” 
figures,  while  unreal,  nevertheless  are  in- 
teresting and  provide  a starting  point  from 
which  one  may  make  comparisons.  It  is  only 
for  this  reason  that  the  average  Massachusetts 
drugstore  is  described.  The  average  Massa- 
chusetts prescription  department  is  a very 
“if’-fy  concept.  If  all  persons  made  equal  de- 
mand on  all  prescription  departments,  and  if 
the  price  of  all  prescriptions  was  uniform, 
and  if  business  was  uniformly  distributed  in 
time,  and  if  ...  , and  if  ...  , then  the  average 

* Portions  of  the  Massachusetts  Prescription  Sur- 
vey are  reproduced  here  through  the  courtesy  of 
Prof.  J.  H.  Goodness,  Director  of  the  Division  of 
Pharmaceutical  Administration,  Massachusetts 
College  of  Pharmacy. 


Massachusetts  prescription  department  would 
be  as  Chart  I shows  on  next  page. 

Prescriptions  and  Drugstore  Size, 
Massachusetts  1954 

Not  all  Massachusetts  drugstores  are 
“average,”  therefore  for  convenient  study 
they  are  classified  by  varying  sizes,  with  the 
average  number  of  NEW  prescriptions  filled 
per  day  as  the  basis  for  distinction.  Seven 
classes  are  used,  each  close  enough  to  the 
next  so  that  most  drugstores  can  find  a bench- 
mark by  which  to  measure  fairly  accurately 
its  own  activity  with  averages  and  figures  of 
others  in  its  class.  Each  class,  except  the  last 
catch-all  class,  differs  from  the  one  preceed- 
ing  and  the  one  following  by  five  new  pre- 
scriptions per  day.  New  prescriptions  are 
selected  as  a basis  for  distinction  since  all 
pharmacies  are  vividly  aware  of  their  new 
prescription  average  daily  rate.  A record  of 
refill  prescriptions,  on  the  other  hand,  is  not 
universally  kept  by  pharmacists,  nor  is  the 
total  of  new  and  refill  prescriptions  as  well 
known  as  the  new  prescription  rate. 

It  will  be  noted  that  the  average  of  new 
prescriptions  for  each  class  falls  somewhere 
near  the  middle  of  the  range  for  the  class; 
thus  in  the  20  to  24.9  class  the  average  is  22.5 
new  prescriptions,  and  for  the  25  to  29.9  class 
at  27.7  new  prescriptions. 

It  should  also  be  noted  that  the  TOTAL  new 
and  refill  prescriptions  filled  by  each  class 
exceeds  by  more  than  twice  the  maximum 
limit  of  the  class,  except  in  small  prescription 
activity  drugstores. 
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Av. 

number  of  population  per  drugstore 

2,487  (or,  for  easy  memory:  2,500) 

Av. 

Av. 

number  NEW  Rxs  per  person  per  year 
number  REFILL  Rxs  per  person  per  year 

$ 2.15 

2.59 

Rxs 

Rxs 

Av. 

number  new  and  refill  Rxs  per  person  per  year 

4.74 

Rxs 

Av. 

Av. 

price  per  NEW  Rx 
price  per  REFILL  Rx 

$ 2.25 

2.19 

(2.25114) 

(2.19516)  Derived  figure 

Av. 

Av. 

annual  cost  of  NEW  Rxs  per  person 
annual  cost  of  REFILL  Rxs  per  person 

$ 4.84 

5.69 

Av. 

annual  cost  of  new  and  refill  Rxs  per  person 

10.53 

Av. 

Av. 

number  of  NEW  Rxs  per  year  per  drugstore 
number  of  REFILL  Rxs  per  year  per  drugstore 

$ 5,348 
6,460 

Rxs 

Rxs 

Av. 

number  new  and  refill  Rxs  per  year 

11,808 

Rxs 

Av. 

Av. 

NEW  Rx  income  per  year  per  drugstore 

REFILL  Rx  income  per  year  per  drugstore 

$12,033 

14,148 

Av. 

new  and  refill  Rx  income 

$26,181 

Av. 

Av. 

number  of  NEW  Rxs  per  day  per  drugstore 
number  of  REFILL  Rxs  per  day  per  drugstore 

14.65 

17.70 

Rxs 

Rxs 

Av. 

number  new  and  refill  Rxs  per  day 

32.35 

Rxs 

Av. 

Av. 

NEW  Rx  income  per  day  per  drugstore 

REFILL  Rx  income  per  day  per  drugstore 

$ 32.97 

38.76 

Av. 

new  and  refill  Rx  income  per  day 

$ 71.73 

NEW  Rxs  as  a % of  total  Rxs  filled  per  year  per  drugstore 
REFILL  Rxs  as  a % of  total  Rxs  filled  per  year  per  drugstore 

45.3%  (45.291) 

54.7%  (54.709) 

100.0% 

Av. 

number  of  registered  pharmacists  per  drugstore 

2.33  (2.59 

if  assistants  added) 

Av.  number  new  and  refill  Rxs  filled  per  day  by  each 
pharmacist  or  assistant  pharmacist 

14  Rxs 

in  rheumatoid  arthritis 


more  potent  1 1 . : : 

! ■ : : . than  other  corticosteroids 
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CLASSES 
(Based  on  av.  # 
of  NEW  Rxs 

PER  DAY) 

Percentage  of 
drugstores  in 
each  class 

Mass.  1954 

Number  of 
Mass,  drug- 
stores in 
each  class 

Av.  # of 
NEW  Rxs 
per  day 

Av.  # of 
REFILL 
Rxs  per 
day 

Av.  # of 
new  and 
refill  Rxs 
per  day 

UNDER  5 new  Rxs 

11.0% 

215 

3.60 

2.84 

6.44  Rxs 

5 to  9.9  new  Rxs 

30.9% 

603 

7.76 

7.34 

15.10  Rxs 

10  to  14.9  new  Rxs 

22.0% 

429 

12.71 

16.44 

29.15  Rxs 

15  to  19.9  new  Rxs 

15.7% 

306 

16.60 

20.45 

37.05  Rxs 

20  to  24.9  new  Rxs 

6.3% 

123 

22.52 

34.93 

57.45  Rxs 

25  to  29.9  new  Rxs 

8.4% 

163 

27.68 

32.89 

60.57  Rxs 

30  and  over  new  Rxs 

5.7% 

111 

47.22 

57.95 

105.17  Rxs 

Totals 

100.  % 

1950 

14.65 

17.70 

32.35  Rxs 

Registered 

Weighted 

Weighted 

Weighted 

drugstores 

average* 

average* 

average* 

NEW  and  REFILL  Prescription  by  Months  and  Percentages  within  Months,  Mass.  1954 


Jan. 

Feb. 

Mar. 

Apr. 

May 

June 

July 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

NEW  Rxs  by 

Month  (%  of 

Total  new  Rxs) 

9.1 

8.5 

9.3 

8.5 

8.2 

7.8 

7.1 

7.1 

7.6 

8.3 

8.9 

9.6 

100.% 

REFILL  Rxs  by 
Months  (%  of 
all  refill  Rxs) 

8.7 

8.3 

8.9 

8.4 

8.4 

8.1 

7.7 

7.5 

7.9 

8.3 

8.6 

9.2 

100.% 

NEW  Rxs  (As  a % 
of  total  new 
and  refills) 

46.2 

45.7 

46.1 

45.0 

44.4 

43.9 

42.8 

43.6 

44.0 

45.0 

45.9 

46.1 

45.3 

REFILL  Rxs  (As 
% of  total  new 
and  refills 

53.8 

54.3 

53.9 

55.0 

55.6 

56.1 

57.2 

56.4 

56.0 

55.0 

54.1 

53.9 

54.7 

100.%  100.% 

100.%  100.% 

100.%  100.% 

100.% 

100.% 

100.%  100.% 

100.% 

100.% 

* The  figures  in  the  NEW  and  REFILL  Rx  chart  above  are  NOT  adjusted  for  the  different  number  of  days 
in  the  different  months  of  the  year.  Only  the  final  average  figures  of  45.3  and  54.7  have  been  so  ad- 
justed by  weighting. 


The  figures  for  the  chart  were  determined 
from  a 191  drugstore  sample  and  an  adjusted 
68  drugstore  sample  which  was  brought  up 
to  parity  with  the  191  store  sample. 

The  unweighted  or  unadjusted  figures  of 
the  charts  above  are  valuable  for  making 
direct  comparison  with  unadjusted  monthly 
totals,  the  unusal  types  of  totals,  used  in 
figuring  monthly  prescription  percentages  in 
the  pharmacy. 

Prescription  Dollar  Volume, 
Massachusetts  1954 

An  analysis  of  the  new  prescriptions  filled 
in  182  drugstores  during  the  first  two  weeks 
of  March  revealed  that  the  average  prescrip- 
tion price  was  $2.25  (2.25114).  Since  the  aver- 
age price  remained  fairly  constant  for  the  rest 
of  the  year  or  rose  slightly,  it  is  estimated 


that  the  10,425,600  new  prescriptions  filled  in 
1954  in  Massachusetts  produced  a sales  in- 
come of  $23,476,000  (23,476,238). 

The  average  prescription  price  for  refill 
prescriptions  was  not  determined  by  survey 
but  a reasonable  estimate  can  be  derived  in 
the  following  manner.  The  Drug  Tropics 
survey  for  the  eastern  part  of  the  United 
States  for  1954  showed  an  average  price  for 
both  new  and  refill  prescriptions  combined 
of  $2.22.  Assuming  this  figure  to  also  be  the 
Massachusetts  average  price  for  combined 
new  and  refill  prescription  prices,  and  know- 
ing that  Massachusetts  new  prescriptions 
averaged  at  $2.25  and  were  45.3  per  cent  of  all 
prescriptions  filled,  the  average  price  for  re- 
fill prescriptions  is  therefore  $2.19  (2.19516). 
By  this  estimate,  the  12,597,214  refill  prescrip- 
tions filled  in  Massachusetts  in  1954  produced 
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a sales  volume  of  $27,652,000  (27,652,900). 

The  total  prescription  income  for  both  new 
and  refill  prescriptions  in  Massachusetts  in 
1954  is  thus  estimated  at  $51,100,000.  From 
these  findings  it  is  an  easy  matter  to  predict 
that  by  the  end  of  1955,  the  sales  volume  for 
prescriptions  in  Massachusetts  will  have 
reached  an  average  of  one  million  or  more 
dollars  per  week. 

Age  of  New  Prescriptions  at  Time  of  Filling, 
Massachusetts  1954 

It  is  commonly  believed  that  all  new  pre- 
scriptions are  for  “emergency  medicine”  and 
that  new  prescriptions  are  filled  either  on  the 
day  the  prescription  is  written  or  at  latest  on 
the  next  day.  To  a large  extent  this  is  true, 
but  a surprising  number  of  prescriptions  are 
either  never  filled  or  are  delayed  for  “long” 
periods  of  time  before  presentation  at  the 
pharmacy. 

What  proportion  of  these  delays  are  due  to 
patients  shopping  for  a low  price,  temporary 
lack  of  money,  time  or  messenger  service,  the 
supplying  of  sample  or  other  doctor  supplied 
drugs,  or  distance  to  the  pharmacy,  are  not 
determined  by  this  study. 

In  the  sample  of  10,800  new  prescriptions, 
the  oldest  new  prescription  filled  was  159 
days  old.  Five  prescriptions  were  over  100 
days  old,  12  were  between  51  and  100  days, 
41  between  26  and  50  days,  and  248  were  be- 
tween 8 and  25  days  old. 

The  pharmacist  who  determines  or  guesses 
the  cause  of  delay  in  the  presentation  of  a 
prescription  is  certainly  better  prepared  for 
a pricing  or  interprofessional  problem  than 
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is  one  who  makes  no  distinction  as  to  the* 
ages  of  prescriptions  he  accepts.  I 

A tabulation  of  ages  of  prescriptions  for  theB 
days  of  the  week  and  the  average  for  theB 
whole  week  are  in  chart  at  bottom  of  page.  B 
The  figures  are  for  percentages  of  the  entire® 
sample  and  subsamples  by  days.  ■' 

Number  of  Registered  Pharmacists,  I 

Massachusetts  1954  I 

In  the  191  drugstore  sample,  there  was  re- J 
ported  employed,  a total  of  445  registered 
pharmacists  and  50  assistants.  Pharmacy  stu- 
dent apprentices  were  not  tabulated.  This 
is  an  average  of  2.33  registered  pharmacists 
per  drugstore,  or  2.59  pharmacists  or  assist- 
ants per  drugstore.  Only  24  drugstores  of 
the  sample  operated  with  only  one  registered 
pharmacist,  but  8 of  these  had  an  assistant  as 
additional  professional  worker. 

The  number  of  new  prescriptions  filled  in 
these  191  drugstores  in  1954  was  1,021,502,  or 
an  average  of  2,063  new  prescriptions  per 
pharmacist  or  assistant  per  year.  This  is  an 
average  of  5.7  new  prescriptions  per  day  per . 
professional  worker.  With  refill  prescriptions  : 
for  these  same  drugstores  estimated  at  1,233,- 
917,  the  average  number  of  refill  prescriptions 
per  professional  worker  is  2,493  a year  or  6.8 
per  day.  The  combined  daily  number  is  14 
prescriptions  per  day  per  worker. 

Prescription  Prices  for  New  Prescriptions, 
Massachusetts  1954 

The  34,714  new  prescriptions  filled  and 
priced  in  182  Massachusetts  drug  stores,  dur- 
ing a two  week  period  in  March,  showed  the  : 
following  figures  on  the  next  page:  ' 


Age  of  Rx  at 
time  of  filling 

Sun. 

Mon. 

Tues. 

Wed. 

Thur. 

Fri. 

Sat. 

Average  for  all 
days  of  week 

0 (same)  day 

64.2 

78.5 

73.5 

66.0 

73.4 

73.0 

69.9 

72.0  % 

1 day  old 

20.0 

8.1 

17.5 

20.4 

14.2 

16.0 

16.9 

15.6  % 

84.2 

86.6 

91.0 

86.4 

87.6 

89.0 

85.8 

87.6  % 

2 days  old 

5.9 

4.2 

1.9 

6.0 

5.1 

3.3 

5.0 

4.3  % 

3 days  old 

3.0 

3.1 

1.4 

.6 

1.5 

2.3 

2.3 

2.0  % 

4 days  old 

1.3 

1.3 

1.5 

1.4 

.7 

1.6 

1.3 

1.3  % 

5 days  old 

.9 

1.0 

.9 

1.1 

.7 

.2 

1.0 

.8  % 

6 days  old 

1.1 

.8 

.5 

1.1 

.5 

.6 

.3 

.7  % 

7 days  old 

.1 

.5 

.9 

.3 

.6 

.3 

.8 

.5  % 

Over  7 days 

3.5 

2.5 

1.9 

3.1 

3.3 

2.7 

3.5 

2.8  % 

Total  for 

Rxs  over 

1 day  old 

15.8 

13.4 

9.0 

13.6 

12.4 

11.0 

14.2 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.  % 
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Range  of  prices 
Average  of  mean  price 
Modal  or  most  common  price 
Median  or  middle-of-the-list  price 

Number  of  different  prices  used 

Number  of  drugstores  using  odd 
prices  extensively 
(An  “odd”  price  is  one  not 
ending  in  “5”  or  “0”) 


Free  to  $54.00 
$ 2.25 

$ 1.25  (Used  for  8.5%  of  new  Rxs) 
$ 1.75 

227 

2 


The  most  commonly  quoted  “average”  price 
in  prescription  work  is  the  arithmetic  average 
or  mean  price;  for  this  survey,  $2.25.  In  figur- 
I ing  this  mean  price  it  is  justifiable  to  exclude 
[j  from  the  calculations  all  abnormally  high 

i I prices,  which  in  prescription  work  are  those 
I prices  greater  than  $10.00  or  possibly  $12.00. 
' These  are  relatively  few  in  number  and  are, 

it  will  be  discovered,  more  usually  not  pre- 
: scriptions  but  multiple  prescriptions  since  the 

■ drug  is  to  be  used  by  several  members  of  a 
' family  or  are  for  drugs  in  “wholesale”  quan- 
; titles  for  those  who  are  traveling  or  are  treat- 
) ing  chronic  illnesses  for  abnormally  long 

■ periods  of  time  while  buying  their  drug 

ii  supply  infrequently.  This  modification  in  the 
j method  would  result  in  a both  lower  and 
i truer  mean  price  and  would  be  more  realistic 
Ii  for  use  in  public  discussions  of  “too  high  pre- 
'iscription  prices.”  The  Massachusetts  mean 

price  for  new  prescriptions  under  this  method 
-would  be  about  $2.21  if  the  $10.00  limit  was 
nused,  and  about  $2.23  if  the  $12.00  limit  was 
I used. 

1 In  the  distribution  of  prices  which  will 
follow,  it  will  be  observed  that  the  charity 
prescription  is  not  a thing  of  the  past.  The 
statement  does  not  refer  alone  to  the  two  free 
prescriptions  in  the  sample  of  34,000  pre- 
scriptions, but  also  to  the  315  new  prescrip- 
tions which  were  sold  at  fifty  cents  each  or 
i less  and  constituted  almost  one  per  cent 
I (.907%)  of  all  new  prescriptions  filled. 

; If  a selling  price  is  considered  a business 
I conclusion,  then  business  methods  must 
■justify  the  price.  Prescriptions  at  fifty  cents 
or  less  are  sold  at  a loss  and  are  therefore 
truly  “charity  prescriptions.”  This  conclu- 
sion is  clearly  seen  when  it  is  realized  that 
about  12  minutes  of  time,  on  an  average. 


are  used  to  receive,  translate,  fill,  check, 
label,  number  and  file  the  prescription  order, 
and  to  wrap,  explain,  and  deliver  the  drug 
and  clean  the  prescription  bench.  Even  at  the 
modest  charge  of  $2.50  an  hour,  the  salary 
cost  alone  amounts  to  50  cents  for  the  time 
and  labor  cost.  When  the  cost  of  the  drug  it- 
self, the  container,  the  label,  the  wrapping, 
the  value  of  the  professional  information  sup- 
plied, a share  of  the  overhead  expense,  and  a 
profit  are  added,  it  is  clear  that  the  term 
“charity  prescription”  must  be  applied,  if 
one  is  honest  with  oneself,  to  all  prescriptions 
selling  from  1 cent  to  well  into  the  60  cent 
group.  Except  upon  ground  of  charity,  no 
prescription  should  be  sold  for  less  than  all 
the  average  costs  or  actual  costs  sustained  and 
at  least  a trace  of  profit. 


Prescription 
price  classes 

% of  new  Rxs  in 
each  price  class 

Free 

(2  Rxs)  .0057 

% 

$ .01 

to 

.50 

.907 

% 

.51 

to 

1.00 

18.49 

% 

1.01 

to 

1.25 

11.14 

% 

1.26 

to 

1.50 

12.83 

% 

1.51 

to 

1.75 

8.53 

% 

1.76 

to 

2.00 

9.09 

% 

2.01 

to 

2.25 

5.06 

% 

2.26 

to 

2.50 

6.20 

% 

2.51 

to 

2.75 

3.53 

% 

2.76 

to 

3.00 

5.09 

% 

3.01 

to 

3.50 

4.25 

% 

3.51 

to 

4.00 

3.90 

% 

4.01 

to 

4.50 

3.06 

% 

4.51 

to 

5.00 

2.60 

% 

$ 5.01 

to 

6.00 

2.72 

% 

6.01 

to 

7.00 

.87 

% 

7.01 

to 

8.00 

.81 

% 

8.01 

to 

9.00 

.34 

% 

9.01 

to 

10.00 

.22 

% 

$10.01 

and  Over 

.36 

% 
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NF  AND  USP  REVISION 

The  tenth  edition  of  the  National  Form- 
ulary and  the  fifteenth  edition  of  the  United 
States  Pharmacopeia  are  now  in  the  final 
stage  of  preparation  for  release.  Publication 
is  expected  in  the  next  few  weeks  and  copies 
of  both  the  NF  X and  USP  XV  will  be  avail- 
able by  August  1.  Both  of  these  compendia 
will  become  official  on  December  15,  1955. 

The  revision  of  the  NF  IX  was  extensive 
and  there  are  many  significant  changes  in 
both  the  NF  and  the  USP. 

A total  of  259  new  drug  monographs  were 
admitted  to  the  NF  X.  Of  these  new  mono- 
graphs, 129  will  become  official  for  the  first 
time.  The  remaining  130  new  additions  rep- 
resent drugs  chosen  on  the  basis  of  continued 
usage  from  those  deleted  from  the  USP. 

The  NF  X will  also  differ  from  the  9th 
edition  in  that  241  monographs  have  been  de- 
leted. The  reasons  for  not  admitting  these 
drugs  to  the  NF  X vary;  however,  most  of 
them  were  dropped  because  they  had  become 
practically  obsolete.  Forty  of  these  deletions 
have  been  added  to  the  USP  on  the  basis  of 
therapeutic  value  or  their  pharmaceutical 
necessity. 

PHS  SURVEY  DISCLOSES  LOW 
PENICILLIN  REACTION  RATE 

The  likelihood  of  your  being  sensitive  to 
penicillin  or  its  various  types  is  extremely 
remote  according  to  an  extensive  survey  con- 
ducted by  the  Venereal  Disease  Program  of 
the  Public  Health  Service. 

The  study,  which  was  undertaken  in  an 
effort  to  assess  the  true  rate  of  allergic  re- 
actions to  penicillin,  disclosed  that  of  16,345 
patients  treated  with  penicillin  only  109  or 


two-thirds  of  one  percent  experienced  vary-  j 
ing  side  effects  with  no  fatalities.  This  rate 
is  significantly  lower  than  the  generally  ac- 
cepted five  to  ten  percent  reaction  rate  for 
penicillin. 

The  survey  was  conducted  by  Dr.  Clarence 
A.  Smith,  Dr.  John  C.  Cutler  and  Eleanor  V. 
Price.  Dr.  Smith,  Chief  of  the  Venereal  Di- 
sease Program,  Public  Health  Service,  re- 
ported the  results  of  the  study  recently  be- 
fore the  Second  Annual  Symposium  on 
Antibiotics  sponsored  by  the  Antibiotics  Di- 
vision of  the  Food  and  Drug  Administration, ' 
U.  S.  Department  of  Health,  Education  and 
Welfare. 

During  the  period  from  April  15  to  August 
15,  1954,  16,345  patients  were  given  penicillin 
therapy  at  24  Prevention  and  Control  Centers 
where  venereal  diseases  are  treated.  The 
clinicians  of  these  centers  located  in  14  states 
volunteered  to  cooperate  in  such  a study. 

Of  the  patients  treated,  75  percent  received 
procaine  penicillin  in  oil  and  aluminum 
monostearate,  and  24  percent  received 
benzathine  penicillin  G,  a long-acting  type. 

Following  a single  treatment  schedule,  the 
only  group  in  which  a compraison  between 
the  two  types  of  penicillin  can  be  made,  one- 
third  of  one  percent  experienced  a reaction 
to  procaine  penicillin  and  aluminum  mono- 
stearate, and  about  one-fourth  of  one  percent 
to  benzathine  penicillin  G.  Dosage  in  the 
single  treatment  schedule  was  600,000  units 
for  uncomplicated  gonorrhea  and  from  2,400,- 
000  units  to  6,000,000  units  of  penicillin  for 
syphilis. 

Other  significant  findings  of  the  group  re- 
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vealed: 

1.  Penicillin  has  a low  sensitizing  potential 
as  shown  by  the  fact  that  less  than  one- 
half  of  one  percent  of  11,497  cases  who 
reported  no  previous  reaction  to  peni- 
cillin showed  reaction  upon  re-treatment. 
In  contrast  one  percent  of  those  given 
penicillin  for  the  first  time  showed  re- 
action to  it.  However,  if  the  patient  re- 
acted previously  to  pennicillin,  about 
one  in  10  of  this  group  developed  a side 
effect  following  subsequent  penicillin 
treatment. 

2.  That  the  incidence  of  reactions  was 


greater  in  the  white  race  than  in  the 
Negro  and  greater  in  females  than  in 
males.  This  would  indicate  a true  race- 
sex  differential  rather  than  a greater 
tendency  of  white  patients,  particularly 
females,  to  complain  or  seek  medical 
care. 

3.  That  the  incidence  of  reactions  appeared 
to  increase  with  the  age  of  patients  up  to 
the  age  of  50  and  then  to  fall  off.  Patients 
10-19  years  of  age  tolerated  penicillin 
better  than  patients  in  the  older  age 
groups.  Patients  over  50  demonstrated 
a greater  tolerance  than  patients  30-49. 


in  rheumatoid  arthritis 


MtTJjtirrtTt,-'  B5■allcroT^^redtr^So|fe 


more  .potent  . ; 
i . . than  other  corticosteroids  . ; 

‘ lessened,  incidence 

.of 'sodium  retention  ; ' 
and  .potassium  depletion  ■ 


OTAMYLON  EAR  DROPS 

Description:  A bactericide  and  fungicide.  The 
product  is  composed  of  Sulfamylon  HCl 
and  benzocaine  in  a propylene  glycol  base. 

Indications:  Otamylon,  a new  product  with 
marked  bactericidal  and  fungicidal  activity, 
which  is  effective  against  all  commonly  en- 
countered ear  pathogens,  has  been  intro- 
duced by  Winthrop-Stearns  Inc. 

The  compound  has  a local  anesthetic  and 
dehydrating  effect  that  soothes  irritated  and 
inflamed  surfaces  of  the  ear  and  hastens 
the  healing  process.  According  to  the 
manufacturer,  Otamylon  Ear  Drops  are  in- 
dicated for  topical  use  in  acute  and  chronic 
otitis  externa,  furunculosis,  otitis  media, 
and  following  mastoidectomy  and  fenestra- 
tion operations. 

In  clinical  tests,  Otamylon  cured  76.7  per 
cent  of  462  patients  with  otitis  externa, 
otitis  media  and  furunculosis  in  less  than 
seven  days.  An  additional  12.3  per  cent 
were  cured  in  less  than  14  days.  In  acute 
and  chronic  otitis  externa,  the  compound 
rapidly  relieved  pain,  combatted  the  infec- 
tion and  maintained  the  skin’s  normal  acid 
state.  The  pain  and  infection  of  furunculo- 
sis and  dermatitis  of  the  ear  were  similarly 
controlled. 

How  supplied:  Dropper  bottles  containing  15 
cc. 

Source:  Winthrop-Stearns. 

TEDRAL  SUSPENSION 

Descriplion:  An  anise-mint  flavored  suspen- 
sion containing  2 grains  of  theophylline, 
3/8  gr.  of  ephedrine  and  1/8  gr.  phenobar- 
bital  in  each  teaspoonful. 

Indications:  The  drug  combines  bronchiole- 


dilating  activity  with  anti-congestive  actioi' 
and  moderate  sedation.  The  new  suspen 
sion,  designed  for  children  and  adults  whi ' 
cannot  swallow  tablets,  provides  sympto! 
matic  relief  within  fifteen  minutes  and  last 
ing  four  hours  or  longer. 

How  Supplied:  Four-ounce  bottles  (2  gr./ 
Tedral  is  also  marketed  as  an  enteric  coatee, 
tablet  to  provide  nighttime  protectio) 
against  asthma  attacks. 

Source:  Warner-Chilcott  Laboratories. 

MIO-PRESSIN 

Description:  A balanced  combination  of  thre' 
hypotensive  agents  — rauwolfia  serpentin.' 
(whole  root),  protoveratrine  and  diben 
zyline  — available  in  two  dosage  strengths 

Indications:  Indicated  in  mild,  moderate  ane 
severe  hypertension. 

Dosage:  Response  to  Mio-Pressin  is  a gradua 
lowering  of  blood  pressure.  Many  patient 
do  not  obtain  maximum  response  for  ap 
proximately  four  weeks.  In  mild  and  mod 
erate  hypertension  the  initial  dose  shouL 
be  one  capsule  of  Mio-Pressin  (No.  1)  thre 
or  four  times  a day.  Severe  cases  may  b 
started  on  the  same  number  of  Mio-Pressii 
(No.  2)  capsules.  The  dosage  range  is  wid 
and  the  effective  dose  for  each  patient  mus , 
be  determined  individually. 

How  supplied:  Both  Mio-Pressin  (No.  1;  hal 
strength)  and  Mio-Pressin  (No.  2;  standan 
strength)  are  supplied  in  bottles  of  100  cap 
sules. 

Source:  Smith,  Kline  and  French  Labora 
tories. 

BRISTAPEN  '200' 

Description:  Penicillin  (200,000  units)  — Anti 
histaminic  APC  tablets. 
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ndications:  For  symptomatic  relief  of  the 
common  cold  as  well  as  prevention  and 
treatment  of  secondary  infections  of  the 
upper  respiratory  tract. 

)osage:  Recommended  adult  dosage  is  one  or 
two  tablets,  three  times  per  day,  preferably 
one  hour  before,  or  two  or  more  hours  after 
meals. 

iow  supplied:  Bottles  of  24  and  100  tablets. 

Jource:  Bristol  Laboratories. 

POLYCYCLINE  OINTMENT  WITH  2% 
XYLOCAINE 

Description:  Each  gram  of  Polycycline  Oint- 


ment contains: 

Tetracycline  Hydrochloride 30  mg. 

Lidocaine  20  mg. 


in  a petrolatum-lanoline  base, 
ndications:  Polycycline  Ointment  may  be 
' used  in  the  treatment  of  pyogenic  skin  in- 
fections and  as  a prophylactic  measure 
against  secondary  infection  of  abrasions 
and  open  wounds  following  surgery. 

' The  addition  of  a local  anesthetic  to  the 
antibiotic  ointment  enhances  its  clinical 
utility.  Xylocaine  acts  promptly  and 
usually  controls  the  pain,  pruritus  and 
burning  accompanying  infected  derma- 
; tological  lesions. 
jDosage:  For  topical  use  only. 

; Polycycline  Ointment  should  be  spread  on 
; a sterile  gauze  pad  and  applied  directly  to 
I the  lesion  (s)  at  least  once  a day. 

In  cases  of  severe  or  deep-seated  infec- 
tions, renewed  dressings  may  be  applied  at 
the  discretion  of  the  physician.  Supple- 
I mental  therapy  in  these  instances  should 
: include  oral  dosages  of  Polycycline  Hydro- 
chloride Capsules,  Suspension  or  Pediatric 
; Drops. 

( Caution:  Prolonged  use  of  antibiotics  may 
result  in  the  overgrowth  of  non-susceptible 
; organisms-particularly  monilia, 
iow  supplied:  V2  oz.  collapsible  tube. 

Source:  Bristol  Laboratories. 

j CHANGED  GENERIC  NAMES  FOR  NEW 
I STEROIDS 

I The  generic  names  of  “Meticorten”  and 
j'Meticortelone,”  the  new  adrenocortical  ster- 
)ids  discovered  and  developed  by  Sobering, 
lave  been  changed. 

“Meticorten,”  formerly  known  under  the 
ijeneric  name  of  metacortandracin,  will  in  the 
jhture  be  described  generically  as  prednisone. 


“Meticortelone,”  second  of  the  series  of  new 
Sobering  cortical  steroids,  will  be  known  as 
prednisolone  in  place  of  the  original  name 
metacortandralone.  It  has  been  released  by 
Sobering  Corporation  for  general  use  by  the 
medical  profession  recently. 

Selected  and  adopted  by  Sobering  in  co- 
operation  with  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Associa- 
tion and  other  official  groups  in  the  health 
fields,  the  new  generic  names  will  be  in  gen- 
eral usage  immediately  in  medical  and  scien- 
tific fields. 

CHLOR-TRIMETON  REPETABS 

Description:  Repeat  action  tablets  containing 
.12  mg.  of  the  antihistamine,  chlorprophen- 
pyridamine  maleate. 

Indications:  For  patients  with  more  resistant 
allergies,  the  new  higher  strength  12  mg. 
Chlor-Trimeton  Repetabs  provide  8 to  12 
hours  of  uninterrupted  relief  throughout 
the  day  or  night.  Indicated  for  sympto- 
matic relief  of  manifestations  of  the  aller- 
gic state,  such  as  hay  fever,  urticaria,  an- 
gioedema,  vasomotor  rhinitis,  allergic 
eczema,  contact  dermatitis  (including 
poisoning  by  ivy  or  oak),  drug  and  serum 
reactions,  insect  bites,  pruritus  ani  and 
vulvae,  and  pruritus  of  non-specific  origin. 
Allergic  migraine  and  allergic  asthma  ex- 
hibit a variable  but  often  beneficial  re- 
sponse to  antihistamine  therapy. 

Dosage:  Adults  — The  usual  dose  is  one  12 
mg.  Repetab  in  the  morning  and  one  12  mg. 
Repetab  before  retiring.  For  the  treatment 
of  certain  resistant  cases  it  may  be  desir- 
able to  administer  one  12  mg.  Repetab 
every  eight  hours.  Children — Six  to  twelve 
years  — one  Repetab  (8  mg.)  twice  daily. 
Older  children  may  require  adult  dosage. 
How  supplied:  12  mg.  tablets  in  bottles  of  100 
and  1,000. 

Source:  Sobering  Corporation,  Bloomfield, 
New  Jersey. 

POLYCYCLINE  OPHTHALMIC 
OINTMENT 

Description:  An  ointment  containing  tetra- 
cycline hydrochloride  and  the  potent  local 
anesthetic  Xylocaine.  Each  gram  of  the 
mineral  oil  base  contains  10  mg.  of  tetra- 
cycline and  20  mg.  of  Xylocaine. 
Indications:  Treatment  of  superficial  infec- 
tions of  the- cornea,  conjunctiva,  meibomian 
glands  and  tear  sac  caused  by  organisms 
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there  a doctc 
the  house? 

There  certainly  is  in  our  house.  | 

Where  there  is  activity  against  cancer,  there 
is  the  physician.  It  is  no  secret  to  any  of  you 
that  the  doctor  contributes  long  hours  to  the 
needy  cancer  patient  in  clinics,  in  hospitals, 
in  homes.  It  is  your  office  of  which  we  boast 
when  we  say  “every  doctor’s  office  a cancer 
detection  center.” 

Less  well  known  is  the  fact  that  hundreds 
of  your  colleagues,  as  directors  of  the  Amer- 
ican Cancer  Society  nationally,  in  Divisions, 
and  with  Units,  bring  the  best  medical 
thought  to  our  attack  on  cancer  by  educa- 
tion, by  research,  and  by  service  to  patients. 
The  entire  professional  education  program' 
is  planned  for  doctors  by  doctors. 

The  occasion  for  this  brief  salute  is  April, 
the  Cancer  Control  Month.  This  year,  1955, 
marks  the  tenth  anniversary  of  the  reorgani- 
zation  of  the  American  Cancer  Society  and  ■ 
the  launching  of  the  post-war  attack  on  i 
cancer.  Much  has  been  achieved  — far  more 
remains  to  be  done. 

We  are  grateful  for  your  help  in  the  past  — 
and  we  rely  on  your  continued  support.  We 
count  heavily  on  the  doctor  in  our  house. 
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sensitive  to  tetracycline. 

How  supplied:  Collapsible  tubes  containing 
Vs  ounce. 

Source:  Bristol  Laboratories  Inc. 

FRUIT-FREEZE 

Description:  A blend  of  ascorbic  acid  and 
sugar  packaged  for  use  in  home  freezing 
which  will  be  sold  through  retail  phar- 
macies. 

Available  in  a five  ounce  jar  which  is 
sufficient  for  75  pounds  of  fruit,  the  new 
Merck  ascorbic  acid-sucrose  blend  may  be 
used  in  various  ways  to  maintain  the  fresh 
fruit  flavor  and  appearance  of  a number  of 
kinds  of  fruit.  Fruit-Freeze  is  a free-flow- 
ing crystalline  product  which  may  be  mixed 
with  syrup  to  form  a solution  into  which 
fruit  is  sliced  before  freezing,  or  it  may  be 
added  to  the  dry  slices  of  fruit  just  as  sugar 
is  added  before  packing  in  the  freezer. 

Source:  Merck  and  Co. 

WIGRAINE 

Description:  A product  designed  for  the  sym- 
tomatic  relief  of  migrain  headache. 


Each  tablet  contains  1 mg.  of  ergotamine 
tartrate  and  100  mg.  of  caffeine,  to  con- 
strict dilated  cerebral  vessels  and  thus 
abort  the  violent  head  pain;  0.1  mg.  of  bella- 
donna alkaloids,  levorotatory  (87.5%  hyos- 
cyamine  and  12.5%  atropine  as  sulfates),  to 
alleviate  the  severe  nausea  and  vomiting 
and  thus  aid  the  patient’s  retention  of  the 
tablet;  and  130  mg.  of  acetophenetidin,  to 
relieve  residual  pain  in  the  occipital  area 
resulting  from  sustained  contractions  of  the 
skeletal  muscles  of  the  head  and  neck. 

Dosage:  It  is  important  that  Wigraine  be  ad- 
ministered as  early  in  the  migraine  attack 
as  possible  and  in  adequate  dosage.  Two 
Wigraine  tablets  should  be  taken  at  the 
first  sign  of  a migraine  attack,  followed  by 
1 tablet  every  20-30  minutes  until  the  at- 
tack aborts.  No  more  than  6 Wigraine 
tablets  should  be  taken  per  migraine  attack, 
and  no  more  than  12  Wigraine  tablets  dur- 
ing a period  of  1 week. 

How  supplied:  In  boxes  of  20  foil-stripped 
tablets. 

Source:  Organon,  Inc.,  Orange,  N.  J. 
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Class  of  Thirty-one  Seniors 
Graduate 


Undergraduate  days  for  31 
senior  pharmacy  students 
came  to  a close  May  23  at  the 
69th  annual  commencement 
exercises  of  South  Dakota 
State  College. 

The  new  pharmacists  re- 
ceived the  B.S.  in  Pharmacy 
degree  upon  completion  of 
the  regular  curriculum. 

Some  of  those  graduated 
have  already  completed  the 
required  year  of  apprentice 
training  in  a retail  store, 
whereas  others  had  varying 
lengths  of  time  before  com- 
pletion of  that  requirement. 

The  State  Board  of  Phar- 
macy written  and  practical 
examinations  were  given 
May  24-26.  Those  graduates 
who  had  completed  their  ap- 
prenticeship took  both  ex- 
aminations. However,  those 
who  had  not  completed  ap- 
prentice training  will  take 
the  practical  examinations 
next  year. 

Twenty-seven  graduates 
have  accepted  positions  in  re- 
tail pharmacy,  two  will  prac- 
tice the  profession  in  hospital 
pharmacies  and  one  will 
study  for  an  advanced  degree 
in  pharmacology.  Those  ac- 
cepting positions  in  South 
Dakota  number  16  while  10 


will  practice  in  Minnesota,  2 
in  Iowa  and  1 in  Nebraska. 

Members  of  the  1955  grad- 
uating class  are: 

Richard  Angerhofer 

Spiers  Pharmacy,  Milbank 
Fred  Assam 

Koenig  Sioux  Valley  Drug, 
Sioux  Falls 
Floyd  Bly 

Methodist  Hospital  Pharmacy, 
Rochester,  Minn. 

Ronald  Cornelius 

Smith’s  Drug,  Inc.,  Lemmon 

John  Dady 

Walgreen  Drug,  Minneapolis, 
Minn. 

Don  Eickman 

Jolink  Drug,  Edgerton,  Minn. 

Keith  Everton 

Corner  Drug  Store,  Crofton, 
Nebraska 
Dennis  Fischer 

Sioux  Valiev  Hospital  Phar- 
macy, Sioux  Falls 
John  Haga 

O’Connell  Drug,  Ft.  Dodge, 
Iowa 

Ronald  Harrison 

Red  Cross  Drug,  Sisseton 

Donald  Hecht 

Costello  Drug,  Lakefield, 
Minn. 

Clair  Hetland 

H.  H.  Humphrey  and  Sons, 
Huron 

James  Johnson 

Rusk  Drug,  Algona,  Iowa 
Rollins  Juhnke 

Kasson  Drug,  Kasson,  Minn. 
Marvin  Knutson 

Henley  Drug,  New  Ulm,  Minn. 
Richard  Lovaas 

Wallbaum  Drug,  Yankton 
Ivan  Madsen 

Vadheim  Drug,  Tyler,  Minn. 
Sheldon  Murphy 

University  of  Chicago 
Betty  Olson 

Corner  Drug  Co.,  Pierre 


Richard  Olson 
Miller  Drug,  Redfield 
Harry  Poletes 
Dow  Drug,  Sioux  Falls 
Marlin  Radtke 

Osco  Drug,  St.  Paul,  Minn. 
Ronald  Randall  [ 

Pearson  Drug,  Sisseton  ■■ 
James  Schroeder 

Casey  Drug  Co.,  Chamberla 

Leo  Schroeder 

Bittner  Pharmacy,  Aberdeeni 

Harold  Schwartz  IS" 

Sward-Kemp  Drug  Co., 
Springfield,  Minn. 

Clifford  Starkjohann 
Mills  Drug,  Rapid  City 
Fred  von  Fischer 

Dan  Marsh  Drugstore,  St. 
Cloud,  Minn. 


Robert  Voy 

Voy’s  Drug  Store,  Dell  Rapii 
James  White 

Davis  Pharmacy,  Vermillion 
Neil  Wohlers 
U.  S.  Armed  Forces 


WISCONSIN  GRADUAT] 
ADDED  TO  PHARMAC'5 
STAFF  j 

Winthrop  Lange  has  bee 
ippointed  Assistant  Professr 
)f  Pharmacy,  according  | 
^loyd  J.  LeBlanc,  Dean  ' 
;he  Division  of  Pharmac 
south  Dakota  State  Colleg 
dis  appointment  will  cor 
nence  September  1 with  tl 
I'all  quarter  session.  f 


5 


Dr.  Lange  took  pre-medic 
work  at  Lawrence  Collej 
and  the  University  of  Min 
esota.  He  holds  the  bachel 
of  science  and  master  ■ 
science  degree  in  pharmai  ^ 
from  the  University  of  Wi  f 
consin  and  was  granted  t)  i 
doctor  of  philosophy  degr  3 
in  June.  o 
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Take  time  to  read  the  Saturday  Evening 
^’ost’s  July  16th  issue  on  “How  to  Avoid  Sud- 
ien  Death,”  a very  timely  article  which  en- 
iiirely  fits  into  the  present  campaign  of  the 
American  Medical  Association  and  the  College 
i)f  Surgeons.  This  should  be  read  by  every  doc- 
tor in  South  Dakota. 


Our  excellent  Executive  Secretary,  John  C. 
foster,  has  been  giving  talks  on  this  subject  to 
different  organizations  every  week  with  ex- 
ceedingly fine  response.  It  is  estimated  by 
j'Those  in  the  Know”  that  15,000  lives  could  be 
;aved  and  1,000,000  injuries  avoided  annually 
by  the  simple  use  of  Automobile  Safety  Belts. 


Automotive  manufacturers  have  been  very 
i’eluctant  to  provide  safety  in  their  cars.  They 
j/early  give  us  more  power,  design  and  color, 

"iisregarding  the  most  important  thing — safety. 

So,  it  is  up  to  us  to  protect  ourselves  and  our 
families. 

Dr.  Claire  Straith  of  Detroit  also  gave  us  fine 
idvice  on  this  subject  at  our  May  meeting.  For 
years  he  has  “blown  down  the  necks”  of  the 
ptomotive  manufacturers  and,  as  you  see, 
this  is  now  starting  to  pay  off. 

i I have  safety  belts  in  my  car  and  have  been  extemely  glad  of  it  many  times  — more  com- 
iort  and  more  protection.  South  Dakota’s  auto  deaths’  and  accidents’  total  is  way  too  high. 
Read  the  Post  article.  Let’s  sell  this  idea  to  our  patients  also  and  help  this  campaign  go  over 
n South  Dakota. 

Your  President, 


j F.  Daniels  Gillis,  M.D. 

jP.S.  That  which  makes  for  safety  for  “stunt  drivers”  should  be  a lesson  in  safety  to  you  doctors. 
(Editors  Note — Seat  belts  for  doctors  can  be  secured  at  a reduced  price  through  the  Executive 
Office). 


1 
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GROUP  LIFE  INSURANCE 

Since  just  a year  ago,  the  South  Dakota 
State  Medical  Association  has  given  its  mem- 
bership low  cost  life  insurance  through  its 
group  term  to  age  70  plan.  At  the  close  of  the 
first  year  we  note  that  there  is  a good  per- 
centage of  the  membership  enrolled.  During 
the  year  one  $10,000.00  claim  was  paid,  several 
members  discontinued  the  program,  and  more 
new  members  joined. 

Because  of  the  success  of  the  plan,  it  is 
highly  probable  that  benefits  can  be  liberal- 
ized in  the  future.  The  Association  is  now  in- 
vestigating the  possibility  of  adding  a conver- 
sion feature,  or  better  yet,  continuing  a por- 
tion of  the  coverage  beyond  age  seventy. 
Either  improvement  in  the  policy  would  be 
accomplished  with  no  increase  in  premium. 

Along  with  liberalization  of  the  policy,  we 
can  look  forward  to  a reopening  of  the  policy 
for  non-participants  to  join  without  any 
statement  of  physical  condition.  This  would 
have  to  be  accomplished  in  a thirty  day 
period  so  watch  for  an  announcement  from 
the  executive  office.  This  will  take  place 
within  the  next  ten  days. 

No  matter  what  liberalizations  take  place, 
the  editors  of  the  Journal  advise  careful  con- 
sideration of  the  Group  Life  Plan.  You  can 
get  the  details  by  writing  the  executive  office. 

^ V V 

SUMMER 

Perhaps  the  heat  wave  that  held  South 
Dakota  in  its  grip  during  July  and  early 
August  will  be  over  by  the  publication  date  of 
the  Journal.  If  it  is,  the  editors  will  be  more 
inclined  to  prepare  editorials  that  are  per- 
tinent to  activities  in  the  field  of  medicine. 
In  the  meantime  . . . “ain’t  it  hot?” 


FOR  YOUR  PATIENTS  ONLY! 

An  attractive  new  leaflet  earmarked  “fo 
patients  only”  will  be  distributed  in  Septen: 
ber  to  members  of  the  AMA.  Entitled  “T 
All  My  Patients,”  this  12-page  pamphlet  (fo 
physicians  to  distribute  to  their  patients 
explains  the  roles  of  various  persons  on  th 
medical  team  in  providing  good  medical  cart 
In  addition,  the  booklet  briefly  discusse 
medical  and  hospital  fees  and  health  insui 
ance.  Designed  primarily  to  promote  bette 
doctor-patient  relationships,  the  booklet  als' 
provides  space  for  the  doctor’s  name,  addres 
and  office  hours  to  be  inserted  at  the  end 
Quantities  will  be  available  on  request  fron 
the  AMA  Public  Relations  Department. 


THE  ROSTER 

The  roster  appearing  in  this  issue  lists  pai(' 
and  honorary  members  as  of  August  1st.  / 
supplement  of  the  list  will  appear  in  thi 
September  issue. 

If  you  have  paid  your  dues  and  your  nam( 
does  not  appear  on  the  list,  there  is  a gooc 
chance  it  will  be  in  the  September  issue. 

However,  it  is  possible  that  an  error  ha: 
been  made  and  the  editors  suggest  you  con  1 
tact  your  district  secretary  for  a recheck  o:  ! 
your  status.  | 
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POLIOMYELITIS 


In  spite  of  the  many  still  unanswered  ques- 
ions  in  regard  to  the  polio  vaccination  pro- 
gram, it  must  be  admitted  that  the  progress 
inade  in  controlling  this  disease  thru  the  dis- 
jOvery  of  the  vaccine;  the  support  of  the 
lationwide  program  thru  public  funds  and 
he  cooperative  effort  of  many  volunteers  is 
ine  of  the  great  outstanding  events  of  1954 
ind  ’55. 

I The  second  part  of  the  May  1955  issue  of 
he  American  Journal  of  Public  Health  is  a 

nummary  report  of  the  “Evaluation  of  1954 
I'i’ield  Trials  of  Poliomyelitis  Vaccine.”  It  is  a 
ummary  of  data  from  the  entire  vaccine 
“valuation  program,  a summary  of  analysis 
|>f  records  which,  with  the  exception  of  cer- 
iain  serologic  data,  are  complete.  It  is  ex- 
'Dected  that  investigation  of  corrollary  in- 
formation present  in  the  accumulated  records 
; idditional  analyses  and  further  investigations 
suggested  by  the  data  will  be  included  in  a 
’inal  complete  report. 

; Highlights  of  the  Francis  Report 

The  study  evaluated  differences  in  the  in- 
hdence  of  polio  among  vaccinated  and  un- 
I i^accinated  children  (control)  children  during 
I the  second  half  of  1954.  The  study  was  ar- 
t J’anged  in  4 stages  of  analysis  which  sought 
progressively  to  eliminate  those  cases  which 
;might  be  considered  less  conclusively  estab- 
lished as  poliomyelitis.  Through  these  4 
stages  there  appeared  a progressive  increase 
'in  the  percentage  effectiveness  of  the  vaccine. 
The  analysis  was  done  separately  for  the  ob- 
served control  and  the  placebo  control  groups. 
Half  of  the  children  in  each  of  the  first  three 
grades  received  vaccine  and  half  placebo. 
Placebo  was  a solution  of  similar  appearance 


having  no  influence  on  immunity  to  polio. 

In  the  placebo  areas  the  vaccine  appeared 
up  to  60  per  cent  effective  against  spinal 
paralysis  and  81-94  per  cent  effective  against 
bulbospinal  paralysis.  It  was  found  highly 
effective  against  type  2 (100  percent)  and  3 
(92  per  cent)  and  less  effective  (68  per  cent) 
against  type  1.  The  latter  is  ascribed  to  the 
presence  of  a preservative  which,  in  some 
lots  of  vaccine  lowered  the  antigenicity 
against  type  1.  The  estimates  would  be  more 
secure  had  a larger  number  of  cases  been 
available.  Considering  the  paralytic  cases 
alone  an  estimate  of  72  per  cent  effectiveness 
was  obtained  in  the  placebo  areas  and  62  per 
cent  in  the  observed  areas. 

The  summary  of  the  report  includes  a num- 
ber of  graphs  and  tables  which  make  it  much 
more  comprehensive.  According  to  the  map 
of  Polio  Vaccine  Field  Trial  Areas,  Minne- 
haha County  in  South  Dakota  was  an  ob- 
served area. 

Pediatric  Clinics  of  North  America,  May 

1955  includes  an  annual  statement  of  polio, 
1955  by  H.  E.  Van  Riper  and  K.  S.  Landauer 
and  also  a supplement  to  the  annual  state- 
ment. The  supplement  includes  an  optimistic 
statement  of  the  effectiveness  of  the  vaccine. 
“The  trivalent,  formalized  vaccine  against 
poliomyelitis  developed  by  Dr.  Jonas  Salk  is 
safe  and  highly  effective  in  preventing  para- 
lytic poliomyelitis  under  natural  conditions 
of  exposure  to  the  disease.” 

The  current  (1955)  dosage  is  (1)  two  doses  of 
Icc  each  administered  2-4  weeks  apart,  (2)  a 
third  or  “booster”  dose  given  no  sooner  than 
seven  months  thereafter. 

Dr.  Salk  studies  have  demonstrated  that  the 
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first  2 inoculations  in  a 3 inoculation  series 
are  supposed  to  produce  a primary  stimula- 
tion of  antibody  in  the  blood  serum.  Over  a 
period  of  months  a hyper-active  state  de- 
velops, altho  the  level  of  antibody  may  not  be 
high.  When  a “booster”  dose  is  given  at  least 
7 months  later  the  antibody  level  rises  quick- 
ly. Dr.  Salk  feels  that  the  delayed  3rd  dose 
achieves  full  immunization  that  will  persist 
for  a much  longer  time  at  higher  levels  of 
measurable  antibody  protection.  Once  the 
hyper-reactive  stage  is  reached,  a natural 
poliomyelitis  infection  will  also  induce  rapid 
high  level  production  of  antibodies.  This  is 
like  adding  a “live  virus”  vaccine  for  the  third 
innoculation. 

Dr.  Salk  in  an  article,  “Vaccination  against 
paralytic  poliomyelitis  performance  and  pros- 
pects” in  American  Journal  of  Public  Health. 
May  1955  (reprint  available)  details  the  evi- 
dence on  which  is  based  the  newly  recom- 
mended schedule  of  two-dose  primary  im- 
munization against  polio. 

There  are  a number  of  vital  problems  that 
must  be  solved  before  the  fight  against  polio 
is  won.  The  Polio  Post  for  June  1955  issued 
by  the  National  Foundation  of  Infantile 
Paralysis  attempts  to  answer  some  of  these. 

A few  are  as  follows: 

THE  MONTH  IN 

For  more  than  a year  the  administration  has 
been  attempting  to  work  out  a system  of 
voluntary,  contributory  health  insurance  for 
Uncle  Sam’s  two  million  or  so  civilian  em- 
ployees and  their  families.  It  would  seem  a 
simple  thing  to  arrange,  considering  that 
most  big  employers  have  had  similar  plans 
in  operation  for  years.  At  any  rate,  the  plan 
is  ready  now  for  Congress  to  act  on,  but  put- 
ting it  together  hasn’t  been  easy. 

First,  there  was  the  question  of  how  to  fit  in 
the  many  already  existing  health  insurance 
plans  (some  conducted  by  U.  S.  employee 
unions),  and  at  the  same  time  to  offer  cover- 
age to  government  people  working  and  living 
where  no  adequate  insurance  is  being  offered. 

Also,  there  was  wide  disagreement  as  to 
how  much  of  the  premium  the  federal  gov- 
ernment should  pay;  in  private  industry,  em- 
ployers’ contributions  range  from  a small  per- 
centage to  the  entire  cost.  U.  S.  employee 
unions  naturally  thought  the  federal  govern- 
ment should  set  an  example  in  generosity. 


1.  How  long  does  immunity  last?  Dr.  Sal,  .< 
told  a group  of  physicians  that  he  had  ev ' 1 
dence  of  the  persistence  of  antibodies  for  a'  i 
long  as  20  months  after  vaccination.  Time  i|  i 
needed  to  determine  immunity  of  the  3 in  ’ 
jections. 

2.  Is  a booster  of  live  vaccine  recom  i 

mended?  Possible  that  a follow  up  of  the  in  3 
activated  vaccine  with  live  vaccine  may  b ( 
successful  but  this  still  needs  experimenta  ti 
tion.  4 

3.  What  about  monkeys  whose  kidney  cell  J 
are  used  for  vaccine?  May  be  possible  to  shi]|B 
trysinized  monkey  kidney  cells  rather  thai  B 
the  whole  monkey.  Research  is  being  carriec  J 
on  for  a normal  strain  of  human  or  monke;}; 
cells  susceptible  to  polio  virus  which  wiJ 
grow  continuously  in  cultures  in  this  country' l 

4.  What  is  best  preservative  for  preventinj|' 
development  of  molds  in  vaccine?  Difficuli 
ties  have  been  encountered  with  Merthiolate ' 
Further  work  needed. 

5.  Can  vaccinated  persons  become  disease, 
carriers?  Grantees  of  the  National  Founda 
tion  for  Infantile  Paralysis  are  planning  t(; 
study  the  epidemiological  effects  of  wide: 
spread  vaccination. 

Mrs.  Esther  Howard 
Medical  Librarian 

WASHINGTON 

The  program  was  first  outlined  early  in  the; 
year.  It  then  was  put  on  the  shelf  for  twc, 
seasons:  a few  refinements  had  to  be  made 
and  Congress  first  had  to  decide  how  big  £ 
pay  raise  it  was  going  to  allow  U.  S.  workers 
this  year  before  thinking  about  a fringe 
benefit,  such  as  health  insurance.  The  whole 
program  was  sent  to  House  and  Senate  jusi 
at  the  start  of  the  adjournment  rush,  with  the  : 
realization  that  not  much  could  be  hoped  foi 
this  session. 

The  plan  offers  U.  S.  employees  the  optior  | 
of  signing  up  with  a local  nonprofit  service  j 
or  indemnity  plan,  providing  75%  of  the  j 
workers  in  the  particular  operation  vote  foi  I 
a particular  plan  and  providing  that  plan  i?  t 
approved  by  the  U.  S.  Civil  Service  Commis-  1 
sion.  If  the  employees  can’t  get  together,  or  il  ' 
no  adequate  plan  is  available  locally,  they 
can  sign  up  for  a uniform  national  indemnity  1 
plan  to  be  underwritten  by  one  or  more  large 
national  insurance  companies  and  negotiated 
by  the  Civil  Service  Commission.  The  pro- 
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)Osed  law  itself  lists  specifically  the  original 
benefits  that  must  be  provided  by  the  uni- 
‘Wm  plan,  but  authorizes  the  Commission  to 
•eadjust  them. 

Regardless  which  type  coverage  the  em- 
ployee selects  for  himself  and  his  family,  the 
'ederal  contribution  would  be  figured  the 
jame  way.  It  could  not  exceed  one  third  of 
,he  total  premium,  or  $19.50  annually  for  a 
single  person  or  $52  for  one  with  dependents, 
whichever  figure  is  the  lesser.  If  the  uniform 
plan  is  chosen,  the  single  employee  could  not 
pe  charged  more  than  $39  annually,  or  the 
iprie  with  dependents  more  than  $108  annually. 
3ut  under  any  other  plan,  the  employee 
vould  pay  the  difference  between  the  U.  S. 
;ontribution  and  the  premium  cost, 
i A system  of  major  medical  cost  or  catas- 
'rophic  insurance  also  would  be  provided. 
Jnder  it  the  employee  would  have  to  pay 
he  first  $100  of  cost,  after  benefits  of  the 
pasic  policy  had  been  exhausted,  before 
jUajor  medical  cost  benefits  would  become 
available.  From  that  point  on,  until  $10,000 
,iad  been  paid  by  the  company,  the  employee 
vould  have  to  pay  only  25%. 

, ^ ^ 

■ The  first  major  medical  bill  enacted  was 
he  extension  for  another  two  years  of  the 
loctor  draft  act,  which  for  five  years  has 
peen  furnishing  the  Armed  Forces  and  the 
dublic  Health  Service  with  most  of  their  dec- 
ors. Before  passage,  two  changes  were  made 
n the  law.  The  maximum  age  for  induction 
Vas  dropped  five  years.  Under  the  old  law 
i man  could  not  be  taken  against  his  wishes 


1 


after  he  had  reached  his  fifty-first  birthday; 
the  new:  law  reduced  it  to  his  forty-sixth  birth- 
day. Also,  the  law  no  longer  applies  to  phys- 
icians and  dentists  who  have  reached  their 
thirty-fifth  birthdays  and  who  have  been  re- 
jected for  a medical  or  dental  commission  at 
any  time  solely  on  the  grounds  of  physical 
condition. 

Defense  Department  points  out  that  the 
man  has  to  be  able  to  demonstrate  that  he 
actually  applied  for  a medical  or  dental  com- 
mission and  was  rejected;  a 4-F  draft  board 
classification  is  not  sufficient.  The  depart- 
ment also  said  that  the  law  will  not  result  in 
the  discharge  of  men  already  in  uniform, 
even  though  they  could  not  be  inducted  under 
the  new  law. 

As  adjournment  approached,  prospects 
were  that  not  much  more  medical  legislation 
would  be  enacted  this  session.  Most  likely  of 
success  was  a proposal  for  U.  S.  grants  to 
states  to  help  finance  Salk  vaccine  costs;  the 
states  would  decide  the  priority  of  age  groups, 
but  in  a public  program  there  could  be  no 
“means  test”  to  determine  whether  a family 
could  afford  to  pay.  Under  this  plan  the 
states  would  receive  a certain  amount  as  a 
straight  grant,  based  on  the  state’s  economic 
need  and  the  number  of  uninoculated  chil- 
dren. If  they  wanted  to  put  up  dollar-for- 
dollar,  the  states  also  could  draw  in  a second 
account.  The  bill  does  not  set  any  limit  on 
U.  S.  appropriations. 

Two  other  possibilities  were  bills  for  a na- 
tional survey  of  mental  illness  (which  passed 
the  House  early  in  the  session),  and  for  U.  S. 
grants  to  medical  schools. 


“Nebraska  midwest  railroad  terminal;  population  20,000;  new  modern  air- 
conditioned,  12  room  clinic;  completely  equipped  including:  x-ray  labora- 
tory,  BMR,  diathermy  etc.  Successful  practice  of  recently  deceased.  $70,000 
annual  gross;  adjacent  income  property.  Two  modern  hospitals  within  four 
blocks.  Contact:  Charles  McCarthy,  Building  and  Loan,  North  Platte, 
Nebraska.” 


j 
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now  available 
for  clinical  use 


Meticortelone  possesses  antirheumatic  and  anti-inflammatory 
effectiveness  and  hormonal  properties  similar  to  those  of  Meticor- 
ten,'-5  the  first  of  the  new  Schering  corticosteroids.  Both  are  three  to 
five  times  as  potent,  milligram  for  milligram,  as  oral  cortisone  or  hydro- 
cortisone. Meticortelone  and  Meticorten  therapy  is  seldom 
associated  with  significant  water  or  electrolyte  disturbances. 

Meticortelone  is  an  analogue  of  hydrocortisone,  as  Meticorten 
is  of  cortisone.  The  availability  of  these  new  steroids,  both  discovered 
and  introduced  by  Schering,  provides  the  physician  with  two  thera- 
peutic agents  of  approximately  equal  effectiveness. 

Meticortelone  is  now  available  as  5 mg.  buff-colored  tablets, 
scored,  bottles  of  30  and  100.  In  the  treatment  of  rheumatoid  arthritis, 
dosage  begins  with  an  average  of  20  to  30  mg.  (4  to  6 tablets)  a day. 
This  is  gradually  reduced  by  2.5  to  5 mg.  until  daily  maintenance 
dosage,  which  may  be  between  5 to  20  mg.,  is  reached.  The  total 
24-hour  dose  should  be  divided  into  four  parts  and  administered  after 
meals  and  at  bedtime.  Patients  may  be  transferred  directly  from 
hydrocortisone  or  cortisone  to  Meticortelone  without  difficulty. 
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first  of  the  new  Schering  corticosteroids 

METICORTEN 

PREDNISONE,  SCHERING  (METACORTANDR ACIN) 

. replacing  the  older  corticosteroids  in 
rheumatoid  arthritis'’2’6-8  certain  skin  disorders  such  as  disseminated 
intractable  asthma^'*^  lupus  erythematosus, '3. i4  acute  pemphi- 

eye  disorders^  gus.'^.is  atopic  dermatitis'^  and  other 

allergic  dermatoses 

» more  active  than  hydrocortisone  or  cortisone,  milligram  for  milligram 
• relatively  free  of  significant  water  or  electrolyte  disturbances  5 

Meticorten  Is  available  as  5 mg.  scored,  white  tablets  in  bottles  of  30  and  100. 
Meticortelone,*  brand  of  prednisolone  (metacortandralone). 

Meticorten,*  brand  of  prednisone  (metacortandracin).  »TJd. 
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LOVRE.  BERRY 
SUPPORT  ASS'N 
ON  DOCTOR  DRAFT 

Both  Congressmen  Lovre 
and  Berry  of  South  Dakota 
voted  to  support  the  medical 
association  stand  on  the 
“doctor-draft”  when  it  was 
voted  on  June  28th. 

The  Conference  Report  on 
HR  3005,  which  contained  the 
doctor  draft  extension  was 
passed  overwhelmingly  by  a 
vote  of  388  to  5.  However, 
before  this  was  put  to  vote,  a 
medical  association  endorsed 
move  to  recommit  the  report 
to  committee  so  that  the 
doctor  draft  extension  could 
be  considered  separately  was 
made. 

In  this  action,  Lovre  and 
Berry  supported  the  medical 
profession  by  voting  to  re- 
commit. The  vote  was  171 
for  and  221  against,  which 
meant  no  recommital. 

Despite  the  fact  that  the 
action  was  lost,  it  is  proper 
to  note  that  both  South  Da- 
kota representatives  were 
well  informed  on  the  subject 
and  did  all  they  could  to  im- 
plement the  medical  profes- 
sion’s desires  in  the  matter. 


NEWS  NOTES 
Dr.  Oskar  Zeidaks,  for  the 

past  four  years  at  Isabel, 
South  Dakota,  has  located  in 
Burke. 

4s  ^ 

Dr.  Wayne  Shaw  has 

moved  his  practice  from 
Canova  to  Howard. 

* * 

Dr.  Robert  Nelson  has 

opened  his  practice  of  gen- 
eral and  thoracic  surgery  at 
Sioux  Falls.  His  office  is  in 
the  Sioux  Falls  Clinic  Build- 
ing. 

* * * 

Dr.  Robert  F.  Thompson, 

Saginaw,  Michigan,  has 
joined  the  staff  of  the  Yank- 
ton Clinic  specializing  in  in- 
ternal medicine.  Dr.  Thomp- 
son has  just  completed  his 
residency  at  the  University 
of  Michigan. 

4s  4s  4s 

Dr.  David  Buchanan  has 

joined  his  father.  Dr.  R.  A. 
Buchanan  in  general  practice 
in  Huron.  Dr.  David  is  a 

former  president  of  the  na- 
tional Student  AMA. 

4<  4s  4« 

Dr.  Donald  Hillan.  Went- 
worth, has  joined  the  staff  of 
the  Madison  Clinic  special- 
izing in  pediatrics.  He  is  a 
graduate  of  Temple  Univer- 
sity and  took  his  residency 
at  Children’s  Hospital  in  Mil- 
waukee. 


Dr.  Roscoe  Dean,  Wessin^ 
ton  Springs,  has  gone  on  ac 
tive  army  duty  and  is  pre: 
ently  at  Fort  Sam  Houstoii 
Texas. 

* H:  ■ 

Dr.  Melvin  Marousek  ha 

moved  from  Aberdeen  t 
Belle  Fourche  to  practice  in 
ternal  medicine.  ‘ 

* * 

! 

Dr.  and  Mrs.  Roy  E.  Jerr 
sirom.  Rapid  City,  recentl 
returned  from  Europe  wher 
they  attended  the  Intei 
national  College  of  Surgeon 
meeting  in  Geneva. 

❖ ❖ 

Dr.  I.  M.  Burnside,  wh 

practiced  in  Highmore  fron 
1900  to  1917,  passed  away  ii 
Burbank,  California,  Jul' 
2nd.  1 

* * * ' 

Governor  Joe  Foss  namei 
Dr.  N.  Wells  Stewart  of  Leai 
to  the  state  medical  panel  fo 
workmens  compensation.  Di 
Stewart  replaces  Dr.  R.  B 
Fleeger  who  has  retired. 

N:  * * 

Dr.  Margaret  Faithe,  hav, 
ing  completed  interneship  a 
Sacred  Heart  Hospital  ii 
Yankton,  has  located  at  Wa 
konda. 

* * 

Dr.  Earl  F.  Watson  has  lo 
cated  in  Garretson  with  Dr 
Earl  Suckow. 
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“New  and  Nonofficial 
Remedies  1955”  has  just 
j ;ome  off  the  press  and  is 
kvailable  from  J.  B.  Lippin- 
l;ott  Co.,  East  Washington 
>quare,  Philadelphia.  Price 
;3.35. 

* * 4: 

South  Dakota  doctors  may 
lave  the  latest  information 
m “Clinical  Memoranda  on 
Slconomic  Poisons”  by  re- 
l^uesting  a copy  from  the  Na- 
lional  Agricultural  chem- 
icals Association,  1145  Nine- 
eenth  Street  N.W.,  Washing- 
on  6,  D.  C. 


AMERICAN  COLLEGE  OF 
PHYSICIANS  MEET 

The  21st  Annual  Meeting 
if  the  American  College  of 
ilhest  Physicians  was  held 
t the  Ambassador  Hotel, 
iitlantic  City,  New  Jersey, 
une  1 through  5.  More  than 
,400  physicians  and  guests 
egistered  for  the  meeting, 
"ellowship  certificates  were 
warded  to  251  physicians  at 
he  Convocation  ceremony 
ield  on  Saturday,  June  4. 
’he  following  officers  were 
lected  for  the  year  1955- 
956: 

I’resident 

I James  H.  Stygall,  Indian- 
apolis, Indiana 
i’resident-Elect 
Herman  J.  Moersch, 

I 

Rochester,  Minnesota 
I’irst  Vice-President 
''  Burgess  L.  Gordon,  Phila- 
delphia, Pennsylvania 
'Second  Vice-President 
Donald  R.  McKay,  Buffalo, 
New  York 
’reasurer 

Charles  K.  Better,  Wau- 
kegan, Illinois 


Assistant  Treasurer 
Albert  H.  Andrews, 
Chicago,  Illinois 

Chairman,  Board  of  Regents 
John  E.  Briggs,  St.  Paul, 
Minnesota 

Historian 

Carl  C.  Aven,  Atlanta, 
Georgia 

The  22nd  Annual  Meeting 
of  the  College  will  be  held 
at  the  Sherman  Hotel, 
Chicago,  Illinois,  June  7 
through  10,  1956. 

Dr.  William  L.  Mayer, 
Sanator,  was  re-elected  Gov- 
ernor of  the  College  for 
South  Dakota. 


THE  MINNESOTA 

ACADEMY  OF 

GENERAL  PRACTICE 

Will  hold  its  Fifth  Annual 
Fall  Refesher  at  the  Radisson 
Hotel,  Minneapolis,  on  Wed- 
nesday October  19,  ’55,  start- 
ing promptly  at  8:30  a.  m. 

Seven  hours  of  accredited 
post  graduate  study  will  be 
provided  in  the  form  of  con- 
centrated instruction  and  lec- 
tures by  fourteen  eminent 
medical  authorities.  The 
highlight  of  the  noon  lun- 
cheon will  be  a talk  by  H.  E. 
Rynearson,  M.D.,  Rochester, 
Minnesota.  Some  of  the 
others  on  the  full-day  pro- 
gram will  be  Bert  Seligman, 
M.D.,  Toledo;  Gene  Stoller- 
man,  M.D.  University  of 
Chicago;  and  George  Logan, 
M.D.  Rochester,  Minnesota. 

No  charge  will  be  made  for 
registration. 

Purchase  of  a five  dollar 
luncheon  ticket  is  the  pre- 
requisite to  attendance. 


A warm  welcome  to  par- 
ticipate is  extended  to  all 
doctors  of  medicine. 

Advance  registrations  are 
considered  most  advisable 
and  should  be  made  through: 
James  A.  Blake,  M.D.  15  — 
9th  Avenue  South,  Hopkins, 
Minnesota. 

MINNESOTA  ACADEMY 
of  GENERAL  PRACTICE 
5th  Annual  Fall  Refresher 
Radisson  Hotel,  Minneapolis, 
Minnesota 

8:30  a.  m.  — Wednesday 
October  19,  1955 


I UROLOGY  AWARD 

The  American  Urological 
Association  offers  an  annual 
award  of  $1,000  (first  price  of 
$500,  second  prize  $300  and 
third  prize  $200)  for  essays 
on  the  result  of  some  clinical 
or  laboratory  research  in 
Urology.  Competition  shall 
be  limited  to  urologists  who 
have  been  graduated  not 
more  than  ten  years,  and  to 
men  in  training  to  become 
urologists. 

The  first  prize  essay  will 
appear  on  the  program  of  the 
forthcoming  meeting  of  the 
American  Urological  Asso- 
ciation, to  be  held  at  the 
Statler  Hotel,  Boston,  Massa- 
chusetts, May  28-31,  1956. 

For  full  particulars  write 
the  Executive  Secretary,  Wil- 
liam P.  Didusch,  1120  North 
Charles  Street,  Baltimore, 
Maryland.  Essays  must  be  in 
his  hands  before  December  1, 
1955.” 
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* Trademark  for  the  Upjohn  brand  of  prednisolone  (de!ta-I-hydrocortisone) 


A Solid  Foundation 

‘Homicebrin’  (Homogenized  Multiple  Vitamins,  Lilly),  the 
modern,  homogenized  liquid  multiple-vitamin  preparation, 
is  especially  prepared  to  help  build  a solid  health  foundation 
for  children. 

This  smooth  and  palatable  formula  contains  the  six  essen- 
tial vitamins  and  is  balanced  to  meet  present-day  nutritional 
requirements.  Feature  and  sell  this  year-round  volume  pro- 
ducer. Send  your  orders  to  us  today. 


A 


BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 
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Transactions  of  the  South  Dakota 
State  Medical  Association 
Seventy-Fourth  Annual  Session 
May  21,  22,  23,  24,  1955 


OFFICERS,  1955-56 
President 

^ F.  D.  Gillis,  Sr.,  M.D Mitchell 

President-Elect 

A.  P.  Peeke,  M.D Volga 

Vice-President 

! M.  M.  Morrissey,  M.D Pierre 

Secretary-Treasurer 

A.  P.  Reding,  M.D Marion 

AMA  Delegate 

A.  A.  Lampert,  M.D..___ Rapid  City 

Speaker  of  the  House 

I R.  A.  Buchanan,  M.D Huron 

Alternate  Delegate 

A.  P.  Reding,  M.D JVIarion 

Chairman  of  the  Council 

!.P.  V.  McCarthy,  M.D Aberdeen 

!■  COUNCILORS 

First  District  (Aberdeen) 

I P.  V.  McCarthy,  M.D.  (1956)  Aberdeen 

Second  District  (Watertown) 

C.  R.  Stoltz,  M.D.  (1956) Watertown 

Third  District  (Madison) 

■ Magni  Davidson,  M.D.  (1957) Brookings 

" Fourth  District  (Pierre) 

L.  C.  Askwig,  M.D.  (1956) Pierre 

, Fifth  District  (Huron) 

'l  B.  T.  Lenz,  M.D.  (1957) Huron 

|j  Sixth  District  (Mitchell) 

B.  R.  Skogmo,  M.D.  (1957) Mitchell 

I Seventh  District  (Sioux  Falls) 

I C.  J.  McDonald,  M.D.  (1957) Sioux  Falls 

Eighth  District  (Yankton) 

Not  Named  (1956) 

Ninth  District  (Black  Hills) 

A.  A.  Lampert,  M.D.  (1958) Rapid  City 

Tenth  District  (Rosebud) 

R.  J.  Quinn,  M.D.  (1958) Burke 

Eleventh  District  (Northwest) 

G.  C.  Torkildson,  M.D.  (1958) McLaughlin 

Twelfth  District  (Whetstone  Valley) 

I F.  F.  Pfister,  M.D.  (1958)...... Webster 

Councilor  at  Large 

! A.  W.  Spiry,  M.D Mobridge 

! 

I 

I 

i 


PRESIDENTIAL  ADDRESS 
A.  W.  Spiry,  M.D.,  Mobridge 

Fellow  members  and  guests,  we  have  gathered 
here  for  this  occasion  when  we  enjoy  ourselves 
and  celebrate  the  festivities  connected  with  our 
annual  Medical  Association  meeting. 

In  order  to  make  this  occasion  as  happy  as  pos- 
sible for  all  of  you,  your  president  formally  steps 
down  from  the  office  he  has  held  for  the  past  year. 
The  occasion  is  one  which  should  bring  joy  to  all 
but  the  customs  and  traditions  of  our  country  being 
what  they  are  this  joy  is  tempered  by  the  fact  that 
your  retiring  president  is  expected  to  deliver  a 
speech  upon  the  conclusion  of  this  term. 

I do  not  know  who  originated  the  custom  of  re- 
quiring a retiring  president  to  deliver  a talk.  Per- 
haps it  was  a retiring  president  who  needed  that 
much  time  to  apologize  for  all  of  his  shortcomings. 
However,  for  the  members  and  guests  the  situa- 
tion is  very  much  like  that  of  a family  where  there 
were  ten  children  and  very  little  money.  One  day 
there  was  an  increase  in  the  family,  and  once  more 
the  father  was  breaking  the  news  to  his  children. 
His  information  wasn’t  greeted  with  much  en- 
thusiasm. Finally  one  of  the  youngsters  who  was 
standing  spoke  up  and  said,  “Well,  I suppose  it’s 
all  right.  Dad,  but  there’s  many  things  we  needed 
worse.” 

As  I get  up  to  speak  I am  sure  that  there  are 
many  who  might  be  thinking,  “Well,  it’s  all  right, 
but  I’m  sure  there  are  many  things  we  could  be 
doing  that  would  be  better.” 

Now  I’m  going  to  surprise  you.  I’m  going  to 
agree  with  you,  but  I do  want  to  take  advantage 
of  this  opportunity  given  me  to  express  my  thanks 
to  all  of  you  who  made  the  effort  to  attend  this 
meeting.  I am  happy  about  the  large  attendance 
present  and  the  good  spirit  of  fellowship  that  pre- 
vails. I think  this  spirit  of  fellowship  helps  create 
a stronger  bond  between  all  doctors  and  particu-i 
larly  brings  the  younger  doctor  into  our  group 
where  he  can  enjoy  the  full  benefits  of  our  asso- 
ciation. We  must  remember  that  this  is  an  associa- 
tion and  the  word  association  means  to  be  together 
— to  associate  with  each  other.  We  are  not  a good 
member  unless  we  participate  to  the  utmost  ex- 
tent in  this  association  and  the  fellowship  which 
results  from  it. 

Since  I have  been  allotted  ten  minutes  in  which 
to  deliver  my  remarks  to  conclude  my  term  of 
office  I would  like  to  devote  all  of  my  time  to  dis- 
cussing this  fellowship  and  a better  relationship 
between  doctors.  However.  I was  told  that  I 
should  not  be  too  serious  as  this  banquet  is  sched- 
uled as  the  entertainment  portion  of  our  annual 
meeting.  If  I should  become  too  serious  I would 
probably  get  the  same  rebuff  from  you  that  a 
comedy  writer  got  from  Samuel  Goldwyn.  Mr. 
Goldwyn  was  seeking  a film  story  for  Bob  Hope. 
He  received  a phone  call  from  a Hollywood  writer. 
“I  have  a wonderful  comedy,”  the  writer  told  him 
excitedly.  “It’s  ideal  for  Bob  Hope.” 
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“Fine,  fine,”  said  Goldwyn. 

The  writer  went  on  excitedly.  “Not  only  is  it  a 
great  comedy,  but  it  also  has  a message.” 

“A  message?”  Goldwyn  bawled  out.  “Just  write 
me  a comedy.  Messages  are  for  Western  Union.” 

That’s  the  way  most  people  look  at  messages  in 
speeches  delivered  at  banquets.  Friendly  remarks 
are  all  right  but  messages  — they’re  for  Western 
Union,  let  them  deliver  them. 

Many  of  our  members  come  here  to  escape  the 
serious  side  of  life  they  face  at  home.  This  is  dif- 
ficult to  do,  even  for  a short  time.  Besides  the 
problems  of  the  doctor’s  own  private  practice,  the 
lecture  platforms,  the  radio  waves  and  the  news- 
papers are  filled  with  serious  and  thoughtful  dis-. 
cussions  upon  the  many  and  complex  problems  of 
our  age.  We  cannot  escape  these  problems  nor 
can  we  avoid  thinking  about  them  and  discussing 
them.  The  danger  is  that  we  may  become  too 
wrapped  up  in  our  thoughts  and  worries  concern- 
ing the  future,  the  present  and  the  effect  on  our 
families  and  patients. 

Doctors  are  inclined  to  fill  their  hearts  and 
minds  with  wor^  — like  the  fine  old  bishop  who 
was  worrying  his  heart  out  over  what  seemed  to 
him  the  evils  of  a doomed  world.  He  kept  tossing 
on  his  bed  until  long  past  midnight.  Finally  he 
thought  he  heard  the  Lord  speak  to  him  and  say, 
“Go  to  sleep.  Bishop.  I’ll  sit  up  the  rest  of  the 
night.” 

I think  it  is  good  for  all  of  us  to  turn  our  wor- 
ries and  problems  over  to  a Higher  Being  on 
occasion  and  just  lose  ourselves  in  relaxation.  I 
have  found  travel  most  stimulating  for  me  when 
I want  to  take  a vacation  from  the  cares  of  work. 
The  places  I have  visited  in  recent  years  include 
Porto  Rico,  Trinidad,  Brazil.  In  1952  I had  occasions 
to  attend  the  meeting  of  the  World  Medical  Asso- 
ciation in  Athens,  Greece,  and  managed  to  visit 
also  London,  Frankfort,  Munich,  Venice,  Florence, 
Rome  and  several  cities  in  Switzerland.  My  visits 
in  France  included  the  usual  night  clubs  in  Paris. 

I realize  that  travel  is  not  the  easy  solution  to 
the  problem  for  many  doctors,  but  I do  urge  them 
to  take  up  some  hobby.  This  will  turn  their  minds 
away  from  the  routine  of  work  and  study.  I need 
not  tell  you  that  the  value  of  a hobby  is  the  pleas- 
ure it  gives  us  and  the  change  from  our  regular 
routine. 

I recall  the  story  of  the  lad  who  worked  hard 
during  his  summer  vacation  from  school  on  a small 
garden  he  had  in  his  back  yard.  Visitors  could  not 
help  but  admire  the  splendid  work  he  was  doing 
and  the  fine  results  he  was  gaining  from  growing 
things  in  the  soil.  One  day  a visitor  to  the  home 
was  particularly  impressed  and  asked  the  small 
boy  why  he  took  up  gardening  and  worked  at  it 
so  diligently. 

The  small  boy  pointed  to  his  garden  and  replied, 
“This  is  my  hobby.  Gosh,  how  I hate  it!” 

We  must  learn  to  find  a hobby  we  can  enjoy.  I 
think  every  doctor  should  have  such  a hobby.  We 
need  some  form  of  relaxation  not  only  from  our 
own  work  and  its  problems  but  also  to  help  us 
meet  the  problems  which  all  doctors  face.  Some 
of  these  most  serious  problems  are  in  our  relation- 
ship with  the  general  public.  More  and  more  the 
public  is  surrounding  the  medical  profession  with 
certain  mysteries  and  great  expectations. 

Many  of  our  largest  magazines  of  national  cir- 
culation include,  from  time  to  time,  an  article  re- 
viewing the  great  progress  of  medical  science,  the 
introduction  of  so-called  miracle  drugs  and  the  in- 
evitable conclusion  that  is  a result  of  this  progress 
most  anyone  can  expect  to  live  and  enjoy  good 
health  until  he  is  80,  90  or  100  years  of  age. 

The  general  impression  is  conveyed  that  the 
mere  accounting  in  a magazine  article  of  the  dis- 
coveries of  medicine  will  perform  the  miracle  to 
change  our  lives.  The  repetition  of  this  thought  in 


magazine  after  magazine  has  given  prevalence  1 j 
the  idea  that  we  are  embarking  upon  a new  era  ( i 
fabulous  longevity  for  all  living  today. 

We  who  are  trained  in  medicine  are  not  quite  j j 
confident  of  the  cure-all  possibilities  of  miracli  j 
drugs  as  those  whose  job  it  is  to  write  sensationj  j 
stories  for  popular  consumption.  Furthermore,  w j 
are  convinced  that  even  though  certain  means  c ; 
improved  diagnosis  and  treatment  have  bee 
placed  in  our  hands  these  are  not  enough  in  then  : 
selves  to  assure  the  spectacular  results  promisee  ; 
There  must  be  an  application  of  the  new  forms  c >. 
treatment  together  with  all  of  the  old  and  prove  i 
ways  of  guarding  public  health  and  supportin 
preventive  medicine. 

In  the  days  when  Rome  was  in  its  glory,  man 
interesting  customs  developed.  One  of  these  cu5  i 
toms  is  recalled  by  the  expression,  “Put  your  righ  | 
foot  forward.” 

The  Romans  held  a superstitious  belief  that  : i 
was  a bad  omen  to  enter  a house  with  the  left  foe 
forward,  while  the  person  entering  the  house  wit 
his  right  foot  forward  could  expect  to  enjoy  th'  ’ 
hospitality  of  his  visit  there.  For  this  reason,  con 
siderate  and  thoughtful  hosts  used  to  station 
boy  outside  the  door  who  would  caution  all  wh 
entered  to  put  their  right  foot  forward. 

Physicians  today  might  well  be  guided  by  thi; 
rule  and  when  they  enter  the  home  of  a patien  ! 
pause  to  consider  the  importance  of  putting  thei  i 
right  food  forward.  The  physician  too  often  think 
of  himself  and  his  work  in  a detached,  scientifi 
manner.  He  is  — or  should  be  — first  and  abov 
all  a humanitarian.  As  a humanitarian  he  is  - i 
or  should  be  — interested  in  people  and  concernei  i 
about  their  welfare.  i 

For  the  physician  to  practice  his  profession  in  1 
manner  that  gains  the  respect  and  confidence  o : 
his  patients  he,  and  all  members  of  his  professior  s 
must  conduct  himself  in  a manner  that  earns  pub  , 
lie  confidence  and  respect.  The  earning  of  publi  i 
respect  and  confidence  is  merely  another  way  o ) 
defining  the  term  public  relations. 

It  is  possible  to  have  good  public  relations  with  i 
out  a planned  program  of  public  relations  for  med  ! 
icine.  This  is  true  because  any  planned  progran  ! 
must  first  be  based  on  the  professional  manner  ii 
which  the  physician  conducts  himself.  This  mean  <{ 
he  must  practice  good  medicine  and  be  alert  at  al  ( 
times  to  keep  abreast  with  changes  in  methods  i 
new  treatments  and  the  products  of  our  researcl  ■ 
laboratories  as  well  as  scientific  advances. 

Our  Medical  Association  helps  us  perform  thi 
many  tasks  required  of  doctors  and  assists  us  ii 
fulfiling  our  obligations  and  responsibilities.  Fo 
this  reason  I am  proud  to  be  associated  with  thi  ! 
group  and  feel  especially  honored  that  I shouk  I 
have  been  chosen  to  serve  as  your  president.  i 
want  to  thank  each  and  every  one  of  you  for  giv 
ing  me  this  opportunity. 

A.  W.  Spiry,  M.D. 


COMMITTEE  APPOINTMENTS 
STANDING  COMMITTEES  — 1955-56 

Scienlific  Work 

R.  G.  Mayer,  M.D.,  Chr Aberdeer 

F.  D.  Gillis,  Sr.,  M.D Mitchel 

A.  P.  Reding,  M.D. Marior 

Public  Policy  & Legislation 

G.  I.  W.  Cottam,  M.D.,  Chr ..  Sioux  Falh 

A.  W.  Spiry,  M.D. Mobridgt 

A.  P.  Peeke,  M.D VolgJ 
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Publications 

R.  G.  Mayer,  M.D.,  Chr.  (1957) Aberdeen 

|R.  E.  Van  Demark  (1958) Sioux  Falls 

jD.  H.  Manning,  M.D.  (1956) Sioux  Falls 

1 Medical  Defense 

jA.  P.  Reding,  M.D.,  Chr.  (1958) Marion 

T.  V.  Kobza,  M.D.  (1956) Rapid  City 

jD.  R.  Mabee,  M.D.  (1957) Mitchell 

$ Medical  School  Affairs 

' Medical  Education  and  Hospitals 

|C.  B.  McVay,  M.D.,  Chr.  (1957) Yankton 

IH.  Russell  Brown,  M.D.  (1957) Watertown 


F.  D.  Gillis,  Jr.,  M.D.  (1958) Mitchell 

Ronald  Price,  M.D.  (1958) Armour 


|W.  H.  Saxton,  M.D.  (1956) Huron 

iL.  J.  Pankow,  M.D.  (1956) Sioux  Falls 

r Medical  Economics 

^Magni  Davidson,  M.D.,  Chr.  (1958)-Brookings 

Jr.  H.  Hayes,  M.D.  (1957) Winner 

Ip.  R.  Scallin,  M.D.  (1956) Redfield 

i!  Necrology 

:!jC.  A.  Clark,  M.D.,  Chr.  (1956) Lead 

jj.  B.  Janis,  M.D.  (1957) Hoven 

,D.  J.  Glood,  M.D.  (1958) Viborg 

I Public  Health 

iRoscoe  Dean,  M.D.,  Chr.  (1958).-Wess.  Springs 

^G.  J.  VanVanHeuvelen,  M.D.  (1957) Pierre 

|E.  j.  Perry,  M.D.  (1956) Redfield 

i Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (1957)  . Aberdeen 

Jw.  A.  Geib,  M.D.  (1958)  Rapid  City 

’Wm.  Duncan,  M.D.  (1956) Webster 

I Tuberculosis 

;W.  L.  Meyer,  M.D.,  Chr.  (1957) Senator 

'R.  G.  Mayer,  M.D.  (1958) Aberdeen 

J.  P.  Steele,  M.D.  (1956) Yankton 

Maternal  & Child  Welfare 

F.  H.  Cooley,  M.D.  (1956)  Chr Aberdeen 

|W.  E.  VanDemark,  M.D.  (1957) Sioux  Falls 

II.  W.  Tobin,  M.D.  (1958) Mitchell 

I Executive  Committee 

I F.  D.  Gillis,  Sr.,  M.D.,  Chr Mitchell 

! A.  P.  Reding,  M.D Marion 

i A.  P.  Peeke,  M.D Volga 

i M.  M.  Morrissey,  M.D Pierre 

' R.  A.  :.Buchanan,  M.D Huron 

' P.  V.  McCarthy,  M.D Aberdeen 

j Diabetes 

D.  R.  Nelimark,  M.D.,  Chr.  (1957) Mitchell 

Donald  Maclean,  M.D.  (1958) Sioux  Falls 

|T.  H.  Sattler,  M.D.  (1956) ..Yankton 

I Mediation  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1957) . Sioux  Falls 

'A.  W.  Spiry,  M.D.  (1960) Mobridge 


D.  A.  Gregory,  M.D.  (1959) Milbank 

D.  S.  Baughman,  M.D.  (1956) Madison 

R.  E.  Jemstrom,  M.D.  (1958) Rapid  City 

Mental  Health 

George  Smith,  M.D.,  Chr.  (1957)..-.Sioux  Falls 

E.  S.  Watson,  M.D.  (1958) Brookings 

M.  R.  Gelber,  M.D.  (1957) Aberdeen 

Clark  Johnson,  M.D.  (1958) Yankton 

R.  C.  Knowles,  M.D.  (1956) Sioux  Falls 

Jennings  Fershing,  M.D.  (1956) Estelline 

Benevolent  Fund 

Wm.  Donahoe,  M.D.,  Chr.  (1958)...  Sioux  Falls 
J.  C.  Hagin,  M.D.  (1957) .....Miller 

F.  C.  Totten,  M.D.  (1956) Lemmon 

Rheumatic  Fever  & Heart  Disease 

J.  Argabrite,  M.D.,  Chr.  (1958) Watertown 

D.  C.  Austin,  M.D.  (1956) Brookings 

H.  W.  Farrell,  M.D.  (1957) Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts 

J.  J.  Stransky,  M.D.,  Chr Watertown 

J.  P.  Steele,  M.D Yankton 

J.  C.  Rodine,  M.D Aberdeen 

Robert  Olson,  M.D Sioux  Falls 

R.  C.  Jahraus,  M.D Pierre 

F.  D.  Leigh,  M.D Huron 

W.  F.  Fritz,  M.D Mitchell 

P.  H.  Koren,  M.D Rapid  City 

American  Medical 
Education  Foundation 

A.  A.  Lampert,  M.D.,  Chr Rapid  City 

S.  F.  Sherrill,  M.D Belle  Fourche 

H.  L.  Saylor,  Jr.,  M.D Huron 

O.  J.  Mabee,  M.D Mitchell 

A.  P.  Reding,  M.D Marion 

Editorial 

R.  G.  Mayer,  M.D.,  Chr Aberdeen 

D.  H.  Manning,  M.D Sioux  Falls 

G.  J.  VanHeuvelen,  M.D Pierre 

H.  R.  Wold,  M.D Madison 

W.  E.  Jones,  M.D Sturgis 

Mary  Price,  M.D Armour 

Harold  Lowe,  M.D Mobridge 

Amos  Michael,  M.D Vermillion 

T.  W.  Reul,  M.D Watertown 

Medical  Licensure 

F.  F.  Pfister,  M.D.,  Chr Webster 

Magni  Davidson,  M.D.  , Brookings 

C.  E.  Kemper,  M.D Viborg 

Veterans  Administration  & Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr Pierre 

D.  H.  Manning,  M.D Sioux  Falls 

F.  F.  Pfister,  M.D Webster 

M.  R.  Gelber,  M.D .....  Aberdeen 


— 277  — 


Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D Vermillion 

Prepayment  & Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr Sioux  Falls 

D.  H.  Breit,  M.D Sioux  Falls 

E.  A.  Johnson,  M.D Milbank 

Paul  Hohm,  M.D Huron 

A.  A.  Lamport,  M.D Rapid  City 

Robert  Monk,  M.D Yankton 

National  Legislation 

F.  D.  Gillis,  Sr.,  M.D.,  Chr Mitchell 

A.  A.  Lamport,  M.D Rapid  City 

A.  P.  Peeke,  M.D. Volga 

M.  M.  Morrissey,  M.D Pierre 

Rural  Medical  Service 
A.  P.  Peeke,  M.D.,  Chr Volga 

G.  P.  Bloemendaal,  M.D Ipswich 

E.  F.  Kalda,  M.D Platte 

Nursing  Training 

P.  P.  Brogdon,  M.D.,  Chr Mitchell 

H.  J.  Grau,  M.D Rapid  City 

H.  P.  Adams,  M.D Huron 

Workmen's  Compensation 

J.  N.  Hamm,  M.D.,  Chr Sturgis 

H.  R.  Lewis,  M.D Mitchell 

R.  Giebink,  M.D Sioux  Falls 

Blood  Banks 

R.  L.  Carefoot,  M.D.,  Chr Huron 

C.  L.  Behrens,  M.D Rapid  City 

A.  K.  Myrabo,  M.D Sioux  Falls 

Rehabilitation  Committee 

M.  M.  Morrissey,  M.D.,  Chr Pierre 

A.  A.  Lamport,  M.D Rapid  City 

R.  E.  VanDemark,  M.D Sioux  Falls 

Paul  Bunker,  M.D Aberdeen 

H.  E.  Ahrlin,  M.D Rapid  City 

Committee  for  1956  Joint  Annual  Meeting 

R.  G.  Mayer,  M.D.,  Chr Aberdeen 

H.  Russell  Brown,  M.D Watertown 

F.  D.  Gillis,  Sr.,  M.D. Mitchell 

Press  Radio  Committee 
R.  E.  Jernstrom,  M.D.,  Chr Rapid  City 

E.  A.  Rudolph,  M.D Aberdeen 

Steve  Brzica,  M.D Sioux  Falls 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr Huron 

A.  P.  Peeke,  M.D Volga 

H.  Russell  Brown,  M.D Watertown 

F.  F.  Pfister,  M.D Webster 

P.  V.  McCarthy,  M.D Aberdeen 

E.  J.  Perry,  M.D Redfield 

F.  C.  Totten,  M.D Lemmon 

W.  A.  Delaney,  M.D ...  Mitchell 

Committee  to  Study  Coroners  Laws 
W.  A.  Geib,  M.D.,  Chr — Rapid  City 


SOUTH  DAKOTi 

M.  M.  Morrissey,  M.D Piern 

R.  H.  Hayes,  M.D Winne- 
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COUNCIL  MEETING 

Village  Room  of  Hotel  Lawler,  Mitchell,  S.  Dak. 

May  21,  1955 

Meeting  called  to  order  by  Dr.  M.  M.  Morrissey 

The  following  members  answered  roll  call:  A.  W 
Spiry,  M.D.,  F.  D.  GiUis,  Sr.,  M.D.,  G.  I.  W.  Cottam 
M.D.,  A.  A.  Lamport,  M.D.,  R.  A.  Buchanan,  M.D. 
A.  P.  Reding,  M.D.,  M.  M.  Morrissey,  M.D.,  R.  G 
Mayer,  M.D.,  P.  V.  McCarthy,  M.D.,  C.  R.  Stoltz 
M.D.,  Magni  Davidson,  M.D.,  B.  T.  Lenz,  M.D.,  C.  J 
McDonald,  M.D.,  R.  J.  Quinn,  M.D.,  F.  F.  Pfister  i 
M.D.,  H.  R.  Lewis,  M.D.,  and  executive-secretary  , 
Foster. 

Motion  made  by  Dr.  R.  A.  Buchanan  am  | 
seconded  by  Dr.  F.  D.  Gillis,  Sr.  that  the  reading  o < 
the  minutes  of  the  last  meeting  be  dispensed  with  I 
Motion  carried. 

Old  Business 

The  report  on  the  Committee  appointed  to  inves  > ( 
tigate  and  recommend  a retirement  plan  for  th<  ' 
Executive  Secretary  was  read  by  Dr.  P.  V.  Me 
Carthy.  Motion  made  by  Dr.  McCarthy  am  i 
seconded  by  Dr.  F.  D.  Gillis,  Sr.,  that  this  repor  ; 
be  accepted  and  recommendations  be  incorpora  tec'  i 
into  the  Budget. 

April  25,  195i  1 

Report  of  the  Committee  appointed  to  investigate  ^ 
and  recommend  a retirement  plan  for  the  Executive 
Secretary. 

The  Committee  after  extensive  investigation  am 
considering  the  problem  from  many  angles  recom 
mends:  A monthly  payment  to  the  present  Secre 
tary,  Mr.  John  C.  Foster  of  $50.00  for  the  purpose  ! 
of  retirement.  He  is  to  receive  the  money  to  inves 
or  care  for  as  he  sees  fit.  Limit  of  payment,  $600.0( 
annually. 

This  arrangement  shall  be  a part  of  the  Secre  , 
tary’s  contract  and  is  in  addition  to  any  othe:' 
moneys  now  paid  to  the  Secretary  by  this  Society 
Faris  F.  Pfister,  M.D.  ^ 

A.  A.  Lampert,  M.D. 

Paul  V.  McCarthy,  M.D.,  Chairman 
New  Business 

Motion  made  by  Dr.  Reding  and  seconded  by 
Dr.  R.  G.  Mayer  that  the  Budget  for  the  new  year  ' 
as  follows  be  approved:  Motion  carried. 

INCOME 

INCOME  ITEMS  RECOMMENDATIONS  I 

fnr 

State  Dues  . $28,000.01  ' 

Annual  Meeting  1,800.01 

Miscellaneous  400.01  ( 


EXPENSES 

Secretary-Treasurer 

$30,200.01  i 

......$  150.01 

Attorney  & Audit  

450.01  i 

Diips  .Siihscriptinns 

.....  1,200.01  1 

Cniincil  Officprs 

2,400.01  ( 

Benevolent  Fund  — 

400.01  i 

Annual  Mppting 

....  3,000.01  ( 

Expcutivp  .Sprrptary  Travpl 

2,500.01  1 

Executive  Secretary  Salary  

9,fi00.0i 

Office  Secretary  Salary  2,300.0'  ! 

Office  Expense 


Equipment  & Supplies  1,500.01  I 


Rent  . 

420.01 

Telephone  & Telegraph  — 

900.01 

Pn.st.agp  

500.01 

Tavps 

150.01 

Public  Relations  

2,000.01 

Trfr.  to  Reserve  . 

1,000.01 

T.pgislativp  F.xppn.sp  — 

Mispellanpoii.s 

150.01 

Blue  Shield  Study  

750.01 

$29,370.01 
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The  following  resolution  read:  “The  dispensing 
of  glasses  is  an  essential  part  of  eye  care.  When 
a reasonable  charge  is  made  for  the  time,  fitting, 
adjusting,  supervision  and  financial  responsibility 
associated  with  the  dispensing  of  glasses  this  in  no 
way  conflicts  with  the  A.M.A.  Code  of  Professional 
Ethics.” 

“Resolved  that  the  South  Dakota  State  Medical 
Association  go  on  record  as  approving  the  dis- 
' pensing  of  the  glasses  by  Ophthalmologists.” 
.Motion  was  made  by  Dr.  P.  V.  McCarthy  and 
seconded  by  Dr.  Magni  Davidson  to  accept  this 
resolution.  Motion  carried. 

K Resolution  on  dispensing  of  drugs  read  by  Mr. 
I Foster: 

WHEREAS  A report  was  made  and  adopted  at 
the  A.M.A.  meeting  of  Delegates  in  June,  1954,  in 
San  Francisco,  concerning  the  ownership  of  drug 
stores  and  dispensing  of  drugs  and  appliances  as 
follows: 

Sec.  8: 

(1)  It  is  unethical  for  a physician  to  par- 
ticipate in  the  ownership  of  a drugstore 
in  his  medical  practice  area  unless  ade- 
quate drugstore  facilities  are  otherwise 
unavailable. 

I (2)  This  inadequacy  must  be  confirmed  by 

his  component  medical  society. 

, (3)  The  same  principle  applies  to  physicians 

who  dispense  drugs  or  appliances. 

(4)  In  both  instances,  the  practice  is  un- 
j ethical  if  secrecy  and  coercion  are  em-. 

ployed  or  if  financial  interest  is  placed 
above  the  quality  of  medical  care. 

I (5)  On  the  other  hand,  sometimes  it  may  be 

advisable  and  even  necessary  for  phys- 
icians to  provide  certain  appliances  or 
remedies  without  profit  which  patients 
I cannot  procure  from  other  sources.” 

I WHEREAS  We  do  not  believe  that  the  declara- 
tion of  Section  8,  above  quoted,  can  reasonably 
{withstand  analysis  as  being  a sound  statement  of 
professional  ethics; 

WHEREAS  The  right  to  dispense  medicines  has 
‘ been  the  right  of  the  doctor  from  time  immemorial. 
In  fact,  it  would  seem  to  be  one  of  the  fundamental 
rights,  a right  which  the  code  of  ethics  has  now  so 
arbitrarily  taken  from  him; 

, WHEREAS  The  individual  pharmacists  and 
! physicians  have  in  the  past  considered  themselves 
friends  and  partners  in  the  medical  care  of  the  pub- 
lic, and  this  strong  campaign  of  the  American 
! Pharmaceutical  Association  and  some  of  the 
1 Executive  Secretaries  of  the  State  Pharmaceutical 
1 Associations  has  already  begun  to  create  an  at- 
i itude  of  ill  will  between  the  doctors  and  the  phar- 
macists; and  we  feel  that  this  provision  should  be 
eliminated  from  the  code  in  the  interest  of  the 
I public,  the  medical  profession,  and  the  pharmacists 
themselves; 


THEREFORE  BE  IT  RESOLVED,  That  sen- 
tences (1)  and  (5)  of  Section  8 of  Chapter  I of  the 
Principles  of  Medical  Ethics  of  the  American  Med- 
^ ical  Association  be  deleted,  and 
I BE  IT  FURTHER  RESOLVED,  That  South  Da- 
kota delegates  to  the  American  Medical  Associa- 
tion be  instructed  to  present  and/or  support  this 
I resolution  at  the  annual  meeting  of  the  House  of 
I Delegates  of  the  American  Medical  Association  in 
June,  1955. 

i Motion  made  by  Dr.  R.  A.  Buchanan  and  sec- 
I onded  by  Dr.  C.  R.  Stoltz  that  the  delegate  to 
I A.M.A.  be  instructed  to  support  this  resolution. 
! Motion  carried. 

Resolution  on  Pediatric  Residencies  read  by  Mr. 
' Foster 

' TVliereas,  Hospitals  were  formerly  permitted  to 
apply  for  and  obtain  one  year  residency  training 
in  Pediatrics,  but  this  requirement  is  now  being 
; changed  to  two  years;  and 

I Whereas,  There  is  some  evidence  that  the  re- 

I 


quirements  for  such  approval  under  the  present 
policies  of  the  American  Board  of  Pediatrics  are 
so  stringent  as  to  almost  automatically  preclude 
the  approval  of  applicant  hospitals  except  those 
operated  by,  or  affiliated  with,  a medical  school; 
and 

Whereas,  Such  a policy  if  followed  will  result  in 
the  closing  of  many  pediatric  departments  with  a 
subsequent  weakening  of  the  program  offered  in 
rotating  interneships  and  in  nurses  training;  and 

Whereas,  This  policy  is  thought  not  to  be  in  the 
public  interest  nor  in  the  interest  of  graduate  train- 
ing in  general;  and 

Whereas,  The  American  Medical  Association  has 
three  representatives  on  the  American  Board  of 
Pediatrics  and  is  therefore  directly  concerned  with 
the  policies  of  this  Board;  and 

Whereas,  The  House  of  Delegates  of  the  S.  D. 
State  Medical  Association  has  passed  a resolution 
requesting  the  House  of  Delegates  of  the  American 
Medical  Association  to  investigate  these  alleged 
policies; 

Therefore  be  it 

Resolved,  By  the  House  of  Delegates  of  the 
American  Medical  Association 

1.  That  the  Speaker  of  this  House  refer  this 
resolution  to  the  appropriate  Committee;  and  be 
it  further 

2.  Resolved,  That  such  Committee  is  hereby  re- 
quested to  investigate  the  present  policy  of  the 
American  Board  of  Pediatrics  in  approving  hos- 
pitals for  residency  training  with  particular  in- 
terest in  the  question  of  whether  too  much  em- 
phasis is  placed  on  medical  school  affiliation  and 
whether  too  little  attention  is  given  to  the  public 
welfare  and  graduate  training  in  other  fields;  and 
be  it  further 

3.  Resolved,  That  such  Committee  is  hereby  re- 
quested to  report  their  findings  to  this  session  of 
the  House  of  Delegates  if  possible. 

Motion  made  by  Dr.  C.  R.  Stoltz  and  seconded 
by  Dr.  F.  F.  Pfister  to  recommend  to  House  of  Dele- 
gates that  the  delegate  to  A.M.A.  be  instructed  to 
support  this  resolution.  Motion  carried. 

Resolution  on  Joint  Accreditation  of  Hospitals 
read  by  Mr.  Foster.  Motion  made  by  Dr.  P.  V. 
McCarthy  and  seconded  by  Dr.  A.  A.  Lampert  to 
table  this  resolution  until  the  next  meeting  of  the 
Council.  Motion  carried. 

Matter  brought  up  of  nomination  for  Physician 
award  in  aiding  employment  of  the  handicapped. 
Motion  made  by  Dr.  A.  A.  Lampert  and  seconded 
by  Dr.  F.  D.  Gillis,  Sr.  that  the  Council  direct  this 
problem  to  the  Rehabilitation  Committee  and  that 
they  present  one  or  more  names  to  the  Council  at 
the  September  meeting.  Motion  carried. 

Resolution  on  New  Hoover  Commission  read  by 
Mr.  Foster  as  follows: 

WHEREAS,  The  S.D.S.M.A.  has  always  fostered 
the  concept  of  better  government  at  a better  price 
for  all  Americans;  and 

WHEREAS,  The  S.D.S.M.A.  has  consistently  en- 
dorsed policies  established  to  insure  efficient  ad- 
ministration of  the  Federal  Government  and  to 
provide  maximum  savings  to  the  taxpayer;  and 

WHEREAS,  The  bipartisan  First  Hoover  Com- 
mission, which  was  unanimously  created  by  Con- 
gress in  1947,  brought  about  a number  of  significant 
improvements  in  the  administration  of  our  Federal 
Government;  and 

WHEREAS,  A bipartisan  new  Hoover  Commis- 
sion was  unanimously  created  by  Congress  in  1953 
with  the  major  purpose  of  continuing  the  search 
for  new  ways  and  means  of  saving  money  for  the 
taxpayer;  and 

WHEREAS,  This  New  Hoover  Commission  is 
preparing  reports  for  submission  to  the  Congress 
with  recommendations  to  provide  more  orderly  and 
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responsible  government  at  less  cost;  now,  therefore 

BE  IT  RESOLVED  by  the  S.D.S.M.A.  that  we  re- 
affirm our  support  of  such  actions  in  the  public 
interest  which  are  designed  to  bring  about  greater 
efficiency  and  dollar  savings  in  government  opera- 
tions; and 

BE  IT  RESOLVED  that  the  S.D.S.M.A.  urges  the 
President  and  the  Congress  to  take  appropriate 
steps  to  carry  out  the  recommendations  of  the 
New  Hoover  Commission;  and 

BE  IT  FURTHER  RESOLVED  that  the  S.D.- 
S.M.A alert  the  members  of  this  organization  to  the 
need  — on  a patriotic,  non-political  basis  — for 
public  understanding,  cooperation  and  action  in 
support  of  the  recommendations  of  the  New  Hoover 
Commission;  and 

BE  IT  FURTHER  RESOLVED  that  the  members 
and  officials  of  the  S.D.S.M.A.  individually  and  by 
cooperating  with  the  Citizens  Committee  for  the 
Hoover  Report  — endorse  and  work  toward  achiev- 
ing the  vital  goal  of  better,  more  efficient  and  less 
expensive  government  for  all  the  peoples  of  our 
Nation;  and 

BE  IT  FURTHER  RESOLVED  that  copies  of 
this  resolution  be  sent  to  appropriate  legislative 
representatives  in  Washington,  D.  C.,  and  to  the 
national  headquarters  of  the  Citizens  Committee 
for  the  Hoover  Report,  441  Lexington  Avenue,  New 
York  17,  N.  Y.  Approved. 

Motion  made  by  Dr.  C.  R.  Stoltz  and  seconded 
by  Dr.  F.  F.  Pfister  to  present  this  resolution  to 
the  House  of  Delegates  as  a Council  action. 

Resolution  on  Polio  Vaccine  read  by  Mr.  Foster. 
Motion  made  by  Dr.  R.  G.  Mayer  and  seconded  by 
Dr.  F.  F.  Pfister  to  table  this  resolution.  Motion 
carried. 

Motion  made  by  Dr.  F.  F.  Pfister  and  seconded 
by  Dr.  R.  A.  Buchanan  that  subject  to  the  review 
of  the  President  and  President-elect,  the  man 
representing  the  Foundation  for  Infantile  Paralysis 
who  is  to  present  the  scroll  to  the  South  Dakota 
State  Medical  Association  will  be  permitted  to 
appear  or  not  appear,  at  the  discretion  of  the  Presi- 
dent and  President-elect. 

Dr.  R.  G.  Mayer  was  nominated  as  the  Distin- 
guished Service  Award  Winner.  Dr.  F.  D.  Gillis, 
Sr.  moved  that  nominations  be  closed  and  the 
Secretary  be  instructed  to  cast  a unanimous  vote 
for  Dr.  Mayer.  Motion  carried. 

The  following  recommendation  of  Amendment 
to  Chapter  7 of  the  By-Laws  read  by  Mr.  Foster: 

SECTION  I 

After  the  words  “mediation  committee”  insert 
“Committee  on  Cancer,  Committee  on  Tuberculosis, 
Committee  on  Maternal  and  Child  Welfare.” 

SECTION  IX 

In  line  one,  section  IX,  delete  the  word  “ten” 
and  insert  in  lieu  thereof  the  word  “three.”  Delete 
the  last  sentence  of  the  section. 

Add  Section  XV 

SECTION  XV 

The  Committee  on  Cancer  shall  make  appro- 
priate studies  of  the  problem  of  cancer  and  shall 
represent  the  Association  in  liaison  with  the  state 
and  national  lay-sponsored  Cancer  Societies. 

Add  Section  XVI 

SECTION  XVI 

The  Committee  on  Tuberculosis  shall  make  ap- 
propriate studies  and  recommendations  for  the 
control  of  Tuberculosis. 

Add  Section  XVII 


SECTION  XVII 

The  Committee  on  Maternal  and  Child  Welfai 
shall  be  charged  with  the  study  of  problems  n j 
lating  to  the  field  and  shall  make  recommendatior  I 
to  the  House  of  Delegates. 


Amend  Section  X of  Chapter  7 by  adding  th 
following  sentence:  The  Committee  shall  consi;  • 
of  six  members. 

Motion  made  by  Dr.  C.  R.  Stoltz  and  seconde 
by  Dr.  F.  D.  Gillis,  Sr.  to  propose  these  as  amenc 
ments  to  the  House  of  Delegates. 

A letter  read  by  Mr.  Foster  from  Dr.  S.  i 
Donahoe,  Dr.  Will  Donahoe,  and  Dr.  P.  Billingsle;.  i 
of  Sioux  Falls,  requesting  reimbursement  of  due  i 
paid  by  them  after  reaching  age  of  65  in  a previor  s 
year.  Motion  made  by  Dr.  R.  A.  Buchanan  an  ^ 
seconded  by  Dr.  G.  I.  W.  Cottam  that  they  be  ir  | 
formed  that  as  books  have  been  closed  there  is  n j 
procedure  to  reimburse  this  money  to  them.  Motio  i 
carried. 

Recommendations  by  South  Dakota  Heart  Assi  i 
on  prophylactic  care  for  indigent  rheumatic  feve  j 
patients  read  by  Mr.  Foster.  Motion  made  by  D;  ( 
F.  F.  Pfister  and  seconded  by  Dr.  A.  A.  Lampei  i 
that  these  recommendations  be  referred  t , 
Rheumatic  Fever  and  Heart  Disease  Committe  i 
and  a report  be  brought  to  the  September  meetin;  t 
of  the  Council.  1 

Meeting  adjourned. 


SECOND  COUNCIL  MEETING 
MASONIC  TEMPLE— MITCHELL 
May  23,  1955 

The  meeting  of  the  Council  was  held  foUowin  i 
the  annual  banquet  of  The  South  Dakota  Stat  i 
Medical  Assn,  at  the  Masonic  Temple,  Mitchel  > 
South  Dakota,  May  23,  1955. 

The  meeting  was  called  to  order  by  Dr.  F.  E [ 
Gillis,  Sr. 

Dr.  P.  V.  McCarthy  was  nominated  by  Dr.  Peek  i 
as  new  chairman  of  the  Council,  seconded  by  Di  i 
Davidson.  Motion  carried.  ' 

The  following  members  answered  Roll  Call: 


A.  W.  Spiry,  M.D. 

F.  D.  Gillis,  Sr.,  M.D. 
A.  P.  Peeke,  M.D. 

G.  I.  W.  Cottam,  M.D. 
A.  A.  Lamport,  M.D. 


C.  R.  Stoltz,  M.D. 

Magni  Davidson,  M.D.  i 

B.  T.  Lenz,  M.D.  i 

B.  R.  Skogmo,  M.D. 

C.  J.  McDonald,  M.D.  1 


R.  A.  Buchanan,  M.D. 
A.  P.  Reding,  M.D. 

M.  M.  Morrissey,  M.D. 
P.  V.  McCarthy,  M.D. 


R.  J.  Quinn,  M.D. 
F.  F.  Pfister,  M.D. 
L.  C.  Askwig,  M.D. 


As  the  minutes  of  the  last  meeting  will  be  pub 
lished.  Dr.  Pfister  moved  that  the  reading  of  thi  ' 
minutes  be  dispensed  with,  seconded  by  Dr.  Red 
ing.  Motion  carried. 

Dr.  A.  P.  Reding  was  nominated  by  Dr.  Skogmi 
as  Secretary-Treasurer  of  the  State  Association 
seconded  by  Dr.  Pfister.  Dr.  Gillis,  Sr.  moved  tha 
nominations  be  closed  and  the  secretary  be  in 
structed  to  cast  a unanimous  ballot  for  Dr.  Reding 
Motion  carried. 

It  was  announced  that  a new  Councilor  from  th( 
Yankton  District  would  have  to  be  elected  to  fil 
the  unexpired  term  of  Dr.  Reding.  It  was  suggestec 
to  defer  this  election  until  the  next  Council  meet 
ing. 


Motion  made  by  Dr.  Peeke  and  seconded  by  Dr 
Spiry  that  the  South  Dakota  State  Medical  Assn 
sponsor  the  AAPS  Essay  Contest  next  year.  Motior 
carried. 
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Dr.  R.  G.  Mayer  was  nominated  by  Dr.  Spiry  for 
a three-year  term  as  editor  of  the  Journal,  seconded 
by  Dr.  Morrissey.  Motion  carried. 

Motion  made  by  Dr.  Spiry  and  seconded  by  Dr. 
Lampert  that  a special  committee  be  created  on 
School  Health.  Motion  carried. 

! Motion  made  by  Dr.  Gillis,  Sr.  and  seconded  by 
Dr.  Buchanan  that  the  Council  eliminate  the 
special  committee  on  Liason  with  SBH.  Motion 
’carried. 

The  matter  of  sponsoring  a State  Tennis  Trophy, 
(cost  being  $15.00,  for  the  State  Tennis  Tournament 
was  brought  up.  No  action  taken. 

' Motion  made  by  Dr.  Lampert,  seconded  by  Dr. 
[Reding,  that  Council  will  not  consider  sending  at- 
torney, Karl  Goldsmith,  to  the  Regional  Conference 
ion  National  Legislation  in  Omaha  sponsored  by  the 
[AMA,  this  conference  to  be  held  this  fall.  Motion 
carried. 

I Motion  made  by  Dr.  Morrissey,  seconded  by  Dr. 
^Peeke  that  $50.00  be  appropriated  to  the  South 
(Dakota  League  for  Nursing  for  nurse  recruitment. 
[Motion  carried. 

t Motion  made  by  Dr.  Lampert,  seconded  by  Dr. 
'Morrissey  that  the  Executive  Committee  consider 
lithe  creating  of  State  Licensing  Director  to  head 
I over-all  Licensing  Board.  Motion  carried. 

I Motion  made  by  Dr.  McDonald  to  adjourn. 
[ Motion  carried. 


I? 

U HOUSE  OF  DELEGATES  SESSION 
1!  May  21.  1955 


I j The  first  session  of  the  House  of  Delegates  was 
held  in  the  Prairie  Room  of  the  Hotel  Lawler,  Mit- 
I chell,  S.  Dakota,  May  21,  1955,  at  7:00  p.  m.  The 
[ meeting  was  called  to  order  by  Dr.  R.  A.  Buchanan, 
t Members  present: 


, A.  W.  Spiry,  M.D. 

:,F.  D.  Gillis,  Sr..  M.D. 
''G.  I.  W.  Cottam,  M.D. 
f A.  A.  Lampert,  M.D. 

[ R.  A.  Buchanan,  M.D. 

I A.  P.  Reding,  M.D. 
f M.  M.  Morrissey,  M.D. 


C.  A.  Stern,  M.D. 

P.  V.  McCarthy,  M.D. 
C.  R.  Stoltz,  M.D. 
Maghi  Davidson,  M.D. 

B.  T.  Lenz,  M.D. 
Harvard  Lewis,  M.D. 

C.  J.  McDonald,  M.D. 


Wm.  Gorder,  M.D. 

. R.  Auskaps,  M.D. 

I J.  Fershing,  M.D. 

Dean  Austin,  M.D. 
i James  Anderson,  M.D. 
:L.  C.  Askwig,  M.D. 

, Frank  Tobin,  M.D. 

W.  L.  Jones,  M.D. 

F.  C.  Kohlmeyer,  M.D. 


R.  J.  Quinn,  M.D. 
F.  F.  Pfister,  M.D. 
M.  B.  Lyso,  M.D. 
Marian  Auld,  M.D. 
Wayne  Geib,  M.D. 
P.  H.  Koren,  M.D. 
R.  H.  Hayes,  M.D. 
E.  A.  Johnson,  M.D 
P.  Hohm,  M.D. 


' Motion  made  by  Dr.  C.  R.  Stoltz  and  seconded  by 
pr.  Wayne  Geib  that  as  minutes  of  last  meeting 
were  published,  the  reading  of  the  minutes  be  dis- 
jpensed  with.  Motion  carried. 


I Motion  made  by  Dr.  C.  R.  Stoltz  and  seconded 
iby  Dr.  R.  H.  Hayes  that  the  reading  of  the  reports 
be  dispensed  with.  Motion  carried.  Dr.  Buchanan 
lappointed  the  following  Reference  Committee: 


1.  Credentials 

H.  R.  Lewis,  M.D.,  Chr. 
J.  Anderson,  M.D. 

Paul  Koren,  M.D. 


2.  Officers  & Councilors 

F.  Kohlmeyer,  Chr. 

J.  Fershing,  M.D. 

W.  E.  Jones,  M.D. 

3.  Resolutions  & Memorials 

F.  F.  Pfister,  M.D.,  Chr. 

C.  A.  Stern,  M.D. 

M.  Lyso,  M.D. 

4.  Standing  Committees 

P.  V.  McCarthy,  M.D.,  Chr. 

Dean  Austin,  M.D. 

Paul  Hohm,  M.D. 

5.  Special  Committees  & Misc. 

M.  Davidson,  M.D.,  Chr. 

R.  Hayes,  M.D. 

W.  Geib,  M.D. 

6.  Nominating  Committee 

F.  J.  Tobin,  M.D.,  Chr. 

W.  Gorder,  M.D. 

R.  Auskaps,  M.D. 

L.  C.  Askwig,  M.D. 

John  McGreevy,  M.D. 

Marian  Auld,  M.D. 

R.  J.  Quinn,  M.D. 

B.  T.  Lenz,  M.D. 

A.  W.  Spiry,  M.D. 

James  Anderson,  M.D. 

R.  Boyce,  M.D. 

G.  I.  W.  Cottam,  M.D. 

7.  By-Laws  & Constitution 

C.  R.  Stoltz,  M.D.,  Chr. 

R.  G.  Mayer,  M.D. 

A.  P.  Reding,  M.D. 

Resolutions  recommended  by  the  Council  were 
referred  to  their  respective  committees.  Reports 
of  Officers,  Council  and  Committees  were  referred 
to  the  Reference  Committees. 

New  Business 

The  Watertown  District  proposed  Harry  Craw- 
ford, Jr.,  M.D.,  of  Watertown,  as  an  honorary 
member  as  he  has  suffered  a coronary  attack  and  is 
not  in  active  practice.  Motion  made  by  Dr.  C.  R. 
Stoltz  and  seconded  by  Dr.  A.  W.  Spiry  that  Dr. 
Crawford  be  accepted  as  an  honorary  member. 
Motion  carried. 

The  4th  District  Medical  Society  presented  the 
name  of  Dr.  T.  F.  Riggs  of  Pierre  as  an  honorary 
member.  Dr.  Riggs  has  been  in  practice  since 
1908  and  retired  in  August,  1954.  Motion  made  by 
Dr.  L.  C.  Askwig  and  seconded  by  Dr.  M.  M. 
Morrissey  that  Dr.  Riggs  be  accepted  as  an  honor- 
ary member.  Motion  carried. 

The  following  Resolution  regarding  Workmen’s 
Compensation  was  presented  by  Dr.  J.  Fershing. 

Whereas  the  Doctors  of  this  State  have  exper- 
ienced considerable  annoyance  and  difficulty  in 
having  their  medical  and  surgical  fees  approved 
by  several  Insurance  Companies  doing  Compen- 
sation Insurance  in  this  State  and  the  Industrial 
Commissioner  (Most  of  the  difficulty  having  been 
encountered  with  Companies  whose  home  offices 
are  in  this  State)  and  Whereas  these  companies 
will  not  approve  the  regular  fees  made  by  doctors 
without  a great  deal  of  unnecessary  questioning, 
bickering,  harassing  and  creating  unnecessary 
correspondence. 

Therefore,  be  it  resolved  that  an  acceptable  fee 
schedule  be  formulated  along  the  lines  of  present 
day  charges  to  private  patients  on  a State  level, 
and  an  attempt  be  made  to  have  this  fee  schedule 
be  made  acceptable  to  the  Insurance  Companies 
and  the  Industrial  Commissioner. 

Be  it  further  resolved  that  a Special  Committee 
of  the  State  Medical  Society  should  be  appointed 
to  study  these  problems.  This  Committee  to  consist 
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of  three  doctors,  the  executive  secretary  and  a legal 
representative  to  meet  in  conference  with  repre- 
sentatives of  all  the  Insurance  Companies  writing 
Compensation  Insurance  in  this  State. 

Be  it  further  resolved  that  the  afore  mentioned 
Committee  investigate  and  formulate  an  equitable 
fee  schedule  that  will  be  followed  by  the  Insurance 
Companies,  the  physicians  in  the  State,  and  up- 
held by  the  Industrial  Commissioner.  (It  is  em- 
phasized that  companies  whose  home  offices  are 
located  outside  the  State  be  represented  on  this 
Committee).  This  resolution  was  referred  to  Ref- 
erence Committee  C3. 

Motion  made  by  Dr.  P.  V.  McCarthy  that  the 
meeting  be  adjourned.  Carried. 


SECOND  SESSION  OF  HOUSE  OF  DELEGATES 
May  22,  1955 

The  second  session  of  the  House  of  Delegates  was 
held  at  2:00  p.  m..  May  22,  1955,  in  the  Prairie  Room 
of  the  Hotel  Lawler,  Mitchell,  South  Dakota.  The 
meeting  was  called  to  order  by  Dr.  R.  A.  Buchanan, 
Speaker  of  the  House. 

The  following  members  were  present: 


A.  W.  Spiry,  M.D. 

A.  P.  Peeke,  M.D. 

F.  D.  Gillis,  Sr.,  M.D. 

G.  I.  W.  Cottam,  M.D. 
A.  A.  Lampert,  M.D. 

R.  A.  Buchanan,  M.D. 
A.  P.  Reding,  M.D. 

M.  M.  Morrissey,  M.D. 
R.  G.  Mayer,  M.D. 

C.  B.  Murdy,  M.D. 

J.  N.  Berbos,  M.D. 

R.  Auskaps,  M.D. 

J.  Fershing,  M.D. 

Dean  Austin,  M.D. 
James  Anderson,  M.D. 
L.  C.  Askwig,  M.D. 

P.  H.  Hohm,  M.D. 


Frank  Tobin,  M.D. 

W.  L.  Jones,  M.D. 

F.  C.  Kohlmeyer,  M.D. 
D.  H.  Breit,  M.D. 

P.  V.  McCarthy,  M.D. 
C.  R.  Stoltz,  M.D. 
Magni  Davidson,  M.D. 
C.  J.  McDonald,  M.D. 
R.  J.  Quinn,  M.D. 

F.  F.  Pfister,  M.D. 

M.  B.  Lyso,  M.D. 
Marian  Auld,  M.D. 
Raymond  Boyce,  M.D. 
Wayne  Geib,  M.D. 

J.  N.  Hamm,  M.D. 

R.  H.  Hayes,  M.D. 

F.  C.  Totten,  M.D. 


The  minutes  of  the  last  meeting  were  read  by 
the  Executive  Secretary,  Mr.  John  Foster,  and 
approved  as  read. 

Dr.  F.  C.  Kohlmeyer  read  the  Report  of  Ref- 
erence Committee  on  Reports  of  Officers  and 
Councilors  and  made  the  motion  that  this  report  be 
adopted,  seconded  by  Dr.  J.  Fershing,  motion 
carried. 


Report  of  the  Reference  Committee  on  Resolu- 
tions and  Memorials  given  by  Dr.  F.  F.  Pfister. 
Dr.  Pfister  made  the  motion  that  the  resolution 
that  the  South  Dakota  State  Medical  Assn,  go  on 
record  as  approving  the  dispensing  of  eye  glasses 
by  Ophthalmologists  be  adopted.  This  motion 
seconded  by  Dr.  F.  C.  Totten  and  motion  carried. 

Feeling  that  the  resolution  on  Uniform  Fee 
Schedules  needed  further  study.  Dr.  Pfister  made 
the  motion  that  it  be  tabled  for  further  study, 
seconded  by  Dr.  L.  C.  Askwig.  Motion  carried. 

The  resolution  on  the  New  Hoover  Commission 
was  read  by  Dr.  Pfister  and  the  committee  recom- 
mended the  adoption  of  this  resolution.  Motion  was 
made  by  Dr.  Pfister  and  seconded  by  Dr.  F.  C. 
Kohlmeyer  that  this  resolution  be  adopted.  Motion 
carried. 


The  committee  recommended  the  adoption  of 
the  resolution  on  Pediatric  Residency.  Motion  rnade 
by  Dr.  Pfister  and  seconded  by  Dr.  M.  Moreissey 
that  this  resolution  be  adopted.  Motion  carried. 

The  committee  recommended  the  adoption  of  the 
resolution  concerning  the  ownership  of  drug  stores 
and  dispensing  of  drugs  and  appliances.  Motion 
made  by  Dr.  Pfister  and  seconded  by  Dr.  J.  N. 
Berbos  that  this  resolution  be  adopted.  Motion 
carried. 

Resolution  read  by  Dr.  Pfister  extending  thanks 
to  the  local  doctors  of  Mitchell,  The  Lawler  Hotel, 
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Roberts  Hotel,  various  Mitchell  motels,  Thi 
Country  Club,  Mitchell  Chamber  of  Commerce  am) 
Mayor  of  Mitchell,  The  Mitchell  Daily  Republic  [ 
Radio  Station  KORN.  Motion  made  by  Dr.  Pfistel 
and  seconded  by  Dr.  Magni  Davidson  that  thi) 
resolution  be  adopted.  Motion  carried. 

Report  of  Standing  Committees  given  by  Di  .| 
P.  V.  McCarthy.  Motion  made  by  Dr.  McCarthuj 
and  seconded  by  Dr.  P.  Hohm  that  the  followinn 
addition  be  added  to  the  Report  of  the  Committei 
on  Public  Policy  and  Legislation  to  HB650:  “Thi'| 
Committee  feels  the  basic  thought  behind  SHB65ii 
should  be  preserved  to  the  end  that  the  speciaf 
medical  skills  commanded  by  the  members  of  th/ 
Medical  School  faculty  be  available  to  the  medica 
profession  and  through  them  to  the  people  of  ouj 
state.”  Motion  carried. 

The  committee  accepted  all  other  committee  rel 
ports  up  to  and  including  the  Report  on  Radii] 
Broadcasts.  Motion  made  by  Dr.  McCarthy  ami 
seconded  by  Dr.  M.  Davidson  to  adopt  all  of  thesJ 
reports.  Motion  carried. 

Motion  made  by  Dr.  Pfister  and  seconded  by  Di"* 
Davidson  that  thanks  be  extended  to  the  Masoni  ' 
Lodge  for  the  use  of  their  facilities  for  the  genera  l 
sessions  and  that  this  be  included  in  the  report  oj 
the  Committee  on  Resolutions  and  Memorials! 
Motion  carried. 

Report  of  Special  Committees  and  Miscellaneoul 
given  by  Dr.  Magni  Davidson.  Motion  made  by  Di] 
Davidson  and  seconded  by  Dr.  J.  Fershing  to  accep) 
the  following  resolution  on  Report  of  (Zlommittei 
on  the  AMEF:  “After  careful  consideration  of  thi' 
Report  of  Committee  on  the  AMEF,  the  committei 
feels  that  the  only  feasible  way  to  raise  the  amouni 
of  money  necessary  to  keep  Medical  Schools  am) 
not  Government  Schools  and  to  demonstrate  thi' 
interest  of  all  South  Dakota  doctors  in  Medical 
education,  $20.00  per  capita  be  contributed  ti] 
AMEF  out  of  State  Medical  Association  funds  fo  f 
the  next  fiscal  year.” 

Motion  made  by  Dr.  Kohlmeyer  and  seconded  b’| 
Dr.  Breit  that  this  resolution  be  tabled  for  one  year  \ 
Motion  lost. 

Vote  cast  on  first  motion  and  motion  lost. 

Motion  made  by  Dr.  R.  G.  Mayer  and  secondecl 
by  Dr.  Peeke  that  the  Councilors  and  Delegate;] 
from  each  District  be  instructed  to  carry  thi 
problem  back  to  each  District  Society.  Motioil 
carried. 

Motion  made  by  Dr.  Davidson  and  seconded  b} ' 
Dr.  Totten  that  the  Report  of  Editorial  Committei  | 
be  adopted.  Motion  carried. 

Motion  made  by  Dr.  Davidson  and  seconded  b:  j 
Dr.  Pfister  that  the  Report  of  the  Medical  Licen 
sure  be  adopted.  Motion  carried. 

Motion  made  by  Dr.  Davidson  and  seconded  b}  | 
Dr.  Peeke  to  accept  the  following  resolution  re 
garding  Committee  on  Prepayment  and  Insuranci' 
Plans:  “We  express  our  gratitude  to  the  Committei 
on  Prepayment  and  Insurance  Plans  for  the  ex 
treme  amount  of  work  they  have  done  and  fee 
that  study  of  the  Blue  Shield  Plan  should  bi 
recommended  and  feel  that  its  study  should  bi 
continued.”  Motion  carried. 

Motion  made  by  Dr.  Davidson  and  seconded  b^ 
Dr.  Pfister  that  the  Report  of  the  Committee  oi 
National  Legislation  be  adopted.  Motion  carried. 

Motion  made  by  Dr.  Davidson  and  seconded 
Dr.  Morrissey  that  the  Report  of  the  Committee  oi 
Rural  Medical  Service  be  adopted.  Motion  carried 

Motion  made  by  Dr.  Davidson  and  seconded  b’ 
Dr.  Pfister  that  the  Report  of  the  Committee  oi 
Nursing  Training  be  adopted.  Motion  carried.  i 

Motion  made  by  Dr.  Davidson  and  seconded  b} 
Dr.  Kohlmeyer  that  the  Report  of  the  Press-Radit 
Committee  be  adopted.  Motion  carried. 

Motion  made  by  Dr.  Davidson  and  seconded  bj 
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I Dr.  Fershing  that  the  Report  of  the  Committee  on 
5 Coroner’s  Law  be  adopted.  Motion  carried. 

IS  Motion  made  by  Dr.  Davidson  and  seconded  by 
( Dr.  Stoltz  that  the  Report  of  the  Committee  for  the 
il956  Joint  Annual  Meeting  be  adopted.  Motion 
carried. 

, Motion  made  by  Dr.  Davidson  and  seconded  by 
Dr.  Fershing  that  the  Report  of  the  Committee  on 
Workmen’s  Compensation  be  adopted.  Motion 
] carried. 

Motion  made  by  Dr.  Davidson  and  seconded  by 
iDr.  Hohm  that  the  Report  of  the  Committee  on 
i Blood  Banks  be  adopted.  Motion  carried, 
i Motion  made  by  Dr.  Davidson  and  seconded  by 
! Dr.  Stoltz  that  the  Report  of  the  Committee  on  Re- 
i habilitation  be  adopted.  Motion  carried. 

I Motion  made  by  Dr.  Davidson  and  seconded  by 
! Dr.  Peeke  that  Report  of  Committee  on  Care  of  the 
' Indigent  be  adopted.  Motion  carried, 
a Motion  made  by  Dr.  Davidson  and  seconded  by 
^ Dr.  Kohlmeyer  that  the  Report  of  Reference  Com-, 
mittee  on  Special  Committees  and  Miscellaneous 
. be  adopted  as  a whole  as  amended.  Motion  carried. 

! The  report  of  the  Nominating  Committee  was 
I read  by  Mr.  Foster  with  the  following  nominees  for 
" State  Association  Offices; 

President-elect — A.  P.  Peeke,  M.D. 

Vice-President — M.  M.  Morrissey,  M.D. 

Speaker  of  the  House — R.  A.  Buchanan,  M.D. 
Councilor — Ninth  District — A.  A.  Lampert,  M.D. 
Councilor — Tenth  District — R.  G.  Quinn,  M.D. 
Councilor — Eleventh  District — G.  C.  Torkildson, 
M.D. 

Councilor — Twelfth  District — F.F.  Pfister,  M.D. 
Councilor — Fourth  District — to  fill  the  unexpired 
term  of  Dr.  Morrissey — L.  C.  Askwig,  M.D. 
Motion  made  by  Dr.  Davidson  and  seconded  by 
Dr.  Hohm  that  the  secretary  be  instructed  to  cast 
a unanimous  ballot  for  all  of  these  nominees  for 
State  Association  Offices.  Motion  carried. 

The  Nominating  Committee  nominated  Aberdeen 
as  the  site  of  the  joint  meeting  of  South  Dakota 
and  North  Dakota  in  1956.  Motion  made  by  Dr. 
Peeke  and  seconded  by  Dr.  Totten  to  accept  this 
nomination.  Motion  carried. 

The  Nominating  Committee  also  felt  that  the 
selection  of  a convention  site  should  be  made  two 
1 years  in  advance  to  enable  proper  planning  and 
proposed  Sioux  Falls  as  the  site  of  the  1957  meet- 
ing. Motion  made  by  Dr.  Stoltz  and  seconded  by 
Dr.  Morrissey  to  accept  Sioux  Falls  as  the  site  of 
the  1957  meeting.  Motion  carried. 

The  Report  of  the  Reference  Committee  on  By- 

ILaws  given  by  Dr.  Stoltz.  Motion  made  by  Dr. 
Stoltz  and  seconded  by  Dr.  Geib  to  adopt  the 
Amendment  to  Chapter  7 of  the  By-Laws.  Motion 
carried. 

t The  Presidential  Oath  was  administered  to  the 
new  President,  F.  Daniels  Gillis,  Sr.,  M.D.,  by  Dr. 
''  A.  Spiry. 

I Meeting  adjourned. 


5 PRESIDENTIAL  OATH  OF  OFFICE 

I I solemnly  swear  that  I shall  carry  out  the  duties 
j of  the  President  of  the  South  Dakota  State  Med- 
! ical  Association  to  the  best  of  my  ability.  I shall 
j strive  constantly  to  maintain  the  ethics  of  the 
medical  profession  and  to  promote  the  public 
j health  and  welfare.  I shall  dedicate  myself  and  my 
office  to  improving  health  standards  and  to  the 
I task  of  bringing  increasingly  improved  medical 
j care  to  the  people  of  South  Dakota.  I shall  uphold 
j the  Constitution  of  the  United  States  and  the  Con- 
stitution and  by  laws  of  the  A.M.A.  and  the  South 
j Dakota  State  Medical  Association.  I shall  champion 
: the  cause  of  freedom  in  medical  practice  and  free- 
dom for  all  my  fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the 
duties  of  this  office  to  the  best  of  my  ability,  so 
help  me  God. 


REPORTS  OF  OFFICERS 
AND  COUNCILLORS  AS 
ADOPTED  BY  THE  HOUSE 
OF  DELEGATES 

REPORT  OF  THE  PRESIDENT 
To  the  Officers,  Council,  House  of  Delegates  and 
Members  of  the  South  Dakota  State  Medical  Asso- 
ciation: 

Your  president  wishes  to  make  the  following 
report  on  his  activities  during  his  tenure  of  office. 

This  has  been  a year  of  considerable  activity  not 
only  for  myself  but  for  all  your  officers  and  com- 
mittee members.  I must  confess  that  many  of  our 
endeavors  have  not  been  completed  and  the  succed- 
ing  officers  will  have  considerable  work  in  com- 
pleting numerous  structures  for  which  we  barely 
set  the  foundations. 

Unfortunately  I must  repeat  the  regrets  that  so 
many  of  our  past  presidents  have  been  forced  to 
state;  namely,  that  I found  it  virtually  impossible 
to  visit  all  of  the  districts  due  to  weather  con- 
ditions, conflicting  dates,  and  my  own  lassitude, 
laxity  and  plain  indolence.  The  districts  I did  visit 
gave  me  an  insight  on  many  of  our  mutual  prob- 
lems and  I am  afraid  that  I was  the  one  who  re- 
ceived the  greatest  benefits  from  these  visits.  I 
sincerely  hope  that  those  societies  I did  not  visit 
during  my  term  of  office  will  not  feel  that  I am 
performing  an  act  of  expiation  when  I may  have 
the  opportunity  to  visit  them  as  a past  president. 

As  in  the  past,  the  highlight  of  my  out-of-state 
visits  was  the  North  Central  Medical  Conference  at 
St.  Paul  in  November.  Among  the  many  items  dis- 
cussed at  this  meeting  were  the  following: 

Public  Relations  From  the  Witness  Stand,  Licen- 
sure of  Foreign  Physicians,  Outlook  of  84th  Con- 
gress and  The  Voice  of  District  and  State  Societies 
In  Formulating  A.M.A.  Policy. 

Again  our  Society  was  very  well  represented  in 
numbers  at  this  important  meeting.  We  also  met 
with  Dr.  Thomas  Alphin  of  the  A.M.A.  Washington 
office.  A breakfast  meeting  was  held  with  officers 
and  representatives  of  the  North  Dakota  State 
Medical  Association  at  which  time  some  of  our 
mutual  problems  were  discussed,  such  as  the  1956 
joint  meeting  and  our  Medical  Journal.  As  I write 
this  report  I hope  that  I will  be  able  to  meet  with 
the  North  Dakotans  at  their  Annual  Meeting  at 
Bismarck. 

During  the  past  year  I had  several  occasions  to 
meet  with  doctors  in  other  states  on  the  matter  of 
Blue  Shield. 

Various  committee  meetings  were  attended  as 
well  as  meetings  of  the  Associations  closely  re- 
lated to  our  own. 

Time  spent  in  Pierre  on  various  legislative 
problems  must  be  included  in  this  report,  but  I feel 
that  other  members  of  our  society  did  more  than 
I in  promoting  medical  legislation,  and  above  all, 
did  wonders  in  promoting  better  relationships 
between  doctors  and  legislators. 

My  meeting  with  the  faculty  of  the  South  Dakota 
University  Medical  School  and  the  members  of 
the  Student  A.M.A.  was  another  highlight  in  my 
year  as  your  President. 

The  objective  I set  when  taking  office  a year  ago 
was  to  promote  better  relationships  not  only 
between  the  physicians  and  the  general  public,  but 
also  among  the  doctors  themselves.  I want  to  ex- 
press my  sincere  thanks  to  all  of  you  for  the  ap- 
parent understanding  and  the  stimulating  help  you 
gave  me.  Doctors  can  be  a great  bunch  of  fellows. 

A.  W.  Spiry,  M.D. 

President 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 
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REPORT  OF  PRESIDENT-ELECT 

As  your  President-Elect  I wish  to  report  that  I 
attended  all  Council  meetings  with  the  exception 
of  the  one  which  was  held  during  my  vacation 
period  in  Florida.  I also  attended  a number  of 
Executive  Committee  meetings. 

On  October  19,  1954,  I was  very  happy  to  repre- 
sent the  South  Dakota  State  Medical  Association 
on  a panel  at  the  South  Dakota  State  Nurses  Con- 
vention held  in  Sioux  Falls.  The  subject  was 
“Legislating  for  Health  and  Welfare.” 

On  November  13  and  14,  1954,  I attended  the 
North  Central  Conference  which  was  held  in  St. 
Paul.  It  was  a very  fine  meeting,  well  attended 
by  the  South  Dakota  men.  The  Minnesota-Iowa 
Football  game  was  an  added  attraction. 

Last  Spring  I attended  the  State  Mental  Health 
meeting  at  Pierre  as  a representative  of  the  South 
Dakota  State  Medical  Association.  I have  attended 
numerous  committee  meetings  throughout  the  year 
on  an  advisory  basis  only.  Due  to  conflicting  dates 
I was  unable  to  attend  the  Mental  Health  meeting 
held  at  Pierre  on  April  17,  1955  and  the  South 
Dakota  State  Hospital  Association  meeting  at 
Huron  on  April  18,  1955. 

On  April  30  and  May  1,  1955,  I attended  a joint 
Executive  Committee  meeting  with  the  officers  of 
the  North  and  South  Dakota  State  Medical  So- 
cieties at  Bismarck  in  the  preparation  of  the  75th 
Anniversary  meeting  which  will  be  held  in  Aber- 
deen in  1956. 

It  has  indeed  given  me  a great  deal  of  pleasure 
to  see  the  fine  cooperation  which  exists  between  the 
officers.  Council  and  the  Committees  of  the  South 
Dakota  State  Medical  Association.  It  has  certainly 
been  a pleasure  to  work  with  them,  and  I do  sin- 
cerely hope  they  will  all  give  me  the  fine  coopera- 
tion this  coming  year  — that  they  have  given  to 
our  President,  Dr.  Spiry,  during  his  successful  1955 
year. 

F.  Daniels  Gillis,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  SECRETARY-TREASURER 

Most  of  the  work  of  the  Secretary  and  Treasurer 
of  the  Association  is  competently  done  by  the 
Executive  Secretary.  There  are  a few  papers  to  be 
signed  and  meetings  of  the  Council  and  certain 
committees  to  attend.  A large  volume  of  mail  has 
to  be  looked  over  from  time  to  time,  and  some 
letters  have  to  be  written. 

For  the  first  time  since  my  tenure  in  office,  I 
was  forced  to  miss  one  Council  meeting  and  I was 
unable  to  be  present  at  Pierre  during  the  legisla- 
tive session  this  last  year.  It  looks  as  though  I 
will  be  able  to  attend  all  Council  meetings  in  the 
future  and  quite  possible  be  present  at  the  next 
legislative  session  if  it  seems  desirable. 

I am  quite  interested  to  learn  how  many  of  our 
proposals  to  the  legislature  were  accepted.  It 
was  my  idea  that  we  should  only  ask  for  the  most 
important  items,  because  I believe  that  we  were 
asking  for  so 'much  that  our  whole  project  might 
be  turned  down.  Undoubtedly,  we  will  learn  how 
much  was  accomplished  at  the  annual  forthcoming 
meeting  at  Mitchell. 

G.  1.  W.  Cottam,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 

report.  Carried.  

REPORT  OF  VICE-PRESIDENT 

As  Vice-President  I attended  all  the  meetings  of 
the  Council  and  also  the  National  Rural  Health 
Conference  in  Milwaukee. 

I carried  out  any  duties  assigned  to  me  in  this 
position  and  wish  to  thank  the  members  of  the 
Association  for  their  confidence  in  me  in  electing 
me  to  be  one  of  the  officers. 

A.  P.  Peeke,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


S.  DAKOTA  STATE  MEDICAL  ASSOCIATIOI  I 
STATEMENT  OF  OPERATIONS 
YEAR  ENDED  APRIL  30,  1955  , 

Receipts: 

State  dues  $28,013.65  I 

Annual  meeting  4,810.12  i 

A.M.A.  dues  9,050.00 

Miscellaneous  income  589.85 

Interest — savings  account  56.72 

Interest — U.  S. 

Government  bond  25.00 


$42,545.3' 

Disbursements: 

Salary — Executive 

Secretary  $ 9,000.00 

Salary — others  2,550.00 

Rent  420.00 

Telephone  & Telegraph  1,045.47 

Office  supplies  1,589.76 

Legal  & audit  450.00 

Legislative  expense  2,702.46 

Dues  & subscriptions  963.19 

Officer’s  travel  & 

council  meeting  2,067.00 

Executive  Secretary — travel  2,132.45 

Annual  meeting  4,481.25 

Public  relations  2,611.63 

Miscellaneous  153.33 

A.M.A.  dues — remitted  9,050.00 

Postage  573.84 

Donation-Benevolent  Fund  400.00 

Social  security  tax  expense  112.30 

Depreciation  expense  332.77 

Blue  Shield  insurance 

expense  516.55 

Loss  on  sale  of  fixed  assets  103.09 


Total  disbursements  $41,255.09 


Net  Gain  to  Net  Worth — Exhibit  A $ 1,290.25 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  EXECUTIVE  SECRETARY 

The  fiscal  year  1954-55  again  showed  a marked 
increase  in  the  activities  of  the  executive  office. 
The  staff,  in  addition  to  the  executive-secretary 
consists  of  Miss  Phyllis  Sundstrom,  secretary,  Miss' 
Kay  Hanna,  chief  clerk,  and  Mrs.  Dorothy  Week, 
assistant  editor.  Mrs.  Week  works  half-time  doing' 
the  layout  work  on  the  Journal.  Miss  Hanna 
operates  the  V.A.  Home  Town  Medical  Care  pro- 
gram and  the  Group  Life  Insurance  program  as 
well  as  doing  some  part  time  work  for  the  Heart 
Association.  Miss  Phyllis  Sundstrom  moved  into 
the  secretarial  position  when  her  sister,  Helen, 
secretary  for  over  five  years,  married  Dr.  Robert 
Collins  in  September. 

A breakdown  of  activities  follows: 

1.  Placement  Service 

During  the  year  we  provided  placement  in- 
formation to  50  physicians  who  requested  it  and 
to  30  communities.  It  is  difficult  to  determine  how 
many  actual  placements  were  made  but  the  service 
appears  to  be  satisfactory.  There  are  still  many  i 
excellent  openings  in  rural  areas  and  an  occasional  i 
request  for  specialists.  We  maintain  constant  I 
liaison  on  placement  with  the  American  Medical  I 
Association  Placement  Service.  ! 

2.  Publications  ! 

The  Executive  Secretary  is  business  manager  of  s 
the  Journal  and  in  that  capacity  handles  its  fi-  ' 
nances  and  the  mechanics  of  the  publication.  This  i 
is  the  biggest  year  we  have  had  with  the  Journal  i 
from  every  standpoint.  We  improved  cover  stock  i 
and  redesigned  the  cover  to  add  to  its  general  < 
attractiveness.  During  the  year  we  were  pleased  to  ■ 
submit  the  name  of  our  editor.  Dr.  R.  G.  Mayer,  to 
the  Advisory  Board  of  the  State  Journal  Adver- 
tising Bureau,  to  which  he  was  subsequently  elected. 
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iThis,  we  feel,  was  a further  step  in  national  recog- 
nition of  our  Journal  and  staff. 

Per  direction  of  the  House  of  Delegates  in  action 
taken  in  1950,  I participated  in  the  surplus  funds 
of  the  Journal  in  the  amount  of  $879.70.  We  also 
1 published  a brochure  on  services  of  the  Association. 
3,  Liaison  With  Other  Groups 
The  executive  secretary  has  represented  the  As- 
: sociation  in  dealing  with  many  other  lay  and  pro- 
I fessional  groups,  including  the  State  Nurses 
' Association,  the  State  Hospital  Association,  the 
I State  Department  of  Health,  Physical  Therapy 
; Association,  etc.  In  addition  contacts  have  been 
1 [maintained  by  activity  and  membership  in  other 

I‘  iorganizations  including;  the  South  Dakota  Hospital 
;and  Home  Association  (a  director)  South  Dakota 
IMental  Health  Association  (a  director)  Minnehaha 
County  Mental  Health  Center  (vice-president), 
jConference  of  Social  Agencies,  State  PTA  (mental 
iHealth  chairman),  etc. 

Close  liaison  has  been  maintained  between  the 
j executive  secretary  and  the  full-time  executives 
of  the  Heart  Association,  TB  and  Health  Associa- 
tion, Polio  Foundation,  Crippled  Children’s  Society, 
etc.  The  office  did  much  of  the  preliminary  work 
in  the  program  of  vaccinating  first  and  second 
graders  as  provided  by  the  Polio  Foundation.  As 
before,  this  type  of  work  necessitated  numerous 
trips  which  totaled  an  average  of  one  every  two 
weeks. 

4.  Home  Town  Medical  Care  Plan 

During  the  year  the  executive  secretary  super- 
vised the  Home  Town  Medical  Care  Plan  which 
was  started  in  1946.  The  volume  of  work  has  de- 
clined in  recent  years  to  its  present  level.  This  year 
we  handled  services  worth  $13,223.68  to  the  med- 
jical  profession  which  was  a decrease  of  nearly 
,$9,000.00  from  the  year  before. 

As  of  the  writing  of  this  report  the  plan  had  been 
!renewed  for  another  year. 

I 

I 5.  Legislation 

This  being  a legislative  year,  l/6th  of  the  execu- 
tive secretary’s  time  was  devoted  to  activities  in 
that  direction.  For  the  first  time  we  arranged  to 
jhave  several  doctors  on  the  premises  at  Pierre  at 
all  times.  Although  the  program  is  expensive  it 
pays  off  in  improved  legislative  relations  of  the 
medical  profession. 

\ The  session  was  successful  inasmuch  as  we  ob- 
tined  a Blue  Shield  enabling  act,  a Physical  Ther- 
apy Licensing  law,  added  a medical  member  to 
the  Board  of  Charities  and  Corrections,  and  de- 
feated a bill  which  would  have  moved  the  State 
Health  Laboratory  from  Pierre  to  Vermillion, 
i RECOMMENDATION  — In  view  of  the  divided 
opinion  on  the  activity  of  the  executive  secretary 
and  Association  attorney  in  following  out  the 
mandate  of  the  Council  on  the  state  Health  labora- 
tory, it’s  respectfully  recommended  that  the  execu- 
' tive  committee  study  the  problems  and  make 
specific  recommendations  for  action  at  the  next 
legislative  session  to  the  next  regular  meeting 
(■  (1956)  of  the  House  of  Delegates. 
t 6.  Advisory  Committee  to  Selective  Service 
it , The  executive  office  handles  the  correspondence 
I and  record-keeping  for  the  Advisory  Committee 
S which  is  headed  by  Dr.  Guy  Van  Demark  of  Sioux 
t [Falls.  Although  not  too  many  calls  into  active  duty 
t Were  made,  the  volume  of  correspondence  remains 
: high. 

7.  Information  Service 

I As  medical  economic  problems  increase  and  the 
: public  becomes  more  aware  of  the  Association’s 
. role  as  a clearing  house  for  information,  the  execu- 
tive office  gets  heavier  demands  for  all  types  of 
I iQon-medical  information.  Information  requests 
from  doctors  run  heavier  every  year  with  questions 
ranging  from  the  first  name  of  a doctor  in  Iowa 
(to  complete  information  on  preparing  a medical- 
leconomic  lecture. 


8.  Board  of  Medical  Examiners 

Although  the  number  of  licensees  does  not  in- 
crease appreciably,  the  work  of  the  Board  increases 
each  year.  Hundreds  of  letters  are  answered  on 
licensure,  the  Board  records  and  monies  are  main- 
tained in  the  office,  and  the  executive  secretary 
was  active  in  prosecution  of  two  unlicensed  prac- 
titioners, investigation  of  three  others,  a revocation 
proceeding,  and  various  local  problems. 

9.  Commiffee  Work 

During  the  year  the  executive  secretary  has  kept 
minutes  and  attended  meetings  of  the  Medical 
School  Affairs  Committee,  Special  Committee  on 
State  Health  Lab,  Mental  Health  Committee,  Pre- 
payment Insurance  Committee,  Press-Radio  Code 
Committee,  Committee  on  Improvement  of  Pa- 
tient Care,  and  others.  On  behalf  of  the  Insurance 
Committee  we  have  conducted  a survey  on  Blue 
Shield  and  average  fees. 

10.  Office  Routine 

As  usual,  the  undramatic  part  of  an  executive 
offices  procedure  is  the  most  time-consuming.  Mail 
numbering  approximately  35,000  enter  and  leave 
the  office  during  the  year.  Accounts  of  the  Asso- 
ciation, Journal,  Benevolent  Fund,  Group  Life  In- 
surance, Endowment  Association,  etc.,  take  up 
much  staff  time.  Routine  answering  of  letters, 
phone  conversations,  preparation  of  news  releases, 
rosters,  etc.,  take  time  and  in  many  cases  study 
and  research. 

11.  Public  Relations 

Because  we  now  have  a budget  item  for  public 
relations  we  have  been  able  to  step  up  public  con- 
tacts and  information.  We  maintained  an  exhibit 
at  the  State  Fair,  made  newspaper  mats  for  an 
advertising  program  on  health  insurance,  made 
numerous  talks  and  began  a program  of  presenta- 
tions on  auto  accident  preventions. 

Close  contact  has  been  kept  with  the  press  and 
radio  and  the  AAPS  essay  contest  sponsored.  A 
happy  note  on  the  last  project  is  that  an  Aberdeen 
student  won  third  place  in  the  National  contest. 

Presentation  of  50  year  pins,  GP  of  the  Year 
Award  and  others  have  kept  the  medical  associa- 
tion in  the  headlines. 

During  the  year  the  executive  secretary  made  32 
speeches  to  audiences  totaling  more  than  3,000 
persons  plus  two  TV  and  two  radio  presentations. 
This  is  a reduction  in  the  number  of  speeches  be- 
cause of  the  legislative  session  and  the  great 
amount  of  time  spent  on  research  on  Blue  Shield. 

The  auto  accident  presentations  based  on  the 
work  of  Drs.  Moore  and  Marsh  will  be  the  prin- 
cipal PR  program  for  the  coming  year. 

12.  Civil  Defense 

During  the  year  the  executive  secretary  was  ap- 
pointed coordinator  for  medical  civil  defense  ac- 
tivities in  South  Dakota  with  an  advisory  com- 
mittee of  three  doctors.  In  this  field,  the  execu- 
tive secretary  attended  a civil  defense  meeting  in 
Kansas  City  and  has  started  to  blueprint  a plan  of 
casualty  care. 

13.  Liaison  with  AMA 

Most  AMA  activity  regarding  the  state  is  chan- 
neled through  the  executive  office.  We  collect  the 
AMA  dues  and  maintain  close  liasion  with  that 
organization.  The  executive  secretary  attended 
one  of  the  two  AMA  sessions  during  the  year. 

14.  Insurance  Programs 

The  executive  office  maintained  the  Group  Life 
Insurance  program  to  which  60%  of  the  members 
belong.  The  program  should  be  extended  to  many 
members  in  order  to  receive  greater  benefits  in  the 
contract  with  the  insurance  company. 

The  group  loss  of  time  contract  with  Harold 
Diers  Company  was  extended  to  more  members 
but  is  still  far  from  being  a true  group. 

The  Executive  Secretary  wishes  to  express  his 
appreciation  for  the  help  of  his  office  staff,  the 
cooperation  of  Dr.  Spiry  and  the  other  officers  and 
to  all  the  members  of  the  Association  whose 
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thoughtful  suggestions  have  made  this  a most 
successful  year. 

Appearances  and  meetings  attended  by  the 
executive  secretary  are  listed  below  in  chrono- 
logical order: 

May  1 — Met  with  Physical  Therapists  in  Pierre 
to  discuss  licensing  law. 

May  4 — Spoke  to  Miller  Kiwanis  Club  on  Mental 
Health. 

May  7 — Introduced  speaker  on  Mental  Health 
commenting  on  Mental  Health  Week  at  Sioux  Falls 
Nordic  Hall. 

May  14 — Drove  to  Huron  to  prepare  for  annual 
meeting. 

May  15-19 — Annual  meeting. 

May  20 — Attended  Board  of  Directors  meeting 
of  Minnehaha  County  Mental  Health  Center. 

May  24-27 — Drove  to  Chicago  to  study  operation 
of  Blue  Shield  Commission  and  to  obtain  informa- 
tion on  establishment  of  a plan. 

June  10 — Drove  to  Rapid  City  to  look  over  U.  S. 
Indian  Hospital  for  possible  transfer  to  South  Da- 
kota and  Home  Association. 

June  11-28 — One  week  at  AM  A sessions  in  San 
Francisco  and  another  vacationing  on  the  west 
C03st 

July  13-15 — Attended  State  PTA  Board  meeting 
in  Brookings  and  spoke  on  Health  Programs  for 
PTA’s. 

July  17 — Met  with  Medical  Examining  Board  & 
Basic  Science  Board  representatives  in  Vermillion 
to  discuss  prosecution  of  illegal  practitioners. 

July  18-19 — Appeared  at  hearings  on  senile  study 
in  Pierre. 

July  20-21 — Met  with  Board  of  Medical  Exam- 
iners at  Vermillion  to  license  new  doctors  in  State. 

July  24-25 — Met  with  the  Prepayment  Insurance 
Committee  in  the  Black  Hills. 

July  28 — Spoke  to  group  of  teachers  at  General 
Beadle  Teachers  College  in  Madison  and  later  met 
a group  discussing  mental  health  legislation  in 
Judge  Hall’s  office  in  Sioux  Falls. 

August  11 — Spoke  to  teachers  at  Black  Hills 
Teacher’s  College  in  Spearfish. 

August  12 — Attended  Black  Hills  District  Society 
meeting  in  Spearfish. 

August  13 — Met  with  Committee  on  Coroners 
Law  in  Pierre. 

August  14 — Visited  Drs.  Perry  and  Scallin  in 
Redfield  and  conducted  Board  of  Examiners  bus- 
iness in  Watertown. 

August  16-19 — Toured  Parker,  Woonsocket  and 
Platte  with  Richard  Leigh  of  AMA  office. 

August  20 — In  Pierre  for  Crippled  Children  Com- 
mittee meeting. 

August  23 — Attended  Dr.  John  Kittelson’s 
funeral. 

August  25 — In  Pierre  for  hospital  construction 
meeting  at  Department  of  Health. 

August  31 — September  3 attended  AMA  public 
relations  institute  in  Chicago. 

September  5-11 — Manned  exhibit  at  State  Fair 
in  Huron.  Also  met  with  Sioux  Falls  District  on 
7th  and  a public  health  committee  on  the  8th. 

September  14 — Met  in  Yankton  with  State  Hos- 
pital Advisory  Committee. 

September  16 — Attended  special  Board  of  Ex- 
aminers meeting  in  Brookings. 

September  17 — Drove  to  Madison  to  discuss  men- 
tal health  legislation  with  J.  H.  Lammers. 

September  18 — Insurance  Committee  meeting  in 
Huron. 

September  19 — Attended  Council  meeting  in 
Huron. 

September  28 — Spoke  on  mental  health  at  the 
Canton  PTA. 

October  4 — Attended  State  Hospital  Association 
meeting  in  Mitchell. 

October  5 — Spoke  to  PTA  group  at  Wakonda. 

October  6 — Talked  on  Blue  Shield  to  Aberdeen 
District. 


October  7 — Met  with  Board  of  Examiners  ir 
Huron  and  later  with  Medical  School  Affairs  Com- 
mittee. 

October  8-11 — Met  with  delegates  from  Faith  ir  . 
Mobridge  and  later  spoke  to  the  Rotary  Club  or  : 
mental  health. 

October  12-13 — Attended  State  Mental  Healtl  , 
Association  meeting  in  Aberdeen.  ' 

October  18 — Spoke  to  Prairie  Home  Study  Clut  ' 
at  Armour. 

October  20 — Met  with  Insurance  Committee  a:  I 
Omaha.  ] 

October  28-29 — Attended  South  Dakota  Public 
Health  Association  meeting  in  Pierre. 

November  1 — Attended  District  Society  meetinc  I 
in  Mitchell. 

November  2 — Spoke  to  Kiwanis  Club  at  Miller. 

November  4 — Attended  Board  of  Directors  ol 
South  Dakota  Hospital  and  Home  Association  ir 
Huron. 

November  5 — Visited  the  Blue  Cross  office  ir 
Sioux  City  to  study  their  operation. 

November  6 — Met  with  representatives  of  the 
press  on  the  code  of  cooperation. 

November  10 — Attended  Yankton  District  Med- 
ical Society  meeting  at  Yankton  State  Hospital. 

November  13-1 4-— Attended  North  Central  Med- 
ical Conference  in  St.  Paul  where  I spoke  on  the 
problem  of  D.P.  Licensure. 

November  16 — Discussed  mental  health  legisla- 
tion in  meeting  at  Huron.  Spoke  to  licensed  Prac- 
tical Nurses  in  Sioux  Falls  that  night. 

November  17 — Attended  meeting  of  Huron  Dis- 
trict. 

November  18 — Drove  to  Flandreau  for  Third  Dis- 
trict Medical  Society  meeting. 

November  22-23 — Brought  Drs.  Moore  and  Marsh 
in  from  Omaha  to  present  auto  accident  lectures' 
to  both  Sioux  Falls  High  School  plus  Rotary  and 
Lions  Clubs. 

November  26 — Appeared  in  court  twice  for  pre- 
liminary hearings  on  alleged  illicit  practitioners. 

December  7 — Attended  Watertown  District  meet- 
ing for  a lively  discussion  on  Blue  Shield. 

December  8 — Started  for  Milbank  and  Whetstone; 
Valley  District  Society  on  glare  ice.  Proceeded  as 
far  as  Brookings. 

December  9 — Appeared  on  KELO-TV  to  refute: 
attack  of  V.F.W.  National  Commander  on  Medical: 
Association. 

December  14 — Met  with  Rapid  City  doctors  or 
Blue  Shield. 

December  15 — Met  with  Northern  Black  Hills 
doctors  in  Deadwood  at  noon  and  Southern  Hills  at 
Hot  Springs  in  the  evening. 

December  16 — Met  with  Rosebud  District  at 
Winner. 

January  3-March  4 — This  is  taken  up  in  activity 
at  Pierre  on  legislation.  The  many  committee  ap- 
pearances and  legislative  contacts  are  omitted,  only, 
outside  activities  being  listed. 

January  8 — Met  with  Heart  Association  Board 
of  Directors  in  Sioux  Falls. 

January  18-19 — Attended  Board  of  Examiners  | 
meeting  in  Sioux  Falls.  ! 

January  22 — Attended  Medical  School  Affain  i 
Committee  meeting  in  Huron. 

January  23 — Council  meeting  in  Huron. 

February  9 — Attended  Mental  Health  legislative  I 
dinner  in  Pierre. 

February  16 — Met  with  Joint  Committee  on  Im- 
provement of  Patient  Care  at  Huron. 

February  17 — Spoke  at  Pierre  District  on  Blue 
Shield. 

March  7 — Drove  to  Mitchell  on  annual  meeting 
arrangements. 

March  10 — Recorded  two  radio  programs  at 
WNAX,  Yankton,  on  mental  health. 

March  11 — Met  with  representatives  of  Polio 
Foundation  on  use  of  Salk  Vaccine. 

March  19 — Met  with  executive  committee  of 
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Heart  Association  at  Donahoe  Clinic  in  Sioux  Falls. 

March  22 — Talk  to  Pierre  Rotary  Club  on  auto 
accidents. 

March  23 — Gave  same  talk  at  Pierre  and  Ft. 
Pierre  High  School. 

March  25 — Spoke  at  State  Press  Association 
convention  in  Aberdeen. 

March  26 — Met  with  Faith  Hospital  Board  on 
problems  of  staffing. 

March  29-31 — In  court  on  trials  mentioned 
earlier.  Appeared  on  KELO-TV  on  polio  vaccine 
program. 

‘ April  6 — Attended  Aberdeen  District  meeting 
and  talked  on  auto  accidents  at  Redfield  High 
School. 

April  10-13 — Attended  Civil  Defense  Conference 
I in  Kansas  City  and  on  the  evening  of  the  13th  was 
I in  Sioux  Falls  for  the  Mental  Health  Center’s  an- 
nual meeting. 

April  21 — Spoke  on  auto  accidents  at  Humboldt 
and  Montrose  High  Schools.  Talked  to  Humboldt 
PTA  that  night  on  Juvenile  Delinquency. 

April  27 — Met  with  committee  of  Bar  Associa- 
tion on  Mental  Health  commitment  laws.  Attended 
’ Mitchell  District  Society  meeting  that  night. 

April  30 — Spoke  at  luncheon  of  Physical  Ther- 
I apists  at  noon,  met  with  Insurance  Committee  in 
the  afternoon  and  spoke  at  banquet  of  X-Ray 
Technicians  Society  in  the  evening. 

John  C.  Foster 
Executive  Secretary 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  DELEGATE  TO  AMA 

The  103rd  annual  meeting  of  the  AMA  was  held 
. on  June  21-25,  1954,  in  San  Francisco,  California. 
Your  delegate  and  alternate  delegate  Dr.  A.  A. 
Lampert,  were  both  present  throughout  the  entire 
session.  Both  arrived  on  June  19th,  the  Saturday 
preceding  the  meeting,  to  attend  special  committee 
and  other  meetings  prior  to  the  opening  of  the  ses-. 
Sion.  The  attendance  at  this  annual  session  was 
in  the  neighborhood  of  35,000  and  more  than  12,000 
physicians  were  represented. 

At  the  opening  session  AMA  president.  Dr.  Ed- 
ward J.  McCormick  of  Toledo,  Ohio  gave  a very 
thought-provoking  address  in  which  he  proposed 
that  the  medical  profession  take  the  public  into  its 
confidence  regarding  fees  and  medical  costs  by 
adopting  and  publicizing  average  fee  schedules  on 
an  area  or  regional  basis.  Dr.  Walter  Martin,  presi- 
dent elect,  also  addressed  the  House  of  Delegates 
at  this  session. 

Dr.  William  Wayne  Babcock  of  Philadelphia  was 
elected  by  the  House  of  Delegates  to  receive  the 
1954  Distinguished  Service  Award  of  the  AMA 
for  his  outstanding  contributions  to  medicine  and 
humanity.  Dr.  Babcock  has  been  professor  of  sur- 
gery and  clinical  surgery  at  Temple  University 
School  of  Medicine. 

At  the  closing  session  election  of  officers  was 
held,  with  the  following  results: 

Dr.  Elmer  Hess,  Erie,  Pa.,  — President-elect 
Dr.  Clark  Bailey,  Harlan,  Ky.,  — Vice-president 
Dr.  David  B.  Allman,  Atlantic  City,  — Board  of 
Trustees 

Dr.  F.  J.  L.  Blasingame,  Wharton,  Texas, — Board 
of  Trustees 

Dr.  George  F.  Lull,  Chicago,  — Secretary 
Dr.  J.  J.  Moore,  Chicago,  — Treasurer 
Dr.  James  R.  Reuling,  Bayside,  N.  Y.,  — ■ Speaker 
of  House  of  Delegates 

Dr.  Vincent  Askey,  Los  Angeles,  — Vice  speaker 
Dr.  J.  Morrison  Hutcheson,  Richmond,  Va.,  — 
Judicial  Council  Member 
Dr.  Andrew  Bunten,  Cheyenne,  Wyo.,  — Council 
on  Medical  Education  and  Hospitals 
Dr.  Charles  T.  Stone,  Sr.,  Galveston,  Texas,  — 
Coiihcil  on  Medical  Education  and  Hospitals 
Dr.  Floyd  S.  Winslow,  Rochester,  N.  Y.,  — Coun- 


cil on  Constitution  and  By-Laws 

Dr.  Joseph  D.  McCarthy,  Omaha,  Neb.,  — Coun- 
cil on  Medical  Service 

Dr.  Robert  L.  Novy,  Detroit,  Mich.,  — Council 
on  Medical  Service 

The  next  clinical  session  will  be  held  at  Miami, 
Fla.,  and  the  next  annual  session  will  be  held  at 
Atlantic  City  in  1955. 

The  House  of  Delegates  had  a very  full  business 
schedule  from  Monday  through  Thursday.  This  in- 
cluded one  full  day  devoted  to  reference  committee 
hearings.  Space  does  not  permit  an  enumeration 
of  the  various  items  considered  in  the  reports  and 
resolutions  presented.  Only  a word  or  two  can  be 
given  in  this  report  on  even  the  most  important 
matters  under  consideration  at  this  meeting. 

The  osteopathic  problem  was  discussed  and  the 
House  decided  to  continue  consideration  of  this 
problem  until  December,  1954,  permitting  time  to 
evaluate  education  in  schools  of  osteopathy,  pro- 
vided the  American  Osteopathic  Association  de- 
sires such  evaluation. 

Veteran’s  medical  care  was  again  the  subject  of 
much  consideration.  The  policy  on  non-service- 
connected  disabilities  established  at  the  1953  an- 
nual meeting  was  reaffirmed. 

Methods  of  evaluating  foreign  medical  graduates 
received  consideration.  A study  of  this  problem 
by  the  Council  on  Medical  Education  and  Hos- 
pitals was  requested  with  a report  at  the  1954  clin- 
ical session. 

Fee  splitting  and  Joint  billing  of  patients  was 
again  considered,  but  no  change  in  attitude  or 
policy  resulted.  The  House  of  Delegates  resolved 
that  it  firmly  opposes  fee  splitting,  rebating  or 
payment  of  commissions  in  any  guise  whatsoever, 
and  that  it  further  opposes  any  mechanism  that 
encourages  this  practice. 

The  House  terminated  the  Seal  of  Acceptance 
program  for  voluntary  health  insurance  plans.  The 
Council  on  Medical  Service  outlined  the  difficulties 
encountered  in  continuing  to  conduct  the  Seal  of 
Acceptance  program  and  asked  that  it  be  discon- 
tinued. 

Among  the  many  other  matters  considered  was 
“closed  panel  medical  care  plans,”  which  will  be 
the  subject  of  further  study.  It  was  decided  also 
to  continue  the  holding  of  the  annual  clinical  meet- 
ing as  heretofore.  It  should  be  noted  also,  that  the 
California  Medical  Association  contributed  $100,000 
to  the  American  Medical  Education  Foundation.  It 
has  been  impossible  to  include  in  this  report  a 
great  many  other  matters  which  received  con- 
sideration and  decision.  Each  physician  is  urged 
to  read  the  full  report  of  the  annual  meeting. 

H.  Russell  Brown,  M.D. 


REPORT  OF  DELEGATE  TO  AMA  CLINICAL 
SESSION  AT  MIAMI 

This  meeting  in  Miami,  Florida  was  the  eighth 
Clinical  Session  of  the  American  Medical  Associa- 
tion. Physician  interest  and  attendance  at  this 
meeting  was  most  satisfactory,  total  registration 
being  more  than  7,700  and  physician  registration 
approximately  3,250.  Even  the  customary  high  per- 
centage attendance  of  the  House  of  Delegates  was 
outdone  at  this  session,  since  189  out  of  a total 
House  membership  of  190  were  present.  The  above 
figures  vividly  illustrate  the  interest  of  physicians 
in  the  scientific  programs  of  these  sessions  and 
certainly  as  well  as  their  interest  in  the  conduct  of 
the  affairs  of  our  Association  and  American  med- 
icine generally. 

Your  alternate  delegate.  Dr.  Lampert  and  I 
arrived  in  Miami  on  Saturday,  November  27,  in 
order  to  permit  attendance  at  the  Seventh  Medical 
Public  Relations  Conference.  This  was  held  on 
Sunday,  November  28,  in  Miami  prior  to  the  start 
of  the  clinical  session  and  meetings  of  the  House  of 
Delegates.  It  was  necessary,  also,  for  me  to  attend 
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meetings  of  the  “Ad  Hoc:  Committee  on  Intern- 
ships” of  which  I was  a member,  in  order  to  form- 
ulate our  final  report  which  was  presented  to  the 
House  of  Delegates  at  the  Miami  session. 

At  the  opening  session  of  the  House  of  Delegates 
it  was  announced  that  Dr  Karl  B.  Pace  of  Green- 
ville, North  Carolina  had  been  selected  as  the  1954 
General  Practitioner  of  the  Year.  At  this  meeting 
the  House  was  addressed  by  Seaborn  P.  Collins, 
National  Commander  of  the  American  Legion,  and 
at  his  suggestion  a joint  AMA-Legion  Study  of 
Veterans  Hospitalization  was  to  be  initiated.  The 
House  of  Delegates  was  also  privileged  to  hear 
addresses  by  the  Secretary  of  Health,  Education 
and  Welfare,  Mrs.  Oveta  Hobby  and  Edwin  J. 
Faulkner,  who  is  president  of  the  Woodman  Acci- 
dent and  Life  Insurance  Company  of  Lincoln,  Ne- 
braska. These  addresses  dealt  with  the  pros  and 
cons  of  the  Reinsurance  Bill  which  was  introduced 
at  the  83rd  Congress  and  which  apparently  will  be 
reintroduced  at  the  forthcoming  Congressional 
Session. 

The  usual  large  number  of  reports  and  supple- 
mentary reports  were  considered  by  reference 
committees  and  the  House.  A total  of  32  resolu- 
tions were  introduced  and  acted  upon.  The  bus- 
iness of  the  House  of  Delegates  was  conducted  very 
efficiently  and  expeditiously  by  Speaker  James 
Reuling  and  Vice-Speaker  Vincent  Askey.  The 
House  performed  a large  volume  of  work  during 
the  four  days  that  it  was  in  session. 

During  the  Miami  meeting  the  Board  of  Trustees 
announced  that  it  was  appointing  a thirteen  mem- 
ber commission  to  make  a comprehensive  study 
of  the  various  types  of  plans  through  which  the 
American  people  receive  medical  service.  As  a 
result,  many  of  the  resolutions  dealing  with  med- 
ical care  plans  were  referred  by  the  House  of  Dele- 
gates to  this  new  commission  for  study.  After  the 
clinical  session  had  adjourned,  the  Board  Chair- 
man, Dwight  H.  Murray,  announced  the  appoint- 
ments to  membership  on  this  new  commission.  I 
have  been  asked  to  serve  on  that  commission  dur- 
ing the  coming  year.  Briefly  the  commission  will 
inquire  into  the  nature  and  methods  of  operation 
of  all  types  of  medical  care  plans,  the  quality  of 
medical  care  provided,  and  the  legal  and  ethical 
status  of  the  various  arrangements  being  used.  This 
study  is  expected  to  require  a year  for  its  com- 
pletion. 

For  the  past  nine  years  it  has  been  my  honor  and 
privilege  to  serve  this  Association  as  its  delegate 
twice  a year  at  each  session  of  the  American  Med-> 
ical  Association.  My  term  of  office  has  ended  Jan- 
uary 31,  1955.  Hereafter  you  will  be  represented 
by  Dr.  A.  A.  Lampert.  Please  accord  to  him  the 
fine  consideration  and  support  which  has  been 
given  to  me  during  the  past  nine  years. 

H.  Russell  Brown,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  ALTERNATE  DELEGATE  TO  AMA 

The  annual  meeting  at  San  Francisco  in  June  of 
’54  and  the  clinical  meeting  in  Miami  in  December 
of  ’54  were  attended  by  your  delegate.  Dr.  H.  Rus- 
sell Brown  of  Watertown  and  myself.  Dr.  Brown 
has  most  excellently  covered  in  his  reports  of  those 
two  meetings  the  business  conducted  by  the  House 
of  Delegates  of  the  American  Medical  Association. 
Further,  complete  transcripts  of  the  business  have 
appeared  in  the  AMA  Journal  in  the  issues  im- 
mediately following  completion  of  the  meeting. 

I would  here  express  again  my  sincere  apprecia- 
tion to  the  state  association  for  permitting  me  to 
attend  these  meetings  as  its  Alternate  Delegate  and 
to  Dr.  Brown  for  his  most  excellent  tutoring.  As 
your  Delegate  in  the  forthcoming  meeting  I will 
earnestly  attempt  to  represent  you  as  best  I can. 
Dr.  Brown  leaves  a well  marked  path  for  me  to 
follow,  a path  studded  with  many  well  marked 


contacts.  Dr.  Reding,  my  Alternate,  and  I will 
keep  South  Dakota  in  the  minds  of  the  other  dele- 
gates, take  to  them  your  opinion  and  wishes,  and 
report  to  you  national  trends  and  decisions.  Thank 
you. 

A.  A.  Lampert,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COUNCIL 

Since  the  last  annual  meeting  session,  the  Coun- 
cil of  the  South  Dakota  State  Medical  Association 
met  on  May  17th,  September  19th  and  January 
23rd. 

The  Council  directed  the  Insurance  Committee 
and  the  Executive  Office  to  develop  a Blue  Shield 
plan  for  the  House  of  Delegates  to  discuss,  this 
was  endorsed  by  the  Council  of  the  Association  as 
it’s  January  23rd  meeting. 

Discussion  was  held  on  the  topic  of  the  State 
Health  Laboratory.  The  Legislative  Research  Com-  : 
mittee’s  recommendations  were  approved. 

Dr.  H.  T.  Kenney,  Watertown,  was  selected  as 
South  Dakota’s  General  Practitioner  of  the  year.  ■ 
Dr.  Guy  Van  Demark  was  selected  as  the  out- 
standing physician  in  the  field  of  aid  to  the  hand- 
icapped. The  President,  Vice-President,  President-  ' 
Elect  and  the  executive  secretary  were  appointed  i 
to  select  doctors  to  attend  the  sessions  of  the  Leg-  . 
islature.  It  was  moved  by  the  Council  to  have  the  ' 
Commitment  Laws  introduced  to  the  Legislative  i 
Research  Committee  of  the  Bar  Association  for  i 
writing  and  action.  A Retirement  Plan  for  the 
Executive  Secretary  was  discussed  before  the 
Council.  The  Medical  School  budget  was  approved 
by  the  Council. 

The  Mental  Health  Committee  of  the  Association 
was  enlarged  to  six  members.  The  Public  Relations 
Program  on  Auto  Accidents  was  adopted  by  the  ' 
Council.  The  Medical  Civil  Defense  Program  is 
to  be  handled  through  the  Executive  Secretary,  ; 
with  a committee  of  three  physicians  to  coincide  I 
with  the  initial  recommendation  submitted  by  R.  P.  I 
Harmon,  State  Director  of  Civil  Defense.  ' 

Action  by  the  Council  was  also  taken  on:  (1)  I 
endorsement  of  the  Association  on  the  Physical  i 
Therapy  licensing  law  be  reiterated.  (2)  Workmen’s 
Compensation  raises  in  medical  and  hospital  ser-  i 
vices  be  set  without  limit  or  that  higher  ceilings  be  < 
established.  (3)  D.  P.  Law  be  amended  to  include 
only  those  graduates  of  unapproved  schools  who 
have  been  cleared  through  the  International 
Refugee  Organization.  (4)  Recommendation  of  the 
Coroner’s  Law  be  submitted  to  the  Legislative  Re- 
search Council  and  that  the  Council  offer  any  help 
they  can  to  put  the  recommendation  into  effect. 

M.  M.  Morrissey,  M.D. 

Chairman 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  COUNCILLOR  OF  FIRST  DISTRICT 

Membership  39. 

Report  of  the  activities  of  the  Aberdeen  District 
Medical  Society.  Meetings  are  held  the  first  Wed- 
nesday of  each  month,  except  during  the  summer. 
Meetings  are  held  in  the  Sherman  Hotel,  starting 
with  dinner  at  6:30  P.M.  We  have  been  fortunate 
during  the  past  year  in  having  excellent  speakers. 
We  welcome  any  visitor  who  might  be  on  hand  to 
attend  and  participate  in  our  programs. 

The  Roster  of  Officers: 

E.  J.  Perry,  M.D.  President 

R.  G.  Mayer,  M.D.  Vice-President 

B.  F.  King,  M.D.  Secretary-Treasurer 

Executive  Committee 

C.  L.  Vogele,  M.D. 

B.  C.  Murdy,  M.D. 

Paul  V.  McCarthy,  M.D. 
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Board  Censors 
J.  G.  Bloemendaal,  M.D. 

J.  A.  Eckrich,  M.D. 

P.  G.  Bunker,  M.D. 

Delegates  1955 
James  N.  Berbos,  M.D. 

W.  E.  Gorder,  M.D. 

Carson  Murdy,  M.D. 

Alternates 

J.  F.  Comely,  M.D. 

B.  F.  King,  M.D. 

E.  J.  Perry,  M.D. 

Paul  V.  McCarthy,  M.D. 


REPORT  OF  COUNCILLOR  OF 
SECOND  DISTRICT 

Total  Members:  28 

Paid  up  to  Date:  21 

Special  Activities  of  the  Year: 

1.  Cooperated  with  the  schools  in  providing  pre- 
school physical  examinations. 

2.  Immunization  program  carried  out  in  co- 
operation with  the  schools. 

3.  Rural  School  immunization  program  carried 
out  in  cooperation  with  the  County  Superin- 
tendents of  schools. 

4.  Sponsored  one  day  Cancer  Symposium  in  co- 
operation with  the  American  Cancer  Society. 

5.  Assisted  in  planning  fund  drive  for  the  Amer- 
ican Cancer  Society. 

Review  of  Meetings: 

May  4,  1954 — Members  present:  15 

Guest  Speaker;  Dr.  Hoskins,  Sioux  Falls  — ■ 
“Hematuria  and  its  Significance”  Film  on 
“Intraarticular  use  of  Hydrocortisone.” 

June  5,  1954 

One  day  Cancer  Symposium  held  in  coopera- 
tion with  the  American  Cancer  Society. 
Speakers:  Dr.  W.  C.  Keettel,  Iowa  City,  Iowa, 
and  Dr.  Stanley  E.  Potter,  Omaha,  Nebraska. 

September  7,  1954:  Members  present  16 

Business  Meeting.  Presentation  of  50  year  pin 
to  Dr.  H.  T.  Kenney.  Nomination  of  Dr.  Ken-, 
ney  as  General  Practitioner  of  the  Year.  Ap- 
pointed committee  for  investigation  of  illict 
practitioners. 

October  5,  1954:  Members  present  16 

Dr.  A.  W.  Spiry,  President  of  South  Dakota 
State  Medical  Association  guest  speaker. 

November  2,  1954:  Members  present  20 
Business  meeting. 

December  7,  1954:  Members  present  24 
Business  meeting — election  of  officers. 
President — Dr.  Carroll  Clark. 

Vice-President — Dr.  M.  Drobinsky. 
Secretary-Treasurer — Dr.  John  Stransky. 
Delegates — Drs.  J.  Fershing  and  Dr.  Auskaps. 
Alternate  Delegates — Drs.  V.  Janavs  and 
H.  Barton. 

Censor — Dr.  O.-  S.  Randall. 

Discussion  of  proposed  Blue  Shield  Plan  by 
Mr.  John  C. . Foster,  Executive  Secretary  of 
State  Association. 

January  4,  1955:  Members  present  17 

Guest  Speaker- — Dr.  Eirinberg  of  Sioux  Falls, 
“Dermatitis  of  the  Hands.” 

February  1,  1955:  Members  present  22 

Speaker:  Dr.  John  Stransky,  Watertown,  “Auto 
Injuries  and  their  Causes.”  Dr.  Stransky  also 
showed  an  Air  Force  film  on  “Crash  Re- 
search.” 

March  1,  1955:  Members  present  18  — Guests  2 
Quest  Speaker:  Dr.  Rovelstad  of  Rochester, 
Minnesota,  “Problems  in  Gastroenterology.” 

April  1,  1955:  Members  present  18 

Guest  Speaker:  Dr.  Roy  Holly,  Omaha,  Ne- 
braska, “Pelvic  Floor  Relaxations  and  Pro- 
cidentia.” 

C.  Rodney  Stoltz,  M,  D. 


REPORT  OF  COUNCILLOR  OF 
THIRD  DISTRICT 

Following  is  a brief  resume  of  meetings  held  in 
Third  District  during  the  year: 

April  8,  1954:  24  members  and  ladies  at  Arlington, 
South  Dakota  Film  depicting  work  of  Shrine 
Hospital  with  shots  of  East-West  football 
game. 

Dr.  Mayer  spoke  to  Society  on  accomplish- 
ments of  South  Dakota  Association.  Made 
plea  in  favor  of  endowment  fund,  better 
press  relations  and  with  the  legislators.  New 
fee  schedule  adopted. 

July  8,  1954:  28  members  and  ladies  at  Brookings 
Country  Club.  Prizes  awarded  for  best  and 
lowest  golf  scores.  Dr.  Myrabo  and  Dr. 
Cottam  of  Sioux  Falls  and  Dr.  Friebeld  of 
Brookings  conducted  a panel  discussion  on 
various  types  of  chest  lesions. 

Sept.  30,  1954:  30  members  and  ladies  at  Madison, 
South  Dakota.  Dr.  George  Smith,  neuro- 
surgeon of  Sioux  Falls,  illustrated  lecture  on 
various  types  of  brain  injury. 

Nov.  18,  1954:  30  members  and  ladies  at  Flandreau, 
South  Dakota.  Dr.  I.  Eirinberg  of  Sioux 
Falls  presented  a lecture  on  fungus  infections 
of  the  skin. 

Feb.  10,  1955:  30  members  and  ladies  at  Brookings, 
South  Dakota.  Dr.  Robert  Van  Demark  of 
Sioux  Falls  presented  a lecture  on  Severe 
Sprains  of  the  Ankle  and  Knee.  Election  of 
officers. 

Apr.  14,  1955:  18  members  and  ladies  at  Arlington, 
South  Dakota.  Dr.  C.  B.  McVay  lectured  on 
the  subject  of  Hernia  Repair  - illustrated. 
Chairman  of  Essay  Contest  announced 
awards. 

As  councilor  of  the  Third  District  I attended  all 
of  the  meetings  of  the  Council  during  the  year  as 
well  as  all  meetings  of  the  Third  District. 

Magni  Davidson,  M.D. 


REPORT  OF  COUNCILLOR  OF 
FOURTH  DISTRICT 

The  Fourth  District  Medical  Society  had  22  paid 
up  members  for  the  year  of  1954.  In  addition  we 
had  one  Honorary  member.  There  were  two  regular 
meetings  during  the  year.  The  first  meeting  was 
held  March  29,  1954.  Election  of  officers  for  the 
year  of  1954: 

President — Dr.  L.  C.  Askwig 
Vice-President — Dr.  J.  B.  Janis 
Secretary-Treasurer — Dr.  M.  M.  Morrissey 
Councilor — Dr.  M.  M.  Morrissey 
Delegate — Dr.  L.  C.  Askwig 
Alternate  Delegate — Dr.  T.  F.  Riggs 
Censors — Dr.  S.  B.  Simon,  Dr.  E.  H.  Collins, 
Dr.  T.  F.  Riggs 

Dr.  R.  G.  Mayer,  President  of  the  State  Medical 
Society  gave  a talk  on  the  activities  of  the  State 
Medical  Society  and  its  component  societies.  He 
also  requested  more  support  for  the  S.  D.  State 
Medical  School  Endowment  Fund.  The  importance 
of  donations  to  the  American  Medical  Education 
Foundation  was  also  stressed. 

John  C.  Foster,  our  State  Medical  Executive 
Secretary,  discussed  the  stand  of  the  AMA  on  the 
Veterans  care  problem.  He  also  discussed  the 
Legislative  Program  and  the  physicians  placement 
service. 

The  second  meeting  was  held  October  20,  1954. 
The  uniform  insurance  blanks  were  discussed  and 
found  acceptable  to  our  District,  and  we  recom- 
mended their  adoption.  Ways  and  means  to  co- 
operate with  the  State  Committee  for  detection  of 
Diabetes.  Dr.  R.  C.  Jahraus  was  delegated  to  pub- 
licize this  project. 

M.  M.  Morrissey,  M.D. 
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REPORT  OF  COUNCILLOR  OF 
FIFTH  DISTRICT 

The  following  meetings  were  held  by  the  Huron 
District  Medical  Society; 

March  16,  1954,  the  Society  met  jointly  with  the 
Auxiliary  at  George’s  Cafe.  This  meeting  was  at- 
tended by  Mr.  John  Foster,  our  Executive  Secre- 
tary and  the  meeting  was  held  for  the  purpose  of 
discussing  and  planning  the  May  meeting  of  the 
State  Medical  Association  to  be  held  in  Huron. 

The  second  meeting  of  the  Huron  District  Med- 
ical Society  was  held  November  17,  1954,  and  was 
again  a joint  meeting  of  the  Auxiliary  at  the  Mar- 
vin Hughitt  Hotel.  The  purpose  of  the  meeting  was 
the  election  of  officers  and  again  Mr.  John  Foster, 
our  Executive  Secretary  attended  this  meeting  and 
discussed  in  detail  the  plans  for  the  establishment 
of  Blue  Shield  in  South  Dakota. 

Our  third  meeting  was  held  March  18,  1955.  This 
was  purely  a business  meeting  to  discuss  matters 
in  relationship  to  the  Woonsocket  Clinic  and  the 
planning  for  the  administration  of  the  Salk  polio 
vaccine.  In  addition,  it  was  planned  to  establish  a 
unified  immunization  pre-school  plan  for  the 
county  of  Beadle. 

Our  fourth  meeting.  May  19,  1955,  was  again  a 
dinner  meeting  held  at  the  Marvin  Hughitt  Hotel 
and  was  called  for  the  purpose  of  instructing  our 
delegate  and  Councillor  for  the  coming  State  meet- 
ing to  be  held  in  Mitchell. 

B.  T.  Lenz,  M.D. 


REPORT  OF  COUNCILLOR  OF 
SIXTH  DISTRICT 

The  following  is  a brief  report  of  our  meetings, 
of  which  there  were  five.  They  are  as  follows: 

March  3,  1954,  April  12,  1954,  June  16,  1954, 
November  8,  1954,  also  March  7,  1955. 

A scientific  program  was  provided  for  each  one, 
except  the  March  3,  1954  meeting. 

The  officers  that  were  elected  for  1955  were  as 
follows: 

P.  P.  Brogdon,  M.D.,  President 

L.  W.  Tobin,  M.D.,  Vice-President 

D.  R.  Nelimark,  M.D.,  Secretary-Treasurer 

Delegates:  Frank  J.  Tobin,  M.D.,  R.  J.  Delaney, 
M.D. 

Alternate  Delegates:  W.  A.  Delaney,  Jr.,  M.D., 
W.  F.  Bollinger,  M.D. 

Censor:  W.  H.  Fritz,  M.D. 

And  additional  meeting  of  the  Sixth  District  is 
being  planned  for  April  27th,  in  preparation  for  the 
State  Medical  Association  at  Mitchell,  South  Da- 
kota for  1955. 

B.  R.  Skogmo,  M.D. 


REPORT  OF  COUNCILLOR  OF 
SEVENTH  DISTRICT 

The  Seventh  District  held  nine  meetings  during 
the  year.  A scientific  speaker  was  featured  at  each 
meeting.  The  average  attendance  at  each  meeting 
was  60  members. 

The  membership  totals  112,  of  which  five  are  on 
leave  of  absence,  six  are  honorary  and  nine  are 
members  of  the  Veterans  Administration.  During 
the  year  four  new  members  were  admitted  to  the 
Seventh  District,  two  moved  and  three  are  on  leave 
of  absence. 

We  regret  the  passing  of  Dr.  J.  A.  Kittelson, 
Sioux  Falls,  who  was  a member  of  the  society  for 
many  years. 

The  officers  for  1955  are  as  follows: 

President — E.  T.  Lietzke,  M.D. 

Vice-President — N.  E.  Wessman,  M.D. 

Treasurer — Lyndon  King,  M.D. 

Secretary — Charles  Stern,  M.D. 

Delegates — W.  L.  Jones,  M.D.,  F.  C.  Kohlmeyer, 
M.D.,  J.  McGreevy,  M.D.,  R.  J.  Ogborn,  M.D., 
C.  A.  Stern,  M.D. 

Alternate  Delegates — L.  J.  Pankow,  M.D.,  D.  H. 
Breit,  M.D.,  W.  R.  Anderson,  M.D.,  A.  K. 
Myrabo,  M.D.  and  T.  J.  Billion,  Jr.,  M.D. 

C.  J.  McDonald,  M.D. 


SOUTH  DAKOTA 
REPORT  OF  COUNCILLOR  OF 
EIGHTH  DISTRICT 

Total  Membership:  38 

(a)  Active  Members:  31 

(b)  Associate  Members:  5 

(c)  Honorary  Members:  2 

(d)  New  Members;  None 

(e)  Deceased  Members:  2 

To  date  all  dues  paid  except  one  active  member 
and  one  Associate  Member. 

Officers  for  1955; 

President — M.  B.  Lyso,  M.D. 

Vice-President — Marian  L.  Auld,  M.D. 

Secretary — D.  B.  Reaney,  M.D. 

Treasurer — Robert  S.  Monk,  M.D. 

Delegates — M.  B.  Lyso,  M.D.  and  Marian  L.  Auld, 

M.D. 

Alternates:  E.  J.  Moore,  M.D.,  and  Robert  Living-  >■ 

ston,  M.D.  I 

Special  Activities  for  the  Year: 

(a)  Cooperated  with  sponsors  of  immunization  ; 
programs  in  schools. 

(b)  Did  free  urine  analysis  during  Diabetes  De-  ] 
tection  Week. 

(c)  Sponsored  clinics  for  medical  students  from  j 
University  Medical  School. 

Meetings.  1 

May  13,  1954 — New  Medical  Building  in  Ver-  i 
million 

Guest:  Ray  Olding,  Executive  Secretary  of  the 
South  Dakota  Heart  Association. 

Speaker:  Herbert  J.  Rinkle,  M.D.,  Kansas  City, 
Missouri.  Topic:  “Diagnosis  and  Therapy  of ' 
the  Food  and  Inhalant  Allergic  Individual.” 

November  10,  1954 — State  Hospital  at  Yankton 

Guest:  John  C.  Foster,  Executive  Secretary  of 
SDSMA. 

Speaker:  J.  B.  Gregg,  Jr.,  M.D.,  of  Sioux  Falls. 
Topic:  Dizziness,  Chronic  Draining  Ears  and 
Hearing  Difficulties” 

John  C.  Foster  presented  the  basic  plans  for 
the  South  Dakota  Blue  Shield  Program. 

December  9,  1954 — Sacred  Heart  Hospital  in 
Yankton 

Speaker:  Walter  Van  Demark,  M.D.  of  Sioux 
Falls.  Topic:  “Less  Common  Orthopedic 
Problems  of  Infancy  and  Children. 

Election: 

March  9,  1955 — Sacred  Heart  Hospital  at  Yank- 
ton 

Speaker:  M.  M.  Musselman,  M.D.  of  Omaha, 
Nebraska,  Assistant  Professor  of  Surgery, 
University  of  Nebraska.  Topic:  “Treatment 
of  Burns.” 

April  1,  1955 — Medical  School  at  the  University 
of  S.  D. 

Guest:  A.  W.  Spiry,  M.D.,  of  Mobridge,  South 
Dakota,  President  of  S.  D.  State  Medical 
Association.  H.  Russell  Brown,  M.D.  of 
Watertown,  South  Dakota. 

Speaker;  John  Armes  Gius,  M.D.,  Professor 
of  Surgery,  University  of  Iowa,  Iowa  City, 
Iowa.  Topic:  “Some  Aspects  of  Surgery  of  ' 
the  Billiary  Tract.” 

A.  P.  Reding,  M.D. 


REPORT  OF  COUNCILLOR  OF 
NINTH  DISTRICT 

The  Black  Hills  District  this  year  has  nearly  100 
members.  Its  President  is  Dr.  William  Jones  of 
Sturgis,  its  vice-president  is  Dr.  Meade  of  Spear- 
fish  and  its  secretary  Dr.  Feehan  of  Rapid  City. 
The  District  held  five  meetings  during  the  year 
with  the  program  as  follows: 

1.  Spearfish,  August  12,  1954;  program:  Dr.  E.  H. 
Rynearson,  Mayo  Clinic;  Topic:  Thyroid  Di- 
sease, its  medical  and  Surgical  Management, 
including  the  use  of  radioactive  iodine. 

2.  Sanator,  Custer,  South  Dakota,  October  12, 
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1954;  program:  Dr.  Edward  J.  Evans;  Topic: 
Treatment  of  Tuberculosis  of  the  Bone  and 
Joints. 

3.  Homestake  Hospital,  Lead,  South  Dakota,  De- 
cember 9,  1954;  program:  Dr.  Amos  C.  Michael, 
Department  of  Pathology  of  the  University  of 
South  Dakota;  Topic:  Carcinoma  of  the  Uterus, 
Diagnosis,  Treatment  and  Prognosis. 

4.  Bennett  Memorial  Hospital,  Rapid  City,  South 
Dakota,  February  10,  1955;  pro^am:  Dr. 
Frank  Krusen  of  the  Mayo  Clinic;  Topic: 
Responsibilities  of  modern  physicians  in  re- 
habilitation. 

5.  Fort  Meade,  Sturgis,  South  Dakota,  April  12, 
1955;  program:  Dr.  Maurice  Barry,  Mayo 
Clinic;  Topic:  Anger,  Depression  and  Suicide; 
second.  Dr.  Anthony  Sainz,  Iowa  City,  Iowa; 
Topic:  The  Use  of  Thorazine. 

Committees  from  the  District  Association  have 
been  active  during  the  past  year  in  aiding  as  best 
they  could  the  establishment  of  the  Rehabilitation 
Center  in  Rapid  City.  Committees  have  also  been 
active  on  the  problems  of  mental  health,  indigent 
care  and  emergency  care.  Considerable  interest 
has  been  evidenced  in  the  ways'  and  means  to 
assure  adequate  medical  coverage  of  the  entire  dis-. 
trict  area  and  means  of  assuring  the  high  level  of 
care  in  the  area.  These  particular  problems  will 
receive  more  attention  in  the  coming  twelve 
months. 

During  the  past  year  to  a year  and  a half  the 
Black  Hills  District  has  had  many  new  names  ap- 
pear on  its  membership  roster.  These  new  phys- 
icians now  cover  most  every  specialty  except  neu- 
rology, neuropsychiatry,  and  neurosurgery.  The 
general  feeling  of  cooperation  among  the  phys- 
icians is  at  an  all  time  high,  and  is  improving 
steadily.  The  District  is  proud  of  its  steady  pro- 
gress but  will  not  remain  content.  It  will  continue 
to  strive  to  improve  the  practice  of  medicine  in  the 
area  and  strive  to  improve  the  level  of  health  for 
the  general  population.  ^ ^ Lamport,  M.D. 


REPORT  OF  COUNCILLOR  OF 
TENTH  DISTRICT 

I am  happy  to  announce  that  the  first  meeting 
of  the  Rosebud  Medical  Society  in  about  ten  years 
was  held  in  Burke,  South  Dakota,  on  December  7, 
1954.  There  were  four  members  present.  Doctor 
Staats,  of  Winner,  gave  a talk  on  the  use  of  puden- 
tal block  in  Obstetrics  which  was  very  interesting. 

The  second  meeting  of  the  Society  was  held 
February  10,  1955,  in  Winner,  South  Dakota.  John 
Foster,  of  Sioux  Falls,  South  Dakota,  gave  a talk 
on  Blue  Shield  and  Blue  Cross  Insurance.  Then 
the  regular  meeting  was  held.  Doctor  R.  J.  Quinn, 
of  Burke,  South  Dakota,  was  elected  president  and 
Doctor  J.  E.  Studenberg,  of  Winner,  was  elected 
Secretary-Treasurer.  There  were  six  members 
present. 

A meeting  was  held  at  Winner,  South  Dakota, 
on  April  1,  1955,  with  seven  members  present. 
Doctor  Robert  Van  Demark,  of  Sioux  Falls,  South 
Dakota,  gave  a talk  on  fractures  and  dislocations 
of  the  ankles  and  knees  which  was  very  interest- 
ing. 

I move  the  adoption  of  this  report. 

R.  J.  Quinn,  M.D. 

REPORT  OF  COUNCILLOR  OF 
ELEVENTH  DISTRICT 

Attended  most  of  Council  meetings  and  annual 
meeting  of  State  Association.  Spent  time  at  Pierre 
during  Legislative  session,  attended  annual  District 
Medical  meeting  at  which  time  election  of  officers 
was  held  with  Dr.  C.  E.  Lowe,  Mobridge  re-elected 
as  Chairman;  Dr.  Steiner,  Lemmon,  Vice-President; 
Dr.  Nolan  re-elected  as  Secretary;  Treasurer  Dr. 
Totten  elected  as  delegate;  Dr.  Harold  Lowe  elected 
as  alternate,  and  Dr.  Torkildson  recommended  for 
councilor  of  11th  District. 


REPORT  OF  COUNCILLOR  OF 
TWELFTH  DISTRICT 

Meetings  of  this  District  Society  were  held  alter- 
nately at  Milbank,  Sisseton  and  Webster.  The 
Auxiliary  met  simultaneously  with  the  District 
Medical  meetings. 

The  District  endorsed  the  formation  of  a Blue 
Shield  organization. 

Officers  for  1955 

Ed.  Johnson,  M.D.,  Milbank — President 
W.  H.  Karlins,  M.D.,  Webster — Vice-President 
Dagfin  Lie,  M.D.,  Webster — Secretary-Treasurer 
D.  A.  Gregory,  M.D.,  Milbank — Delegate 
Dagfin  Lie,  M.D.,  Webster — Alternate 

F.  F.  Pfister,  M.D. 

The  reports  of  the  Councillors  from  the  First  to  the 
T’welfth  Districts  inclusive  were  approved.  Carried. 


REPORTS  OF  COMMITTEES 
AS  ADOPTED  BY  THE 
HOUSE  OF  DELEGATES 

REPORT  OF  THE  COMMITTEE 
ON  SCIENTIFIC  WORK 

The  effort  of  this  committee  concerns  itself  with 
the  scientific  program  of  the  1955  Annual  Session 
of  the  Association,  which  includes: 

“Repair  of  Harelips”  Film  — Claire  L.  Straith, 
M.D.,  Detroit. 

“Parenteral  Nutrition  in  Surgery”  — Carl  O. 

Rice,  M.D.,  Minneapolis. 

“Plastic  Surgery  in  Facial  Deformities”  — Claire 

L.  Straith,  M.D.,  Detroit. 

“Roentgenology  of  the  Chest”  — John  L.  Arm- 

bruster,  M.D.,  Milwaukee. 

“Endotracheal  Anesthesia  for  Tonsillectomy  in 
Children,”  John  J.  Hochfilzer,  M.D.,  St.  Paul. 
“Common  Intraocular  Tumors”  — Robert  Mona- 
han, M.  D.,  St.  Paul. 

“Urinary  Calculi-Complications  and  Treatment 
— Leander  W.  Riba,  M.D.,  Chicago. 

“Facial  reconstruction  in  Accidental  Injuries”  — 
Claire  L.  Straith,  M.D.,  Detroit. 

“Nephosis  in  Children”  — Film,  Courtesy  Charles 
Pfizer  & Co. 

“The  Clinical  Management  of  Hypertensive  Vas- 
cular Disease”  — Sibley  Hoobler,  M.D.,  Ann 
Arbor  (Courtesy  S.  D.  Heart  Association). 
“Public  Health  & Civil  Defense”  — Charles  F. 

Blankenship,  M.D.,  Kansas  City. 

“Hemorrhage  — A Complication  of  Pregnancy  & 
Labor  — Diagnosis  and  Management”  — Harry 
Benaron,  M.D.,  Chicago. 

“Reactions  to  Antibacterial  Therapy  — Preven- 
tion and  Treatment”  — Paul  S.  Rhoads,  M.D., 
Chicago. 

“Superficial  Fungus  Infections”  — Francis  E. 
Senear,  M.D.,  Chicago. 

“Some  General  Remarks  About  Surgery”  — R.  B. 

Robins,  M.D.,  Camden,  Arkansas. 

“African  Safari”  — Film  — Leander  W.  Riba, 

M. D.,  Chicago. 

A.  W.  Spiry,  M.D. 

F.  D.  GiUis,  M.D. 

G.  I.  W.  Cottam,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  PUBLIC  POLICY  AND  LEGISLATION 

This  being  a legislative  year,  this  committee 
undertook  considerable  activity.  The  committee 
wishes  to  acknowledge  the  affording  help  given  by 
the  members  of  our  profession  who  so  unselfishly 
attended  the  sessions  at  Pierre  in  our  behalf. 

The  Bills  sponsored  and  supported  by  the  South 
Dakota  State  Medical  Association  are  as  follows: 
HB  637  Sets  up  a procedure  for  the  establishment 
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of  non-profit  medical-surgical  plans.  This 
is  an  enabling  act  for  a South  Dakota 
Blue  Shield  Plan  if  the  Association  de- 
sires to  establish  one.  Signed  into  Law. 
HB  645  A licensing  law  for  physical  therapists 
and  placing  them  under  the  direction  of 
licensed  physicians.  The  Medical  Exam- 
ining Board  will  be  administrative 
agency.  Signed  into  Law. 

HB  646  Requires  graduates  of  unapproved  med- 
ical schools  to  be  bona-fide  Displaced 
persons  as  listed  in  the  Displaced  Per- 
son’s Professional  Medical  Register  of  the 
International  Refugee  Organization  before 
they  can  receive  a limited  license  in 
South  Dakota.  Signed  into  Law. 

HB  674  Adds  Doctor  to  Board  of  Charities  and 
Corrections.  Signed  into  Law. 

Bills  Supported  by  Official  Action  of  the  South 
Dakota  State  Medical  Association: 

HB  636  Permits  oral  prescription  of  Barbiturates 
to  comply  with  new  Federal  Laws  on  the 
subject.  Signed  into  Law. 

HB  638  Same  as  above  concerning  Narcotic  pre- 
scriptions. Signed  into  Law. 

SB  37  Provides  for  a dietitian  for  the  State  De- 
partment of  Health.  This  was  tabled  by 
the  Senate  Committee  on  Public  Health 
and  Welfare  because  present  law  already 
provides  that  the  State  Health  Officer 
may  employ  such  individuals  as  are 
necessary  to  carry  out  the  functions  of 
his  office. 

SB  185  A bill  to  affect  higher  limits  for  the 
amounts  payable  under  Workmen’s  Com- 
pensation for  hospital  and  medical  ser- 
services  has  been  endorsed  by  the  Coun- 
cil. Killed  in  Senate  Committee. 

HB  650  The  Association  offered  a recommenda- 
tion to  establish  a research  laboratory  at 
the  University  Medical  School  leaving 
routine  Public  Health  laboratory  pro- 
cedures in  Pierre.  HB  650  did  not  attempt 
to  accomplish  this  so  was  opposed  by  the 
Medical  Association  representatives.  HB 
650,  in  its’  final  form  would  have  elim- 
inated compulsory  pre-natal  blood  tests 
and  would  have  moved  the  State  Health 
Laboratory  at  Pierre  to  Vermillion. 

A.  W.  Spiry,  M.D. 

F.  D.  Gillis,  Sr.,  M.D. 

G.  I.  W.  Cottam,  M.D. 

The  Committee  approved  the  report  of  the  Com- 
mittee on  Public  Policy  and  Legislation  to  HB  650 
but  wishes  to  add  the  following  paragraph: 

“The  Committee  feels  the  basic  thought  behind 
tHB  650  should  be  presented  to  the  end  that  the 
special  medical  skills  commanded  by  the  members 
of  the  Medical  School  faculty  be  available  to  the 
medical  profession  and  through  them  to  the  people 
of  our  State.” 


REPORT  OF  THE  COMMITTEE 
ON  PUBLICATIONS 

During  the  past  fiscal  year  the  “South  Dakota 
Journal  of  Medicine  and  Pharmacy”  published  880 
pages,  an  increase  of  130  pages  over  the  previous 
year.  Editorial,  scientific  articles  and  news  items 
totaled  488  Vs  pages,  which  made  an  increase  of 
85%  over  the  year  before.  Advertising  pages  in- 
creased a total  of  44 Vs. 

Thirty-two  scientific  or  medical  economic  articles 
were  printed,  thirteen  of  them  being  the  output  of 
South  Dakota  authors.  The  Pharmaceutical  Sec- 
tion, under  the  editorship  of  Mr.  Harold  Bailey  at 
South  Dakota  State  College,  has  been  increased  in 
size  and  the  format  improved. 

The  Journal  cover  design  and  stock  was  im- 
proved with  the  last  issue  of  the  fiscal  year.  Fi- 
nancially, the  Journal  had  receipts  of  $18,960.35, 


with  a bank  balance  of  $2,736.69,  and  expenses  of 
$17,151.21  during  the  fiscal  year.  A savings  account 
was  set  up  for  the  Journal  as  a reserve  fund  dur-  i 
ing  the  year.  The  Committee  on  Publications  j 
commends  our  Business  Manager,  John  C.  Foster, 
for  his  success  in  putting  our  Journal  on  a firm 
financial  basis. 

The  Editor  and  Business  Manager  have  talked  i 
with  various  North  Dakota  physicians  and  Execu- 
tive Secretary  of  the  North  Dakota  State  Medical  i 
Association  several  times  regarding  North  Dakota 
joining  with  South  Dakota  in  publishing  a Dakota 
Medical  Journal.  Sample  copies  of  our  Journal 
have  also  been  distributed  to  North  Dakota  med-  i 
ical  men  at  various  intervals.  We  note  that  the  i 
Journal-Lancet  has  increased  its  annual  subscrip- 
tion rate  from  $3.00  to  $5.00,  Minnesota  Medicine  is  ' 
$3.00,  while  our  South  Dakota  Journal  still  holds  , 
its  subscription  price  at  $2.00  per  year. 

Late  last  summer  your  Editor  was  appointed  to 
the  Advisory  Committee  of  the  State  Journal  Ad-  J 
vertising  Bureau  by  the  Trustees  of  the  American  i 
Medical  Association  on  recommendation  of  repre-  i 
sentatives  of  the  State  Medical  Journals.  This  Ad-  i 
visory  Committee  consists  of  five  physicians  con-  ( 
nected  with  State  Medical  Journals  which  acts  as  ; 
a Board  of  Directors  for  the  Bureau.  The  Bureau  i 
handles  cooperative  advertising  for  the  State  Med- 
ical Journals. 

At  the  present  time  33  state  medical  journals 
serving  37  state  medical  societies  hold  member- 
ship in  the  State  Journal  Advertising  Bureau.  The 
Advisory  Committee  meets  at  least  twice  a year 
during  the  sessions  of  the  American  Medical  As- 
sociation, and  your  Editor  attended  the  meeting  at 
Miami  last  November  and  plans  to  attend  the  next 
meeting  at  Atlantic  City  in  June. 

R.  G.  Mayer,  M.D.,  Chr. 

C.  S.  Roberts,  M.D. 

D.  H.  Manning,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  DEFENSE 

The  Medical  Defense  Committee  did  not  meet, 
there  were  no  questions  of  Medical  Defense 
brought  forth  and  therefore  there  is  nothing  to 
report. 

Merrill  W.  Pangburn,  M.D.,  Chr. 

V.  V.  Kobza,  M.D. 

D.  R.  Mabee,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE  ON  MEDICAL 

SCHOOL  AFFAIRS,  MEDICAL  EDUCATION 
AND  HOSPITALS 

I respectfully  submit  the  minutes  of  the  Medical 
School  Affairs  Committee  meeting  which  also  in- 
cludes the  coincidental  meeting  of  the  South  Da- 
kota Medical  School  Endowment  Association. 

The  Marvin  Hughitt  Hotel 
Huron,  South  Dakota 
7 October,  1954 

The  meeting  called  to  order  by  the  Chairman 
and  a review  of  the  Medical  School  developments 
of  the  year  were  outlined  by  Dean  Hard.  Plans 
were  also  discussed  for  a postgraduate  program, 
medical  student  scholarships  and  awards. 

Dr.  Brown  moved  that  the  Committee  recom- 
mend to  the  Council  that  the  South  Dakota  State 
Medical  Association  establish  two  awards,  one  to 
the  outstanding  student  in  the  freshman  class  and 
the  other  to  the  outstanding  sophomore  student  at 
the  University  of  South  Dakota.  Each  award  to  be 
in  the  amount  of  $100.00.  The  selection  of  the 
award  winners  to  be  based  on  scholarship  and  all 
around  improvement  as  judged  by  the  Dean  and 
the  Medical  School  Committee  on  student  affairs. 

The  budget  for  the  Medical  School  biennium  was 
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presented  by  the  Dean  and  given  approval  by  the 
Committee. 

Plans  for  an  AMEF  fund  raising  campaign  were 
discussed  and  the  meeting  adjourned  on  motion. 

The  Marvin  Hughitt  Hotel 
Huron,  South  Dakota 
22  January  1955 

The  meeting  of  the  Medical  School  Affairs 
Committee  was  called  to  order  by  the  Chairman. 

Those  present  were:  Mr.  Joe  Messer,  Walter 
Hard,  Ph.D.,  Drs.  Pfister,  Price,  McVay,  Saxton, 
Williams,  Pankow  and  Brown. 

Dr.  Pankow  moved  that  Victor  Holm  be  given 
a loan  of  $400.00  to  help  complete  his  medical 
training.  Dr.  Brown  seconded  the  motion  and  it 
carried. 

Dr.  Brown  moved  that  Dick  Giere  be  given  a 
loan  of  $400.00  to  help  complete  his  medical  train- 
ing. The  motion  was  seconded  by  Dr.  McVay  and 
it  carried. 

Dr.  Hard  discussed  the  American  Medical  Edu- 
cation Foundation  contributions  to  the  Univer- 
sity of  South  Dakota.  The  contributions  for  1954 
totaled  $8,826.50  compared  to  $5,893.00  for  1953. 

Dr.  Brown  moved  that  the  Endowment  Asso- 
ciation have  printed  cards  for  memorial  gifts  and 
to  notify  the  relatives  and  individuals  that  a gift 
has  been  given  to  the  Endowment  Association. 
Also,  that  the  printed  cards  be  sent  to  each  doctor 
in  the  state,  the  members  of  the  Ladies  Auxiliary 
and  the  funeral  homes.  Dr.  Hard  seconded  the 
motion  and  it  carried. 

Mr.  Messer  moved  that  the  parents  of  the  med- 
ical students  be  sent  cards  too  and,  also,  if  mem- 
orials came  in  from  them  that  a thank  you  card 
should  be  sent. 

Dr.  Brown  moved  that  the  budget  for  the  med- 
ical school  should  be  approved  and  taken  to  the 
Council  of  the  State  Association.  This  was  sec- 
onded by  Dr.  Pfister  and  it  carried. 

Discussion  were  held  on  the  following  items  with 
no/action  taken. 

Postgraduate  Medical  Program 
Medical  Scholarships 

Freshmen  Admissions  — 1955 
Student  AMA-Activities 

Transfers-sophomores-Minnesota 
Alumni  Publication 

Clinical  Instruction-clerkship-Sioux  Falls 
State  Health  Laboratory 
Preceptorship-expansion  additional  year 
Mental  Health  Authority 

C.  B.  McVay,  M.D.,  Chr. 

H.  Russell  Brown,  M.D. 

F.  R.  Williams,  M.D. 

R.  Price,  M.D. 

W.  H.  Saxton,  M.D. 

L.  J.  Pankow,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  ECONOMICS 

There  has  been  no  meeting  of  this  Committee 
during  the  fiscal  year  and  therefore  have  no  re- 
port to  make. 

M.  C.  Tank,  M.D.,  Chr. 

R.  H.  Hayes,  M.D. 

P.  R.  Scallin,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  NECROLOGY 

The  committee  wishes  to  report  the  death  of  the 
following  physicians  in  the  State  during  the  past 
year: 

Maxwell  Liebert,  M.D.,  Yankton,  passed  away 
on  September  5,  1954  at  the  age  of  49. 

J.  A.  Kittelson,  M.D.,  Sioux  Falls,  passed  away 


on  August  18,  1954  at  the  age  of  67. 

Frank  Creamer,  M.D.,  Dupree,  passed  away 
August  14,  1954. 

Carl  Seeman,  M.D.,  Tulare,  passed  away 
August  9,  1954  at  the  age  of  86. 

LeRoy  Kaufman,  M.D.,  Freeman,  passed  away 
June  8,  1954  at  the  age  of  37. 

R.  R.  Ross,  M.D.,  Canova,  passed  away  at  the 
age  of  38. 

H.  I.  King,  M.D.,  Aberdeen,  passed  away  June 
24,  1954  at  the  age  of  72. 

J.  Townsend,  M.D.,  Belle  Fourche,  passed 
away  January  18,  1955  at  the  age  of  84. 

O.  W.  Katz,  M.D.,  Aberdeen,  passed  away  at 
the  age  of  73. 

W.  fv.  Delaney,  M.D.,  Mitchell,  passed  awa^ 
March  8,  1955  at  the  age  of  71. 

T.  J.  Wood,  M.D.,  Huron,  passed  away  at  the 
age  cf  83. 

F.  W.  Freyberg,  M.D.,  Mitchell,  passed  away 
at  the  age  of  83. 

C.  B.  Welton,  M.D.,  formerly  of  Sioux  Falls, 
passed  away  at  the  age  of  79. 

C.  A.  Clark,  M.D.,  Chr.,  J.  B.  Janis,  M.D. 

G.  H.  Gulbrandson,  M.D. 
The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  PUBLIC  HEALTH 

The  Committee  on  public  health  actually  con- 
sists of  the  three  subcommittees  on  cancer,  ma- 
ternal and  child  welfare,  and  tuberculosis.  For 
the  past  several  years  the  State  Health  Officer 
has  been  appointed  chairman  of  the  committee 
through  whom  the  subcommittee’s  reports  are 
transmitted.  A comprehensive  annual  report  on 
health  conditions  and  programs  has  not  been  made 
since  such  a report  would  be  very  voluminous  and 
the  information  is  available  in  the  regular  reports 
issued  by  the  State  Health  Department.  These  re- 
ports are  sent  to  all  physicians  in  the  State. 

A special  liasion  committee  with  the  State  De- 
partment of  Health  has  been  established  however 
there  frequently  are  matters  on  which  the  Health 
Department  desires  official  action  and  it  has  been 
the  custom  to  bring  these  matters  before  the  Coun- 
cil where  immediate  action  can  be  taken. 

In  order  to  bring  the  organization  of  the  Associa- 
tion in  line  with  actual  practice  it  is  recommended 
that  the  three  subcommittees  on  public  health  be 
designated  as  separate  standing  committees  report- 
ing directly  to  the  Association.  It  is  further  recom- 
mended that  the  special  liaison  committee  with 
the  State  Health  Department  be  discontinued  and 
that  the  Council  be  designated  to  act  in  this 
capacity. 

Respectfully  submitted, 

G.  J.  Van  Heuvelen,  M.D.,  Chr. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  SUBCOMMITTEE 
ON  CANCER 

Efforts  of  the  Subcommittee  on  Cancer  have 
been  placed  with  the  South  Dakota  Division  of 
the  American  Cancer  Society,  which  organization 
has  a very  effective  Cancer  program  in  operation 
throughout  the  State. 

At  the  present  time  five  members  of  the  South 
Dakota  State  Medical  Society  are  members  of  its 
governing  board.  One  member  acts  as  Executive 
Chairman.  It  is  the  endeavor  of  the  Society  to  dis- 
seminate true  knowledge  concerning  Cancer  aid 
in  research.  A small  fund  is  on  hand  for  direct  aid 
to  some  Cancer  patients. 

P.  V.  McCarthy,  M.D.,  Chr. 

W.  A.  Geib,  M.D. 

William  Duncan,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 
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REPORT  OF  SUBCOMMITTEE 
ON  TUBERCULOSIS 

The  Subcommittee  wishes  to  submit  the  follow- 
ing report: 

There  has  been  a definite  decrease  in  the  num- 
ber of  deaths  from  tuberculosis.  To  a large  ex- 
tent this  is  due  to  the  use  of  chemotherapy.  There 
is  still  a relatively  high  death  rate  in  our  Indian 
population.  An  intensive  educational  and  case 
finding  program  has  recently  been  started  in  this 
section  of  our  population.  It  is  hoped  that  this  will 
produce  a favorable  response. 

The  Subcommittee  on  Tuberculosis  regrets  that 
the  last  session  of  Legislature  did  not  see  fit  to 
permit  compulsory  isolation  for  patients  with  an 
active  tuberculosis.  There  will  always  be  a cer- 
tain number  of  uncooperative  individuals  in  any 
population  group.  Some  of  these  individuals  will 
develop  tuberculosis  and  the  general  population  is 
entitled  to  protection  from  these  individuals  the 
same  as  from  diphtheria  or  from  an  acute  mentally 
deranged  person.  Compulsory  isolation,  in  such 
instances,  is  essential. 

It  is  the  feeling  of  the  Subcommittee  that  per- 
manent thinking  should  be  arrived  at  insofar  as 
the  controlling  board  for  our  state  institutions  is 
concerned.  A complete  cycle  from  the  Board  of 
Charities  and  Corrections  through  four  other 
boards,  or  re-vamped  boards,  and  back  to  the 
Board  of  Charities  and  Corrections  hardly  indicates 
positive  thinking,  and  certainly  has  a detrimental 
effect  on  the  mental  conditions  of  the  patients. 

Respectfully  submitted, 

W.  L.  Meyer,  M.D.,  Chr. 

J.  M.  Butler,  M.D. 

James  P.  Steele,  M.D. 

The  Reference  Committee  monied  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  DIABETES 

A Detection  Drive  was  held  in  the  State  of  South 
Dakota  during  November,  1954  and  the  success  of 
this  Drive  was  not  outstanding  but  better  than 
1953.  Several  thousand  urine’s  were  collected  and 
examined  and  the  education  phase  of  the  program 
was  quite  successful  in  the  larger  cities. 

Because  I have  been  appointed  Governor  of  the 
State  of  South  Dakota  for  the  American  Diabetes 
Association,  I ask  that  I be  relieved  of  my  duties 
as  Chairman  of  the  Diabetes  Committee  which  I 
have  held  for  four  years. 

J.  W.  Donahoe,  M.D.,  Chr.,  D.  R.  Nelimark, 
M.D.,  T.  H.  Sattler,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  EXECUTIVE  COMMITTEE 

The  Executive  Committee  met  on  several  occas- 
ions to  discuss  among  other  matters,  the  recom- 
mendations for  committee  appointments.  On 
occasions  the  telephone  was  used  in  lieu  of  regular 
meetings. 

A.  W.  Spiry,  M.D.,  Chr. 

F.  D.  Gillis,  Sr.,  M.D. 

G.  I.  W.  Cottam,  M.D. 

A.  P.  Peeke,  M.D. 

M.  M.  Morrissey,  M.D. 

R.  A.  Buchanan,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  MEDITATION  COMMITTEE 

The  past  year  has  been,  from  the  standpoint  of 
this  Committee,  very  quiet  and  uneventful.  There 
has  been  filed  with  us,  no  complaints  or  grievances. 

This,  to  the  Committee,  does  not  mean  that 
everything  has  been  completely  congenial  between 
our  profession  and  the  public,  but  it  means  that 
neither  our  membership  nor  the  populous  has  seen 
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fit  to  appeal  to  us  for  help.  There  have  been  sev-  ' 
eral  suits  filed  and  prosecuted  in  our  courts,  but  \ 
in  no  instance  has  a doctor  called  on  this  Com-  : i 
mittee  for  aid,  and  in  no  instance  has  a dissatisfied  < 
patient  asked  us  to  mediate  for  him.  ^ 

Your  Committee  believes  that  this  may  well  be  I 
due  to  the  fact  that  the  name  of  this  Committee  > 
has  been  changed  from  an  understandable  designa- 
tion of  “Grievance”  Committee  to  a non-under-  i 
standable  title  of  “Mediation”  Committee.  ^ 

It  is  the  belief  of  your  Committee  that  our  func-  | 
tion  should  be  not  alone  for  the  protection  of  the  | 
Doctor  of  Medicine,  but  also  to  be  the  patient  who  j 
may  well  have  been  sinned  against. 

Respectfully  yours, 

L.  J.  Pankow,  M.D.,  Chr. 

Roy  E.  Jernstrom,  M.D. 

D.  S.  Baughman,  M.D. 

T.  F.  Riggs,  M.D. 

D.  A.  Gregory,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this  i 
report.  Carried. 


REPORT  OF  THE  SUBCOMMITTEE  ON 
MATERNAL  AND  CHILD  WELFARE 

No  report. 


REPORT  OF  THE  COMMITTEE 
ON  MENTAL  HEALTH 

No  report. 


REPORT  OF  THE  COMMITTEE 
ON  THE  BENEVOLENT  FUND 

The  Benevolent  Fund  is  held  by  the  South  Da- 
kota Medical  Association,  to  be  administered 
jointly  with  the  State  Medical  Auxiliary,  who  first 
proposed  and  sponsored  it.  It  was  started  with 
the  idea  of  building  up  a Fund  for  aid  to  doctors 
and  their  families  in  case  of  need.  Later  with  the 
advent  of  good  times  — need  of  physicians  grew 
less  apparent,  but  it  was  considered  wise  to  con- 
tinue to  build  up  the  Fund  until  it  would  reach 
$5,000.00  and  it  then  could  be  used  on  a loan  basis 
to  needy  medical  students.  In  this  way  the  Fimd 
could  be  put  to  good  use  yet  kept  fluid  for  its 
original  intent,  if  and  when  needed. 

During  these  year  there  has  been  some  confusion 
and  misunderstanding  in  both  groups,  due  largely 
to  variant  committee  responsibilities  and  reports. 

The  Benevolent  Fund  at  present  is  as  follows: 
Cash  on  hand  $2,891.77 

Series  F Bonds 
(face  value)  825.00 

Series  K Bonds  3,000.00 


$6,716.77 

Now  with  clean  cut  definitiveness  this  committee 
recommends: 

1.  That  a Joint  Committee  of  the  Benevolent 
Fund  be  made  up  of  two  members  from  each 
group,  the  Medical  Association  and  the  Auxil- 
iary. That  the  presidents  of  each  group  ap- 
point one  member  for  a term  of  two  years 
and  another  member  for  four  years  and  there- 
after each  member  be  appointed  for  a four 
year  term.  Other  Benevolent  Fund  Commit- 
tees should  be  abolished. 

2.  That  this  money  may  now  be  available  for 
loans  to  needy  medical  students  since  the  fund 
has  reached  $5,000.00. 

3.  That  applications  for  a loan  be  forwarded  to 
the  Medical  Association  executive  secretary 
who  shall  in  turn  channel  it  to  the  four  mem- 
bers of  the  Joint  Committee  for  approval,  and 
that  this  committee  should  have  authority  for 
such  approval. 

In  all  probability  most  requests  for  loans  will 
come  from  our  own  State  medical  students  — ap- 
proved by  the  faculty  committee  of  the  South  Da- 
kota University  Medical  School  and  its  Dean,  Dr. 
Walter  Hard. 


— 294  — 


AUGUST  1955 


The  Committee  has  consulted  the  Ladies  Auxil- 
iary Committee  and  have  the  feeling  that  their 
recommendations  shall  be  in  conformity  with  ours. 

This  report  is  respectfully  submitted  by  the 
committee, 

W.  E.  Donahoe,  M.D.,  Chr. 

J.  C.  Hagin,  M.D. 

F.  C.  Totten,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried.  

REPORT  OF  THE  COMMITTEE 
ON  RHEUMATIC  FEVER  & HEART  DISEASE 

In  the  past  year,  all  of  the  hospitals  have  been 
polled  as  to  the  incidents  of  Rheumatic  Fever.  Of 
the  82  hospitals  polled,  32  have  reported  and  9! 
those  there  was  a total  of  441  cases  of  rheumatic 
fever,  either  primary  or  recurrent  in  the  years 
i 1953  and  1954.  Of  these  441  cases,  there  were  289 
under  the  age  of  18  and  152  over  the  age  of  18.  This 
report  does  not  include  the  cases  of  rheumatic 
fever  which  were  seen  by  the  doctor  and  not  hos- 
pitalized. It  indicates  that  we  have  a great  prob- 
lem as  far  as  this  disease  is  concerned  in  South 
Dakota.  It  has  enabled  us  to  target  our  information 
to  the  proper  localities.  The  South  Dakota  Heart 
Association  has  purchased  the  film  “THE  VAL- 
IANT HEART”  and  this  film  has  been  shown  in 
several  of  the  larger  cities  where  the  incidents  of 
'■  rheumatic  fever  have  been  the  highest  in  what 
we  call  Rheumatic  Fever  Clinics,  which  consists 
of  showing  the  film  to  Parent  and  teacher  meet- 
1 ings,  a short  talk  by  one  of  the  doctors  within  that 
I locality,  preferably  a pediatrician,  a question  and 
I answer  period  is  then  conducted  between  the  group 
r and  the  doctor  and  then  literature  is  passed  out  on 
rheumatic  heart  disease  and  also  other  heart  di-. 
sease  in  children.  This  program  has  been  hand- 
i icapped  by  the  fact  that  we  only  had  one  of  these 
i films,  but  now  the  State  Heart  Association  has 
! purchased  another  copy  of  this  film  and  the  pro- 
i gram  will  be  stepped  up  so  that  within  the  next 
: year  all  of  the  major  cities  throughout  the  state 
of  South  Dakota  will  have  had  the  opportunity  to 
observe  this  film  and  participate  in  this  program. 

In  the  light  of  professional  education,  all  of  the 
i recent  data  on  the  treatment  of  acute  strep-throat, 

■ in  the  prophylactic  treatment  in  both  primary  and 
; recurrent  rheumatic  fever,  has  been  sent  to  all  the 
i physicians  throughout  the  State.  Also,  all  of  the 
' recent  data  occurring  in  modern  concepts  as  it  re- 
lates to  rheumatic  fever  has  been  sent  to  all  the 

: physicians  throughout  the  State.  The  above  has 
, been  through  the  courtesy  of  the  South  Dakota 

■ State  Heart  Association. 

At  the  present  time,  through  the  cooperation  of 
the  District  Medical  Society  in  the  Yankton 
vicinity,  the  Parents  and  Teachers  Association  and 
the  school  nurse,  all  sore  throats  are  to  be  cultured 
and  if  a strep  infection  is  found,  a pamphlet  is  sent 
. home  with  the  child  as  to  the  need  for  treatment 
' and  they  are  to  see  their  family  physician.  Depend- 
' ing  upon  the  success  of  this  program,  it  is  to  be 
instituted  throughout  other  cities  in  South  Dakota. 
It  was  also  suggested  that  certain  building  designs 
be  recommended  in  the  construction  of  new  schools 
. to  eliminate  stairs  to  get  to  the  first  floor  and  also 
that  bathrooms  be  on  the  main  floor,  etc.  in  order 
--to  help  the  cardiac  child  in  school. 

It  is  the  hope  of  the  committee  that  through  the 
' above  efforts,  all  of  the  doctors,  the  Parents  and 
' Teachers  Associations  and  the  school  nurses 
throughout  the  State  of  South  Dakota  will  be 
j ultimately  exposed  to  this  problem  that  through 
the  proper  treatment  of  the  acute  strep-throat,  that 
this  disease  can  be  cut  down  immeasurably  and 
, ultimately  eradicated  in  the  State  of  South  Dakota. 

; John  W.  Argabrite,  M.D.,  Chr. 

D.  C.  Austin,  M.D. 

H.  W.  Farrell,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  RADIO  BROADCASTS 

The  following  will  please  be  considered  a report 
of  the  committee  on  radio  broadcast. 

The  Committee  had  no  meetings  during  the  year. 
There  have  been  no  particular  occasions  arising 
on  which  the  services  of  the  committee  on  radio 
broadcast  have  been  requested.  The  Executive  Sec- 
retary appeared  on  two  radio  broadcasts  originating 
in  Yankton  and  two  telecasts  originating  in  Sioux 
Falls.  Also  some  of  the  Districts  have  used  AMA 
recording  programs  on  their  local  stations. 

It  is  felt  by  the  Chairman  and  not  speaking  for 
other  members  of  the  committee  since  they  have 
not  been  consulted  on  this  particular  matter,  that 
the  services  of  the  radio  broadcast  committee  could 
be  put  to  definite  use  in  setting  up  some  sort  of 
policy  regarding  public  relations  between  the  med-. 
ical  profession  and  the  news  services  and  in  par- 
ticular — radio  broadcasting  stations. 

Any  suggestions  from  the  House  of  Delegates 
would  be  very  happily  received. 

Respectfully  subfitted, 

James  P.  Steele,  M.D.,  Chr. 

J.  C.  Rodine,  M.D. 

Robert  Olson,  M.D. 

J.  H.  Crawford,  M.D. 

R.  C.  Jahraus,  M.D. 

F.  D.  Leigh,  M.D. 

P.  P.  Brogdon,  M.D. 

P.  H.  Koren,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE  ON  AMEF 

The  AMEF  committee  conducted  a letter  solicita- 
tion type  of  campaign  in  1954.  During  May  letters 
of  appreciation  were  sent  to  each  South  Dakota 
physician  who  had  contributed  to  the  foundation 
in  1953.  A request  for  a further  contribution  was 
made  with  the  same  contact.  A series  of  three 
letters  were  mailed  to  each  South  Dakota  phys- 
ician during  the  latter  four  months  of  ’54,  no  at-, 
tempt  being  made  to  eliminate  from  the  mailing 
list  physicians  who  had  already  contributed  during 
the  year  of  1954.  No  personal  contact  was  at- 
tempted except  in  the  occasional  instance  where  a 
member  of  the  AMEF  committee  had  the  oppor- 
tunity presented  to  him  by  his  District.  Our  presi- 
dent, Dr.  Spiry,  spoke  favorably  of  the  AMEF  on  a 
number  of  occasions  and  included  mention  of  it  in 
his  president’s  page. 

Total  contributions  received  from  South  Dakota 
physicians  during  the  year  was  slightly  over  $5,800. 
The  number  of  contributions  was  136.  The  former 
figure  was  approximately  $300  less  than  the  total 
amount  obtained  during  1953  and  the  total  number 
of  contributors  was  up  only  three  physicians.  As 
a state  we  again  ranked  high  as  25%  of  our  phys- 
icians contributed.  However,  the  AMEF  committee 
feels  that  the  ’54  campaign  was  not  so  successful 
as  the  ’53  campaign  primarily  for  the  reason  that 
our  total  number  of  contributors  increased  so  very 
few. 

The  committee  would  take  this  opportunity  to 
emphasize  again  the  importance  of  the  American 
Medical  Education  Foundation.  Our  medical  schools 
are  currently  operating  approximately  $10,000,000 
in  the  red  each  year.  Their  available  endowments 
and  interest  on  investments  will  not  meet  needs  in 
the  foreseeable  future.  Our  80  schools  train  ap- 
proximately 27,000  under-graduates  and  55,000 
other  medical  scientists  each  year.  They  graduate 
about  6,000  doctors  annually,  1,000  more  than  a de- 
cade ago,  but  not  enough  to  keep  pace  with  the 
ever  increasing  demand.  Strong,  self-reliant,  well 
staffed  medical  schools  are  a keystone  of  national 
welfare.  The  nation’s  health  depends  upon  the 
physicians  and  their  allied  personnel.  We  as  prac- 
ticing physicians  cannot  afford  to  allow  their 
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When  you  have  prescribed  Achromycin 
you  have  confirmed  its  advantages — 
again  and  again.  It  is  well  tolerated  by 
patients  of  every  age.  Compared  with 
certain  other  antibiotics,  it  has  a broader 
spectrum,  diffuses  more  rapidly,  is  more 
soluble,  and  is  more  stable  in  solution. 
It  provides  prompt  control  of  many 


infections  including  those  caused  by 
Gram-positive  and  Gram-negative  bac- 
teria, rickettsia,  and  certain  viruses  and 
protozoa.  Furthermore,  it  is  a quality 
product;  every  gram  is  made  under  rigid 
control  in  Lederle’s  own  laboratory. 

Achromycin,  a major  therapeutic  agent 
now. . .growing  in  stature  each  day! 


iORLE  LABORATORIES 
1; 


DIVISION  AMERicAX  C^anamid compant  PEARL  RIVER,  NEW  YORK 


RC«.  V.  •.  PAT,  OPP. 


SOUTH  DAKOTA 


academic  standards  to  deteriorate.  We  must  face 
realistically  the  fact  that  if  we  do  not  do  our  part 
in  aiding  the  schools  to  financially  meet  their 
urgent  needs  and  their  long  range  problems  the 
Federal  government  will.  The  average  physicians 
in  our  State  and  every  State  must  cease  simply 
talking  about  freedom  of  the  practice  of  medicine 
and  produce  some  concrete  evidence  of  his  belief 
that  the  practice  of  medicine  should  remain  free 
from  government  control. 

It  is  one  thing  to  say  that  136  South  Dakota 
physicians  contributed  to  the  AMEF  and  be  proud 
of  it.  It  is  quite  another  thing  to  say  that  400  South 
Dakota  physicians  did  not  contribute  to  the  AMEF. 
The  apathy  among  our  physicians  is  no  different 
from  that  seen  in  every  other  section  of  the 
country,  but  that  is  no  way  excuses  the  apathy. 
Many  other  states  have  increased  their  dues  $20.00 
per  member  and  contributed  that  $20  to  the  AMEF. 
Such  a plan  requesting  only  $5  from  each  member 
in  South  Dakota  was  defeated  by  the  House  of 
Delegates  in  1953,  primarily  for  the  reason  that 
certain  House  of  Delegates  members  felt  that  our 
own  University  should  receive  support  first.  It  is 
interesting  to  note  that  since  1951  the  University 
of  South  Dakota  School  of  Medicine  at  Vermillion 
has  received  from  the  national  foundation  $43,280 
while  during  that  same  period  of  time  South  Da- 
kota physicians  had  contributed  to  the  American 
Medical  Education  Foundation  $17,000. 

It  is  the  firm  belief  of  the  AMEF  committee  that 
the  American  Medical  Education  Foundation  pro- 
gram in  South  Dakota  be  sincerely  and  realistically 
evaluated  by  the  House  of  Delegates  at  this  the 
1955  meeting.  It  is  the  sincere  hope  of  the  AMEF 
committee  that  some  plan  be  developed  within  the 
state  whereby  each  practicing  physician  be  rep- 
resented on  the  list  of  contributors.  Their  period 
of  education  of  the  average  physician  to  the  need 
of  the  medical  schools  for  moneys  has  been  com- 
pleted. Each  physician  has  received  adequate  in- 
formation, which  had  it  been  studied,  left  little 
doubt  of  the  authenticity  of  the  program.  It  would 
now  appear  that  little  more  dollar-wise  or  per- 
centage-wise can  be  expected  yearly  from  a letter 
solicitation  type  of  campaign  and  that  the  time  has 
arrived  for  the  House  of  Delegates  to  reconsider 
the  action  of  1953.  Congress  continues  to  watch 
closely  the  result  of  the  schools  and,  undoubtedly, 
in  the  event  of  the  continued  failure  or  indication 
of  little  interest,  it  will  take  legislative  action 
which  will  have  far-reaching  effects  on  the  whole 
of  medicine  in  these  United  States  — starting  with 
our  medical  schools  and  reaching  ultimately  into 
the  office  of  every  practicing  physician. 

A.  A.  Lampert,  M.D.,  Chr. 

H.  Russell  Brown,  M.D. 

Faris  Pfister,  M.D. 

O.  J.  Mabee,  M.D. 

A.  P.  Reding,  M.D. 

After  careful  consideration  of  the  Report  of 
Committee  on  the  AMEF,  the  committee  feels  that 
the  only  feasible  way  to  raise  the  amount  of  money 
necessary  to  keep  Medical  Schools  Medical  Schools 
and  not  Government  Schools  and  to  demonstrate 
the  interest  of  all  South  Dakota  doctors  in  Medical 
education,  $20.00  per  capita  be  contributed  to 
AMEF  out  of  State  Medical  Association  funds  for 
the  next  fiscal  year. 


REPORT  OF  EDITORIAL  COMMITTEE 

While  the  South  Dakota  Journal  of  Medicine  and 
Pharmacy  had  an  increase  in  the  number  of  pages 
published  last  year,  we  nevertheless  had  fewer 
articles  by  South  Dakota  physicians.  Until  more 
South  Dakota  medical  men  take  a personal  interest 
in  their  Journal  and  do  something  about  it,  our 
publication  will  not  reach  its  potential. 

The  Editorial  Committee  will  appreciate  re- 
ceiving more  scientific  articles,  case  reports,  news 
items  and  editorial  comment  from  the  individual 


members  of  the  South  Dakota  Medical  Association. 
The  Editorial  Committee  deeply  appreciates  the 
excellent  work  of  Assistant  Editor  Dorothy  Ander- 
son Week  in  her  continuous  efforts  to  improve  our 
Journal. 

R.  G.  Mayer,  M.D.,  Chr. 

D.  H.  Manning,  M.D. 

G.  J.  Van  Heuvelen,  M.D. 

H.  R.  Wold,  M.D. 

W.  E.  Jones,  M.D. 

Mary  Price,  M.D. 

Harold  Lowe,  M.D. 

Amos  Michael,  M.D. 

T.  W.  Reul,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  MEDICAL  LICENSURE 
COMMITTEE 

The  Board  of  Medical  & Osteopathic  Examiners 
held  their  two  regular  meetings  in  July,  1954  and 
January,  1955.  The  July  meeting  was  held  in  Ver- 
million and  the  January  meeting  in  Sioux  Falls. 
There  were  two  special  meetings.  One  at  Brook- 
ings and  the  other  at  Huron. 

Twenty-four  physicians  wrote  the  examinations, 
with  twenty-one  passing.  Five  of  these  physicians 
were  D.P.’s. 

There  were  twenty-three  physicians  licensed  by 
reciprocity. 

The  Board  took  action  against  two  illicit  prac- 
titioners. One  was  found  not  guilty  by  the  Court 
and  the  other  case  is  still  pending. 

The  Board  also  acted  on  a revocation  of  license 
complaint.  The  Board  did  not  revoke  and  at  the 
present  time  a decision  is  pending  on  the  Board’s 
action  in  Circuit  Court. 

F.  F.  Pfister,  M.D.,  Chr. 

Magni  Davidson,  M.D. 

C.  E.  Kemper,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE  ON  VETERANS 
ADMINISTRATION  AND  MILITARY  AFFAIRS 

No  meetings  held  and  therefore  no  report. 


REPORT  OF  THE  COMMITTEE  ON  PREPAY- 
MENT & INSURANCE  PLANS 

The  Committee  met  three  times  during  the  year 
and  all  members  were  present  at  all  meetings. 

Th  Committee  desires  to  reiterate  what  it  con- 
siders its  prime  purposes  which  are:  (1)  to  evaluate 
and  recommend  commercial  health  policies  meet- 
ing minimum  standards  (2)  to  promote  the  distri- 
bution of  such  insurance  in  the  State  and  to  edu- 
cate the  public  to  desireable  provisions  of  such 
policies  (3)  to  study  ways  of  providing  more  com- 
plete prepaid  medical  care  for  low  income  groups 
(4)  and  to  study  or  recommend  new  types  of  health 
insurance  as  the  situation  demands. 

In  line  with  items  3 and  4 and  because  the  med- 
ical profession  must  provide  an  answer  for  com- 
plete medical  care  for  the  low  income  group  be- 
fore some  other  group  or  agency  does  it,  the  Com-, 
mittee  has  entered  into  a detailed  study  of  the 
possibility  of  the  creation  of  a Blue  Shield  plan 
for  South  Dakota. 

In  order  to  make  as  thorough  a study  as  possible, 
all  members  of  the  Association  were  polled  as  to 
their  interest  in  Blue  Shield.  The  results,  which 
were  published  in  the  Journal,  showed  sufficient 
interest  to  warrant  a much  more  serious  investi- 
gation. 

Fee  schedules  were  submitted  to  the  profession 
so  everyone  would  have  an  opportunity  to  express 
himself  on  average  fees  for  a program  of  this  sort. 

The  District  Societies  discussed  the  proposal  and 
all  members  were  sent  copies  of  literature  on  the 
subject. 

With  the  approval  of  the  Council,  Mr.  Foster  and 
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Mr.  Goldsmith,  presented  a bill  to  the  legislature 
enabling  the  medical  association  to  set  up  a Blue 
Shield  corporation.  Although  such  a plan  could  be 
set  up  under  the  mutual  insurance  laws  of  the 
State,  an  enabling  act  specifically  for  medical  ser- 
vice plans,  guarantees  control  by  the  medical  pro- 
fession. The  bill  passed  by  an  overwhelming  vote 
and  becomes  law  July,  1955. 

Plans  for  Nebraska,  Iowa,  North  Dakota,  Wyo- 
ming, Minnesota  and  other  States  have  been 
studied  by  the  Committee  and  compared  for  most 
desirable  features.  The  costs  of  setting  up  plans 
in  eighteen  nearby  states  was  studied  and  infor- 
mation turned  over  to  the  State  Insurance  Com- 
missioner, who  has  indicated  approval  of  the  idea 
and  has  set  an  amount  that  he  would  require  in 
operational  funds  to  start  the  plan. 

After  study  and  deliberation  the  Committee 
makes  the  following  recommendations: 

1.  Creation  of  a Blue  Shield  Plan  for  South  Da- 
kota should  be  postponed  pending  report  of  a 
study  of  such  plans  by  an  AMA  Committee — 
preliminary  report  of  which  is  due  in  Decem- 
ber, 1955. 

2.  If  the  AMA  Committee  report  is  favorable, 
action  on  Blue  Shield  should  be  taken  at  the 
next  regular  or  special  session  of  the  State 
Association’s  House  of  Delegates. 

3.  A budget  item  should  be  set  aside  to  permit 
continued  study  and  preparation. 

4.  The  Committee  should  set  up  an  actual  policy 
including  fee  schedules,  premium  charges,  etc., 
for  the  House  of  Delegates  at  the  meeting  re- 
ferred to  in  “2”  above. 

5.  The  creation  of  Blue  Shield  in  no  way  affects 
medical  care  of  the  indigent.  The  Committee 
recommends  that  this  problem  be  given  equal 
attention. 

6.  The  Committee  should  make  efforts  to  deter- 
mine the  efficiency  of  the  operation  of  the 
Associated  Hospitals  Plan  (Blue  Cross)  in 
Sioux  City. 

Respectfully  submitted, 

C.  J.  McDonald,  M.D.,  Chr. 

D.  H.  Breit,  M.D. 

E.  A.  Johnson,  M.D. 

Roscoe  Dean,  M.D. 

A.  A.  Lampert,  M.D. 

Robert  Monk,  M.D. 

The  Reference  Committee  expressed  its  gratitude  to  the 
Committee  on  Prepayment  and  Insurance  Plans  for  the 
extreme  amount  of  work  they  have  done  and  feel  that 
study  of  the  Blue  Shield  Plan  should  he  recommended  and 
feel  that  its  study  should  be  continued. 


REPORT  OF  THE  COMMITTEE 
ON  NATIONAL  LEGISLATION 

Presenting  a report  on  action  taken  by  the  83rd 
Congress  and  giving  a Federal  medical  legislative 
resume  of  the  activity  of  the  84th  Congress  to  date 
would  constitute  a volume  of  some  length.  At  the 
time  of  writing  this  report,  some  200  medical- 
interest  bills  had  been  before  Congress  or  in  the 
hands  of  committees. 

The  Reinsurance  legislation  is  still  being  pressed 
by  the  Administration  and  just  as  vigorously  op- 
posed by  the  American  Medical  Association  and 
the  Association  of  American  Physicians  and  Sur- 
geons. 

Hearings  on  the  Bricker  Amendment  will  prob- 
ably be  on  as  this  report  is  read.  We  concur  with 
the  AMA  and  the  AAPS  in  their  support  of  the 
Bricker  Amendment  which  is  a protection  against 
treaty  law  without  which  compulsory  socialization 
of  medicine  could  be  imposed  through  treaty  alone. 

Numerous  wires  and  letters  have  been  sent  to 
congressional  committee  members  expressing  our 
views  on  these  important  pieces  of  legislation. 

A.  W.  Spiry,  M.D.,  Chr. 

F.  D.  Gillis,  Sr.,  M.D. 

A.  A.  Lampert,  M.D. 

A.  P.  Peeke,  M.D. 


The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  RURAL  MEDICAL  SERVICE 

Rural  medical  service  as  practiced  in  South  Da- 
kota and  the  middle  plains  states  as  stated  by  many 
observers  is  of  an  exceptionally  high  type  as  com- 
pared with  other  sections  of  the  United  States.  I 
think  a great  deal  of  this  is  due  to  the  refresher 
courses  which  the  men  have  attended  at  the  var- 
ious centers. 

The  past  year  we  have  emphasized  the  reduction 
of  farm  accidents  and  have  printed  a folder  deal- 
ing with  measure  how  to  avoid  them.  These  have 
been  distributed  where  they  will  do  the  most  good. 

We  have  a sufficient  ratio  of  General  Hospital 
beds  per  1,000  population.  Our  problem  now  is  to 
be  able  to  maintain  these  rural  hospitals  on  a self 
supporting  basis.  We  have  a relatively  stable 
population  and  year  in  and  year  out  a fairly  con- 
stant admission  of  patients,  iDut  due  to  early  am- 
bulation and  also  short  post  partum  stay  at  hos- 
pitals (3  days  to  5 days)  the  patient-days  in  these 
hospitals  has  been  severly  cut,  therefore  income 
is  seriously  down.  This  is  a problem  each  doctor 
must  help  solve  or  he  will  not  have  a hospital  to 
work  in. 

The  nursing  personnel  in  rural  hospitals  is  still 
an  unsolved  problem.  The  new  L.PP.N.  and  nurse 
aid  program  if  properly  carried  out  will  help. 

I attended  the  National  Rural  Health  (Confer- 
ence February  23-26,  1955,  in  Milwaukee  and  par- 
ticipatedon  a panel.  My  topic  being:  “The  Human 
Factors  Which  Are  Essential  in  Making  a Good 
General  Practitioner.” 

The  Conference  was  well  attended.  The  emphasis 
was  on:  Farm  Accidents  and  How  to  Prevent  Them, 
Care  of  the  Aged. 

It  has  been  a pleasure  to  have  served  again  on 
this  committee. 

Respectfully  submitted, 

Alonzo  P.  Peeke,  M.D.,  Chr. 

M.  M.  Morrissey,  M.D. 

G.  J.  Bloemendaal,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  NURSING  TRAINING 

There  have  been  two  meetings  of  this  Committee 
in  conjunction  with  the  State  Nursing  Association 
and  hospital  administrators. 

Nothing  of  particular  interest  to  the  medical  pro- 
fession was  discussed  as  the  problems  of  adminis- 
tration and  nursing  in  hospitals  was  the  main  topic. 

At  present,  the  two  main  problems  are:  (1)  The 
nursing  personnel  in  the  small  hospitals  with  no 
training  schools  and  (2)  Keeping  the  new  graduates 
in  South  Dakota.  No  definite  answer  was  ad- 
vanced to  either  problem,  but  it  was  suggested  that 
those  schools  who  have  a training  program  send 
the  students  to  the  smaller  hospitals  for  part  train- 
ing. As  to  how  this  will  work  out  is  a question  as 
most  schools  do  not  have  sufficient  help  for  their 
own  problems.  As  to  holding  nurses,  that  seems 
to  be  dependent  on  the  variance  of  wage  scales  in 
various  parts  of  the  country.  To  that,  there  is  no 
answer. 

What  the  doctor  is  interested  in  is  the  serious 
and  growing  need  for  more  nurses.  Hospitals, 
training  schools  and  Government  Agencies  have 
all  striven  to  remedy  this  situation,  so  far  un- 
successfully. The  increase  in  longevity,  new  scien- 
tific and  technical  advances,  the  increase  in  care  of 
veterans.  Nation  scale  and  city  wide,  all  increase 
the  demand  for  nurses. 

It  is  so  urgent  that  a National  Commission  has 
been  set  up  to  study  the  problem.  At  present  the 
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shortage  seems  to  be  in  general  and  private  duty 
nurses,  i.e.,  the  actual  care  of  the  patient,  and 
after  all,  as  doctors,  that  is  our  immediate  concern. 
The  reasons  for  shortage,  views  on  education,  fi- 
nancial aid,  and  a possible  nursing  commission,  are 
the  topics  being  studied  from  a National  angle. 

Respectfully  submitted, 

W.  H.  Saxton,  M.D.,  Chr. 

E.  C.  Bobb,  M.D. 

H.  J.  Grau,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried.  

REPORT  OF  THE  LIASON  COMMITTEE 
WITH  SBH 

No  official  meeting  of  the  Committee  were  held 
during  1954-55. 

N.  E.  Wessman,  M.D. 

C.  L.  Vogele,  M.D. 

W.  A.  Geib,  M.D,  Chr. 


REPORT  OF  THE  PRESS-RADIO  CODE 

The  main  accomplishment  of  the  Press-Radio 
Committee  during  the  past  year  was  a meeting  at 
Huron  last  fall  wth  representatives  from  the  press 
and  radio. 

Arrangements  for  this  meeting  were  made  by 
Mr.  Foster.  The  meeting  was  well  worth  while, 
as  several  small  misunderstandings  were  corrected. 
Your  committee  feels  that  good  press-radio  rela- 
tions are  very  important.  However,  the  state  com- 
mittee cannot  do  very  much  unless  each  District 
has  its  own  local  committee  which  functions. 

The  Committee  urges  that  any  district  which 
has  not  as  yet  set  up  a press-radio  committee, 
should  do  so  as  soon  as  possible  and  see  to  it  that 
it  functions.  The  state  committee  will  be  glad  to 
help  in  any  way  that  it  can. 

R.  E.  Jernstrom,  M.D.,  Chr. 

Steve  Brzica,  M.D. 

E.  A.  Rudolph,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  CORONER'S  LAW 

The  Committee  met  in  Pierre,  South  Dakota,  on 
August  13,  1954.  Those  present  were  Drs.  Spiry, 
Morrissey,  Michael,  Geib  and  Mr.  Foster. 

There  was  an  agreement  that  the  present 
Coroner’s  Law  was  ineffectual  and  inefficient,  and 
a proposed  outline  for  a bill  to  establish  a modern, 
efficient  Coroner’s  Law  was  approved.  The  pro- 
posed outline  for  a bill  was  subsequently  approved 
by  the  Council  of  the  South  Dakota  State  Medical 
Society,  and  the  Society’s  Attorney  was  requested 
to  draw  up  a bill  for  introduction  into  the  1955 
State  Legislature. 

The  South  Dakota  Legislature  Research  Council 
made  a cursory  study  of  the  Coroner’s  System  and 
recommended  that  the  Council’s  research  office 
continue  to  make  a study  of  proposed  revision  of 
laws  affecting  the  office  of  County  Coroner.  In 
their  report  they  appended  a model  law  very  sim- 
ilar to  the  one  proposed  by  your  Committee. 

Apparently  in  view  of  the  Legislative  Research 
Council’s  recommendation  of  further  study,  the 
South  Dakota  State  Medical  Society  did  not  spon- 
sor a Coroner’s  Bill  for  the  1955  Legislature. 

There  has  arisen  the  necessity  for  a two  year’ 
delay  in  modernizing  the  County  Coroner’s  office 
and  it  is  suggested  that  the  South  Dakota  State 
Medical  Society  increase  their  efforts  in  behalf  of 
a new  Coroner’s  Law.  It  is  further  suggested  that 
the  House  of  Delegates  authorize  the  continuation 
of  a special  committee  for  the  study  of  the  cor- 
oner’s law. 

M.  M.  Morrissey,  M.D. 

R.  H.  Hayes,  M.D. 

W.  A.  Geib,  M.D.,  Chr. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE  FOR  THE  1965 
JOINT  ANNUAL  MEETING 

Your  Committee  met  with  officers  and  repre- 
sentatives of  the  North  Dakota  State  Medical  Asso- 
ciation and  officers  of  the  South  Dakota  State 
Medical  Association  who  were  in  attendance  at  the 
North  Central  Medical  Economics  Conference  in 
the  St.  Paul  Hotel,  St.  Paul,  Minnesota,  on  Novem- 
ber 14,  1954,  to  discuss  the  general  plans  for  the 
joint  session  of  the  North  and  South  Dakota  State 
Medical  Associations  to  be  held  in  Aberdeen,  South 
Dakota,  in  June,  1956.  It  was  decided  that  the 
business  sessions  of  the  Council  and  House  of  Dele- 
gates would  be  held  on  Saturday  and  Sunday, 
June  2nd  and  3rd,  with  the  representatives  of  the 
two  states  meeting  separately. 

A stag  party  would  be  scheduled  for  Sunday 
evening  and  the  annual  banquet  on  Monday  eve- 
ning, with  a possibility  of  a public  meeting  on 
Tuesday  evening.  Scientific  sessions  would  be  held 
both  morning  and  afternoon  on  Monday  and  Tues- 
day and  on  Wednesday  morning,  with  luncheon 
meetings  on  Monday,  Tuesday  and  Wednesday 
noons  with  informal  scientific  round  table  discus- 
sions. 

The  chairman  of  the  South  Dakota  Joint  Session 
Committee  was  authorized  to  obtain  tentative 
commitments  from  various  prominent  physicans  to 
appear  on  the  scientific  program.  Commitments 
have  been  received  from  the  following; 

1.  Dr.  Roger  A.  Harvey,  Chicago,  Illinois,  head  of 
the  Department  of  Radiology  at  the  Univer- 
sity of  Illinois  Medical  School,  who  will  pre- 
sent some  phase  of  Radiation  and  Cancer. 

2.  Dr.  Lauren  V.  Ackerman,  Pathologist,  Wash- 
ington University  Medical  School,  St.  Louis, 
Mo. 

3.  Dr.  Alton  Ochsner,  Surgeon,  Ochsner  Clinic, 
New  Orleans,  Louisiana. 

4.  Dr.  Alden  H.  Miller,  E.N.T.,  from  Los  Angeles, 
California,  who  will  talk  on  “Respiratory 
Emergencies  in  New-Born  and  Early  Child- 
hood.” 

5.  Dr.  Walter  L.  Palmer,  Professor  of  Medicine, 
University  of  Chicago  Medical  School,  who 
will  present  a Gastro-enterology  subject. 

6.  Dr.  Vincent  J.  O’Conor,  Professor  of  Urology, 
Northwestern  University  Medical  School, 
Chicago,  Illinois. 

Letters  have  been  written  to  several  North  Da- 
kota physicians  asking  for  recommendations  for 
other  prominent  speakers  to  be  invited.  Sugges- 
tions will  be  gratefully  received,  since  the  mem- 
bers of  the  committee  are  all  anxious  to  have  an 
outstanding  program  and  make  this  joint  session 
to  celebrate  the  75th  Anniversary  of  organized 
medicine  in  the  Dakotas  a grand  success. 

R.  G.  Mayer,  M.D.,  Chr. 

H.  Russell  Brown,  M.D. 

F.  D.  Gillis,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  SPAFFORD  MEMORIAL  FUND 

Mr.  John  Foster 
Executive  Secretary 
S.  D.  Medical  Association 
Dear  Mr.  Foster: 

In  reference  the  Doctor  Frederick  A.  Spafford 
Memorial  Award,  this  is  to  advise  that  Mr.  John  H. 
Wicks  of  Sioux  Falls  was  the  recipient  of  this 
award  at  the  June  commencement,  1954,  and  Mr. 
Lloyd  W.  Ballhagen  of  Beardsley,  Minnesota,  is 
the  nominee  to  receive  this  award  at  the  com- 
mencement June  6,  1955. 

Please  accept  the  above  information  as  a com- 
mittee report. 
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Sincerely  yours, 

Thomas  E.  Eyres,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  WORKMEN'S  COMPENSATION 

The  Committee  on  Workmen’s  Compensation 
has  reviewed  the  “Guiding  Principles  of  Occupa- 
tional Medicine”  as  revised,  and  recommends  it’s 
acceptance  by  the  State  Medical  Society. 

Respectfully  submitted, 

J.  N.  Hamm,  M.D.,  Chr. 

R.  A.  Giebink,  M.D. 

H.  R.  Lewis,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  COMMITTEE 
ON  BLOOD  BANKS 

No  communications  between  members  of  the 
committee  were  exchanged,  nor  were  any  meet- 
ings called.  Blood  banking  has  been  in  an  un- 
settled state  for  some  time  and  only  recently  has 
there  been  any  order  restored.  'This  has  been 
brought  about  by  the  formation  of  Blood  Founda- 
tion Incorporated  which  is  a national  policy  mak- 
ing organization  with  representation  by: 

1.  The  American  Association  of  Blood  Banks 

2.  The  American  Hospital  Association 

3.  The  American  Medical  Association 

4.  The  American  National  Red  Cross 

5.  The  American  Society  of  Clinical  Pathologists 

The  American  Association  of  Blood  Banks  is 

also  establishing  a National  Clearing  Plouse  Pro- 
gram which  will  have  five  clearing  houses  stra-. 
tegically  located  across  the  nation  which  will 
facilitate  the  donation  of  blood  by  persons  on  one 
community  for  sick  friends  or  relatives  in  a distant 
community.  It  is  hoped  that  this  will  take  place 
to  a large  extent  with  paper  credits  with  a max- 
imum of  actual  blood  transfer. 

A list  of  minimum  requirements  for  the  opera- 
tion of  blood  banks  has  been  drawn  up  and  revised, 
by  the  National  Institute  of  Health  Standards. 

Now  that  we  have  something  concrete  to  go  on 
a meeting  is  being  called  between  the  Pathologists 
of  the  State  and  the  Committee  on  Blood  Banks, 
to  be  held  in  conjunction  with  the  State  Medical 
Meeting.  The  purpose  of  this  meeting  is  to  estab- 
lish a South  Dakota  State  Association  of  Blood 
Banks  which  will  be  the  beginning  of  organized 
blood  banking  in  South  Dakota. 

R.  Leonard  Carefoot,  M.D.,  Chr. 

C.  L.  Behrens,  M.D. 

A.  K.  Myrabo,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  REHABILITATION  COMMITTEE 

The  Rehabilitation  Committee  met  at  Huron  on 
September  18,  1954  . 

This  Committee  makes  the  following  recommen- 
dations to  the  Council: 

1.  A committe  to  act  as  a Medical  Advisory  Com- 
mittee to  the  South  Dakota  Society-  for  Crip- 
pled Children  should  be  appointed  by  the 
President.  This  shall  be  a Special  Committee 
of  the  State  Medical  Association  and  shall  be 
composed  of  six  members.  The  President  ap- 
pointed the  following:  Dr.  Morrissey,  Chair- 
man; Drs.  Robert  Van  Demark,  H.  E.  Arhlin, 
R.  C.  Knowles,  and  P.  G.  Bunker  and  A.  A. 
Lamport.  They  are  appointed  until  May,  1955. 

2.  The  Committee  recommends  that  a statement 
of  policy  should  be  developed  by  the  present 
Special  Committee  and  be  proposed  to  the 
Council  of  the  South  Dakota  State  Medical 
Association  in  respect  to  the  care  of  Crippled 
Children,  through  the  State  Crippled  Chil- 


dren’s Society. 

M.  M.  Morrissey,  M.D.,  Chr. 
Robert  Van  Demark,  M.D. 

A.  A.  Lamport,  M.D. 

H.  E.  Arhlin,  M.D. 

R.  C.  Knowles,  M.D. 

P.  G.  Bunker,  M.D. 

The  Reference  Committee  moved  the  adoption  of  this 
report.  Carried. 


REPORT  OF  THE  CARE  OF  THE  INDIGENT 
COMMITTEE 

The  Committe  did  not  hold  any  meetings  during 
the  year,  but  within  the  next  two  years  should  be 
ready  to  have  concrete  recommendations  available 
for  legislative  action. 

A.  P.  Peeke,  M.D.,  Chr. 

H.  Russell  Brown,  M.D. 

F.  F.  Pfister,  M.D. 

P.  V.  McCarthy,  M.D. 

E.  J.  Perry,  M.D. 

F.  C.  Totten,  M.D. 

R.  F.  Hubner,  M.D. 

H.  P.  Adams,  M.D. 

The  Reference  Committee  feels  the  Care  of  the  Indigent 
is  a very  important  matter  and  that  the  Committee  should 
be  active. 


REPORT  OF  THE  REFERENCE  COMMITTEES 
CREDENTIALS  COMMITTEE 

A quorum  was  present  for  the  meeting  of  the 
House  of  Delegates  and  the  credentials  of  those  in 
attendance  were  in  order.  Total  registration  for 
the  convention  was  422,  including  181  M.D.’s,  66 
exhibitors,  101  auxiliary  members,  74  guests. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  OFFICERS  AND  COUNCILORS 

Drs.  Fershing,  Jones,  and  Kohlmeyer,  Chr., 
present: 

I.  The  report  of  the  President  of  the  State  Med- 
ical Association  has  been  read  and  we  recommend 
its  approval. 

II.  The  report  of  the  President-Elect  has  been 
read  and  the  Committee  recommends  its  approval. 

III.  The  Committee  has  read  the  report  of  the 
Secretary-Treasurer  and  recommends  its  approval. 

IV.  The  Committee  has  also  read  the  report  of 
the  Vice-President  and  recommends  its  approval. 

V.  The  Committee  has  read  the  report  of  the 
Executive  Secretary  and  recommends  approval  of 
his  complete  and  detailed  report  of  the  year  ac- 
tivities. 

VI.  The  Committee  has  read  the  report  of  the 
Delegate  to  the  American  Medical  Association  and 
notes  with  regret  that  it  is  his  final  report.  We 
recommend  approval  of  this  report. 

VII.  The  Committee  has  read  the  report  of  the 
Alternate  Delegate  to  the  American  Medical  Asso- 
ciation and  recommends  approval  of  his  report. 

VIII.  The  Committee  has  read  the  report  of  the 
Council  along  with  the  proposed  budget  for  the 
Association  and  recommends  approval  of  this  re- 
port. 

IX.  The  Committee  has  read  the  reports  of  the 
Councilors  from  I-XII  Districts  inclusive  were 
read  and  approved. 

The  Committee  notes  with  gratification  that 
some  Districts  have  begun  to  meet  regularly  for 
the  first  time  in  many  years.  It  is  also  noted  that 
some  Districts  hold  meetings  very  sporadically 
even  less  than  on  a quarterly  basis,  and  frequently 
without  any  scientific  program.  It  is  our  hope 
that  some  of  the  less  active  Districts  can  emulate 
the  example  of  their  more  active  colleagues  in 
other  Districts  in  holding  regular  meetings  and  in-, 
eluding  scientific  sessions  in  their  program. 

We  move  adoption  of  this  report  on  the  Com- 
mittee on  Reports  of  Officers  and  Councilors. 

F.  C.  Kohlmeyer,  M.D. 
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REPORT  OF  REFERENCE  COMMITTEE  ON 
RESOULTIONS  AND  MEMORIALS 

Resolution  on  dispensing  of  eyeglasses.  The 
Committee  recommends  adoption  of  this  resolution. 

The  Committee  reviewed  the  resolution  on  uni- 
form fee  schedules  for  workman’s  compensation 
as  presented,  and  feels  that  this  resolution  needs 
further  study  and  that  if  Blue  Shield  or  other 
locally  constituted  insurance  programs  are  adop- 
ted, it  will  be  very  simple  to  abide  by  and  conform 
to  the  text  of  this  resolution. 

Resolution  on  the  Hoover  Commission.  The  Com- 
mittee recommends  adoption  of  this  resolution. 

Resolution  on  Pediatric  Residency  Training  in 
Hospitals.  The  Committee  recommends  adoption 
of  this  resolution. 

Resolution  concerning  the  ownership  of  drug 
stores  and  dispensing  of  drugs  and  appliances.  The 
Committee  recommends  adoption  of  this  resolu- 
tion. 

WHEREAS,  the  Mitchell  District  Medical  So- 
ciety doctors  have  made  such  careful  and  detailed 
arrangements  which  have  added  to  the  pleasant- 
ness and  success  of  the  74th  Annual  Meeting  of 
the  South  Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extends  its  thanks  and  due 
appreciation  to  the  local  doctors  of  Mitchell  who 
have  seen  to  it  that  the  facilities  of  Mitchell  were 
at  our  disposal. 

WHEREAS  the  management  of  the  Lawler  Hotel, 
the  Roberts  Hotel,  and  the  managers  of  the  various 
motels  have  been  most  coperative  and  courteous 
in  providing  facilities  and  working  arrangements 
for  the  success  of  the  74th  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  Lawler  Hotel,  the  Roberts  Hotel  and 
the  managers  of  the  various  Mitchell  motels. 

WHEREAS,  the  Country  Club  in  providing  facil-. 
ities  for  the  stag  party  has  contributed  much  to  the 
success  of  the  meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the 
Country  Club. 

WHEREAS,  the  Mitchell  Chamber  of  Commerce 
and  the  Mayor  of  Mitchell  have  been  most  co- 
operative in  making  arrangements  for  the  success 
of  the  74th  Annual  Meeting  of  the  South  Dakota 
State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Mayor 
of  Mitchell  and  the  Mitchell  Chamber  of  Com- 
merce and  to  all  others  who  assisted  in  the  prep- 
aration for  the  meeting. 

WHEREAS,  the  Mitchell  Daily  Republic  and 
Radio  Station  KORN  have  been  most  cooperative 
in  presenting  the  public  news  of  the  74th  Annual 
Meeting  of  the  South  Dakota  State  Medical  Asso- 
ciation, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  sincere  thanks  to 
the  Mitchell  Daily  Republic  and  Radio  Station 
KORN. 

F.  F.  Pfister,  M.D.,  Chr. 

M.  B.  Lyso,  M.D. 

C.  A.  Stern,  M.D. 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
AMENDMENTS  TO  THE  CONSTITUTION  AND 
BY-LAWS 

Chapter  VII 

SECTION  I 

After  the  words  “mediation  committee”  insert 
“Committee  on  Cancer,  Committee  on  Tuber- 
culosis, Committee  on  Maternal  and  Child  Wel- 
fare.” 

SECTION  IX 

In  line  one,  section  IX  delete  the  word  “ten” 
and  insert  in  lieu  thereof  the  word  “three.”  Delete 


the  last  sentence  of  the  section. 

Add  Section  XV 
SECTION  XV 

The  Committee  on  Cancer  shall  make  appro- 
priate studies  of  the  problem  of  cancer  and  shall 
represent  the  association  in  liaison  with  the  state 
and  national  lay-sponsored  Cancer  Societies. 

Add  Section  XVI 
SECTION  XVI 

The  Committee  on  Tuberculosis  shall  make  ap- 
propriate studies  and  recommendations  for  the 
control  of  Tuberculosis. 

Add  Section  XVII 
SECTION  XVII 

The  Committee  on  Maternal  and  Child  Welfare 
shall  be  charged  with  the  study  of  problems  re- 
lating to  that  field  and  shall  make  recommenda- 
tions to  the  House  of  Delegates. 

Amend  Section  X of  Chap.  7 by  adding  the  fol- 
lowing sentence:  The  Committee  shall  consist  of 
six  members. 

Reference  Committee  t7  has  made  proper  amend- 
ments and  recommends  the  adoption. 

G.  R.  Stoltz,  M.D.,  Chr. 

R.  G.  Mayer,  M.D. 

A.  P.  Reding,  M.D. 


REPORT  OF  REFERENCE  COMMITTEE  NO.  4 
WHICH  IS  THE  REFERENCE  COMMITTEE  ON 
STANDING  COMMITTEES 

Those  present:  Drs.  P.  V.  McCarthy,  Chr.  Dean 
Austin,  and  Paul  Hohm. 

I.  The  Committee  has  read  and  approved  the 
report  of  the  Committee  on  Scientific  Work. 

II.  The  Committee  approved  the  report  of  the 
Committee  on  Public  Policy  and  Legislation  to 
HB  650  but  wishes  to  add  the  following  paragraph: 

“The  Committee  feels  the  basic  thought  be- 
hind SHB  650  should  be  preserved  to  the  end 
that  the  special  medical  skills  commanded 
by  the  members  of  the  Medical  School  fac- 
ulty be  available  to  the  medical  profession 
and  through  them  to  the  people  of  our  state.” 

III.  The  Committe  has  read  and  approved  the 
report  of  the  Committees  on  Publications. 

IV.  The  Committee  approves  the  report  on  Med- 
ical Defense. 

V.  The  Committee  approves  the  report  of  the 
Committees  on  Medical  School  Affairs,  Medical 
Education  and  Hospitals. 

VI.  The  Committee  approves  the  report  of  the 
Committee  on  Necrology. 

VII.  The  Committee  approves  the  report  of  the 
Committee  on  Public  Health. 

VIII.  The  Committee  approves  the  report  of  the 
Sub-Committee  on  Cancer. 

IX.  The  Committee  approves  the  report  of  the 
Sub-Committee  on  Tuberculosis. 

X.  The  Committee  approves  the  report  of  the 
Committee  on  Diabetes. 

XI.  The  Committee  approves  the  report  of  the 
Executive  Committee. 

XII.  The  Committee  approves  the  report  of  the 
Mediation  Committee. 

XHI.  There  was  no  report  of  the  Sub-Committee 
on  Maternal  and  Child  Welfare. 

XIV.  There  was  no  report  of  the  Committee  on 
Mental  Health. 

XV.  The  Committee  approves  the  report  on  the 
Benevolent  Fund. 

XVI.  The  Committee  approves  the  Report  of  the 
Committee  on  Rheumatic  Fever  and  Heart  Disease. 

XVII.  The  Committee  approves  the  report  of  the 
Committee  on  Radio  Broadcasts. 


REPORT  OF  REFERENCE  COMMITTEE  NO.  5 
SPECIAL  COMMITTEES  & MISCELLANEOUS 
BUSINESS 

Special  Committee 
Magni  Davidson,  M.D.,  Chr. 

Wayne  Geib,  M.D. 
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R.  H.  Hayes,  M.D. 

I.  Moved  that  the  Report  of  the  Committee  on 
Radio  Broadcasts  be  accepted. 

II.  After  careful  consideration  of  the  Report  on 
Committee  on  the  AMEF,  the  committee  feels  that 
the  only  feasible  way  to  raise  the  amount  of  money 
necessary  to  keep  Medical  Schools  Medical  Schools 
and  not  Government  Schools  and  to  demonstrate 
the  interest  of  all  South  Dakota  doctors  in  Medical 
education,  $20.00  per  capita  be  contributed  to 
AMEF  out  of  State  Medical  Association  funds  for 
the  next  fiscal  year. 

III.  Moved  that  the  Report  of  Editorial  Com- 
mittee be  accepted. 

IV.  Moved  that  the  Report  of  Medical  Licensure 
be  accepted. 

V.  Moved  that  the  Report  of  the  Committee  on 
Veterans  Administration  and  Military  Affairs  be 
accepted. 

VI.  We  express  our  gratitude  to  the  Committee 
on  Prepayment  and  Insurance  Plans  for  the  ex- 
treme amount  of  work  they  have  done  and  feel 
that  study  of  the  Blue  Shield  Plan  should  be 
recommended  and  feel  that  its  study  should  be 
continued. 

VII.  Moved  that  the  Report  of  the  Committee  on 
National  Legislation  be  accepted. 

VIII.  Moved  that  the  Report  of  the  Committee 
on  Rural  Medical  Service  be  accepted. 

IX.  Moved  that  the  Report  of  the  Committee  on 
Nursing  Training  be  accepted. 

X.  Moved  that  the  report  of  the  Liaison  Com- 
mittee with  SBH  be  accepted. 

XI.  Moved  that  the  Report  of  the  Press-Radio 
Code  Committee  be  accepted. 

XII.  Moved  that  the  Report  of  the  Committee  on 
Coroner’s  Law  be  accepted  as  written. 

XIII.  Moved  that  the  Report  of  the  Committee 
for  the  1956  Joint  Annual  Meeting  be  accepted. 

XIV.  Moved  that  the  Report  of  the  Committee 
on  Spafford  Memorial  Fund  be  accepted. 


XV.  Moved  that  the  Report  of  the  Committee  on 
Workmen’s  Compensation  be  accepted. 

XVI.  Moved  that  the  Report  of  the  Committee 
on  Blood  Banks  be  accepted. 

XVII.  Moved  that  the  Report  of  the  Committee 
on  Rehabilitation  be  accepted. 

XVIII.  We  feel  that  the  Care  of  the  Indigent  is 
a very  important  matter  and  that  the  Committee 
should  be  active. 


REPORT  OF  REFERENCE  COMMITTEE  NO.  6 
NOMINATING  COMMITTEE 

The  Nominating  Committee  wishes  to  submit  the 
following  slate  of  nominees  for  State  Association 
Offices: 

President-Elect — A.  P.  Peeke,  M.D. 

Vice-President — M.  M.  Morrissey,  M.D. 

Speaker  of  the  House — R.  A.  Buchanan,  M.D. 

Councilor-Ninth  District — A.  A.  Lamport,  M.D. 

Councilor-Tenth  District — R.  J.  Quinn,  M.D. 

Courcilor-Eleventh  District — G.  C.  Torkildson, 
M.D. 

Councilor-Twelfth  District — F.  F.  Pfister,  M.D. 

Councilor-Fourth  District — to  fill  the  unexpired 
term  of  Dr.  Morrissey — L.  C.  Askwig,  M.D. 

The  Committee  wishes  to  nominate  Aberdeen  as 
the  site  of  the  1956  meeting  and  Sioux  Falls  as  the 
site  of  the  1957  meeting.  The  Committee  feels  that 
the  selection  of  the  site  should  be  made  two  years 
in  advance  to  enable  proper  planning. 


T.  J.  Tobin,  M.D.,  Chr. 
W.  E.  Gorder,  M.D. 

R.  Auskaps,  M.D. 

L.  C.  Askwig,  M.D. 
John  McGreevy,  M.D. 
Marian  Auld,  M.D. 


R.  J.  Quinn,  M.D. 

B.  T.  Lenz,  M.D. 

A.  W.  Spiry,  M.D. 
James  Anderson,  M.D. 
R.  Boyce,  M.D. 

G.  I.  W.  Cottam,  M.D. 


SPECIAL  COMMITTEES 

(Continued  from  Page  278) 


COMMITTEE  ON  SCHOOL  HEALTH 


R.  G.  Mayer,  M.D.,  Chr Aberdeen 

N.  E.  Wessman,  M.D Sioux  Falls 

R.  A.  Buchanan,  M.D .Huron 


COMMITTEE  ON  CIVIL  DEFENSE 


L.  C.  Askwig,  M.D Pierre 

N.  E.  Mattox,  M.D Deadwood 

G.  J.  Bloemendaal,  M.D Ipswich 


COMMITTEE  ON  BUDGET  AND  AUDIT 


M.  M.  Morrissey,  M.D.,  Chr Pierre 

A.  P.  Reding,  M.D Marion 

M.  Davidson,  M.D Brookings 
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) 

Membership  by  Districts  j 

ABERDEEN 
DISTRICT  No.  I 


Pres.,  E.  J.  Perry,  M.D. 

Sec.,  B.  F.  King,  M.D. 

Alway,  J.  D. 

Aberdeen 

♦Farrell.  W.  D. 

Aberdeen 

McIntosh,  G.  F. 

Eureka 

Avotins,  R.  

. -.  ..  Faulkton 

Gelber,  M.  R. 

Aberdeen 

Nelson,  L.  A.,  M.M 

Faulkton 

Berbos,  J.  N.  - 

Aberdeen 

Gorder,  Wm.  

Aberdeen 

Perrv,  E.  J. 

. Redfield 

Berzins,  R. 

Bowdle 

Graff,  L.  W 

..  Britton 

Rank,  R.  K. 

A herd pen 

*Brenckle,  J.  F. 

Mellette 

Hagan,  A.  S. 

Faulkton 

Ranney,  T.  P.  

.....  Aberdeen 

*Bruner,  j.  E. 

Aberdeen 

♦Jackson,  E.  B.  

Aberdeen 

Rodine,  J.  C.  ...  .. . 

Aberdeen 

Bunker,  P.  G.  

Aberdeen 

♦Keegan,  Agnes  .... 

Aberdeen 

Rudolph,  E.  A.  

....  Aberdeen 

Calene,  J.  L.  

Aberdeen 

King,  B.  F 

Aberdeen 

Sanders,  M.  E.  

Redfield 

Cooley,  F.  H.  

Aberdeen 

King,  Owen 

Aberdeen 

Scallin,  P.  R.  

Redfield 

Comely,  J.  F.  

Aberdeen 

Martyn,  W.  E.,  M.M.  ..  Aberdeen 

Schuchardt,  I.  L. 

Aberdeen 

Ciirrip,  K P 

. Britton 

Marvin,  T.  R.  

Faulkton 

Steele,  G.  . 

Aberdeen 

Damm,  W.  P.  

Redfield 

Mayer,  R.  G.  

Aberdeen 

Vogele,  A.  C 

Aberdeen 

Drissen,  E.  M. 

Britton 

Murdy,  B.  C.  

. ...  Aberdeen 

Vogele,  C.  T,. 

Aberdeen 

Eckrich,  J.  A.  

Aberdeen 

Murdy,  C.  B.  

Aberdeen 

♦Weishaar,  C.  E.  .. 

Aberdeen 

*Elward,  L.  R. 

Doland 

Murdy,  Robert  C.  .. 

Aberdeen 

Williams,  M.  F.  

Conde 

McCarthy,  P.  V.  ... 

Aberdeen 

WATERTOWN 

DISTRICT 

No.  2 

Pres.,  C.  J.  Clark,  M.D. 

Sec.,  J.  J.  Stransky,  M.D. 

Allen,  S.  W.  

Watertown 

Clark,  C.  J.  

Watertown 

Randall,  O.  S.  

...  Watertown 

Argabrite,  J.  W.  . 

Watertown 

♦Crawford,  J.  H.,  Jr.  Watertown 

Reul,  T.  W.  

...  Watertown 

Auskaps,  R 

Lake  Norden 

Drobinsky,  M.  

Estelline 

Rousseau,  C.  

...  Watertown 

Bartron,  G.  R.  ... 

Watertown 

Fedt,  Donald  

Watertown 

♦Schieb,  A.  P.  

Watertown 

Bartron,  H.  J.,  Jr.  Clark 

Fershing,  J.  

Bryant 

Schmidt,  M.  A.  

...  Watertown 

Brakss,  V.  

Castlewood 

Janavs,  V.  

Willow  Lake 

Stoltz,  C.  R.  

Watertown 

Brewster,  C.  B.  . 

Watertown 

♦Kenney,  H.  T.  

Watertown 

Stransky,  J.  J.  

Watertown 

Brown,  H.  R.  . 

Watertown 

Kilgard,  R.  M.  ..... 

Watertown 

Trivett,  J.  C.  

...  Watertown 

Campbell,  D.  F., 

M.M. 

Larsen,  M.  W. 

....  Watertown 

Walters,  S.  J.  

...  Watertown 

Watertown 

♦Magee,  W.  G.  

Watertown 

Willen,  A 

Clark 

*Christianson,  A. 

H.  Illinois 

Maxwell,  R.  T.  

...  Clear  Lake 

MADISON-BROOKINGS 

DISTRICT 

No.  3 

Pres.,  Robert  Henry,  M.D. 

Sec.,  C.  M.  Kershner,  M.D. 

Anderson,  J.  A. 

Madison 

Henry,  Robert  

Brookings 

Roberts,  C.  S.,  Jr.  .. 

Lake  Preston 

Austin,  D.  C.  ..... 

Brookings 

Hurewitz,  M.  

Flandreau 

Scheller,  D.  L.  

Arlington 

Baughman,  D.  S. 

Madison 

Kershner,  C.  M.  ... 

Brookings 

Tank,  M.  

Brookings 

Benjamin,  M.  B. 

Michigan 

Kolp,  B.  A.  

Volga 

Watson,  E.  S.  

Brookings 

Cole,  K.  

...  Lake  Preston 

Muggly,  J.  A. 

Madison 

Westaby,  J.  R.  

Madison 

Davidson,  M.  

Brookings 

Otey,  B.  T.  

Flandreau 

Whitson,  G.  E.  

Madison 

Fisk,  R.  R. 

Flandreau 

Patt,  W.  H.  

Brookings 

Wold,  H.  R.  

Madison 

Friefeld,  S 

Brookings 

Peeke,  A.  P 

Volga 

Gulbrandson,  G. 

H.  ...  Brookings 

Plowman,  E.  T.  .... 

......  Brookings 

PIERRE 

DISTRICT 

No.  4 

Pres.,  L.  C.  Askwig,  M.D. 

Sec.,  J.  Cowan,  M.D. 

Askwig,  L.  C.  ... 

Pierre 

Hura,  R.  

. Eargle  Butte 

♦Robbins,  C.  E.  ..... 

Pierre 

Bilak,  R.  

Highmore 

Jahraus,  R.  C 

Pierre 

Salladay,  I.  R.  

Pierre 

Collins,  E.  H.  

Gettysburg 

Janis,  J.  B.  

Hoven 

Simon,  S.  

, Pierre 

Cowan,  J.  T. 

Pierre 

Martin,  H.  B.  . 

Harrold 

Sundet,  N.  J.  

Kadoka 

Ehik,  G 

Dupree 

Morrissey,  M.  M.  ... 

Pierre 

Swanson,  C.  L.  . — 

Pierre 

TTnv  W 

Pierre 

Murphy,  J.  C. 

Murdo 

Urbanyi,  E.  W 

Gettysburg 

Horthy,  K.  ..  ... 

Kennebec 

Orgussar,  R.  

Onida 

Van  Heuvelen,  G. 

J.  Pierre 

Horthy,  H.  

Kennebec 

♦Riggs,  T.  F 

Pierre 

Voss,  E.  P 

...  Fort  Pierre 
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Adams,  H.  P. Huron 

Avots-Avotins  K Carthage 

Buchanan,  E.  A Huron 

Burman,  G.  E. De  Smet 

Carefoot,  K.  L.  Huron 

Charbonneau,  Y Huron 

^Cogswell,  M.  E.  Wolsey 

Dean,  Roscoe Wess.  Springs 


HURON 

DISTRICT  No.  5 
Pres.,  F.  D.  Leigh,  M.D. 
Sec.,  C.  F.  Gryte,  M.D. 


Gryte,  C.  F.  Huron 

Hagin,  J.  C.  Miller 

Hofer,  E.  A. Huron 

Hohm,  P.  Huron 

Hohm,  T.  Huron 

Jacoby,  Hans Huron 

Kilpatrick,  W.  R.  J.  Huron 

Leigh,  F.  D Huron 

Lemz,  B.  T.  Huron 

Lillard,  R.  L.  Woonsocket 


McManus,  T.  B. Wess.  Springs 

Pangburn,  M.  W.  Miller 

Saxton,  W.  H.  Huron 

* Saylor,  H.  L.,  Sr.  Huron 

Saylor,  H.  L.,  Jr.  Huron 

Tschetter,  P.  S.  Huron 

Villa,  J.  P Iroqouis 

*Wright,  O.  R. Huron 


Auld,  C.  V.  Plankinton 

Binder,  C.  F. Chamberlain 

*Bobb,  C.  S.  Mitchell 

Bobb,  E.  C. Mitchell 

Bollinger,  W.  F. Parkston 

Brogdon,  P.  P Mitchell 

Delaney,  Robert Mitchell 

Delaney,  W.  A.,  Jr Mitchell 

♦Dick,  L.  C.  Spencer 


Akland,  L Canton 

Anderson,  W.  R. Sioux  Falls 

I Arneson,  W.  A. Sioux  Falls 

Aspaas,  P.  K. Dell  Rapids 

Becker,  S. Sioux  Falls 

Billingsley,  P.  R.  Sioux  Falls 

Billion,  T.  J.,  Jr.  Sioux  Falls 

Borris,  R.,  M.M.  Valley  Springs 

t Breit,  D.  J. Sioux  Falls 

Brzica,  S.  M.  Sioux  Falls 

Burns,  E.  A.  Sioux  Falls 

Burns,  K.  R.  Sioux  Falls 

Chalmers,  J.  H.  Sioux  Falls 

Clark,  J.  C.  Sioux  Falls 

Collins,  R.  E.  Montrose 

Cottam,  G.  I.  W. Sioux  Falls 

Cutshall,  V.  H.  Sioux  Falls 

Dehli,  H.  M. Colton 

Devick,  J.  C. Colton 

Dickinson,  J.  Canistota 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

; Donahoe,  S.  A Sioux  Falls 

, Donahoe,  W.  E. Sioux  Falls 

j Driver,  D.  R.  Sioux  Falls 

Duimstra,  F.  Sioux  Falls 

1 Eggers,  M.  W Sioux  Falls 

■ Eirinberg,  I.  Sioux  Falls 

: Ensberg,  D.  Sioux  Falls 

Erickson,  E.  Sioux  Falls 

Farrell,  H.  W.  Sioux  Falls 

Fisk.  R.  G Dell  Rapids 

Forest,  R.  Sioux  Falls 

♦Gage,  E.  E.  Sioux  Falls 

Gargas,  B.  R. Sioux  Falls 

i 

i 


MITCHELL 
DISTRICT  No.  6 
Pres.,  Preston  Brogdon,  M.D. 
Sec.,  D.  R.  Nelimark,  M.D. 


Gillis,  F.  D.,  Sr Mitchell 

GiUis,  F.  D.,  Jr.  Mitchell 

Holland,  L.  W Chamberlain 

♦Hoyne,  A.  H.  Salem 

♦Keene,  F.  F. Wess.  Springs 

Mabee,  D.  R Mitchell 

Mabee,  O.  J.  Mitchell 

Nelimark,  D.  R.  Mitchell 

Peiper,  W.  A Mitchell 


SIOUX  FALLS 
DISTRICT  No.  7 
Pres.,  E.  T.  Lietzke,  M.D. 
Sec.,  C.  A.  Stern,  M.D. 


Giebink,  R.  R. Sioux  Falls 

Green,  R.  D.  Sioux  Falls 

Greenfield,  D.  Sioux  Falls 

Greenfield,  R.  E. Sioux  Falls 

Greenough,  E.  E.,  M.M. 

Sioux  Falls 

Gregg,  J.  B.  Sioux  Falls 

Groebner,  O.  A Sioux  Falls 

♦Grove,  A.  F. Dell  Rapids 

Grove,  M.  S.  Sioux  Falls 

Hage,  W. Sioux  Falls 

Hansen,  H.  F.  Sioux  Falls 

Hermanson,  J.  M.  Valley  Springs 

Hieb,  W.  E. Marion 

Hoskins,  J.  H.  Sioux  Falls 

♦Hummer,  H.  R Sioux  Falls 

Hyden,  A.  Sioux  Falls 

Ihle,  C.  W.  Sioux  Falls 

Jones,  W.  L.  Sioux  Falls 

Kemper,  C.  E.  Viborg 

King,  L.  Sioux  Falls 

Kittelson,  H.  O. Sioux  Falls 

Knowles,  R.  C.  Sioux  Falls 

Kohlmeyer,  F.  C.  Sioux  Falls 

Lamb,  H Sioux  Falls 

Larson,  C.  S.  Sioux  Falls 

Leraan,  L.  G. Sioux  Falls 

Lewallen,  G.  Lennox 

Low,  Lyman,  M.M.  Lennox 

Maclean,  D.  W.  Sioux  Falls 

Magdsick,  C.  C.,  Jr.,  Sioux  Falls 

Maresh,  E.  R. Sioux  Falls 

Myrabo,  A.  K. Sioux  Falls 

Mitchell,  C.  B.  Sioux  Falls 

McDonald,  C.  J.  Sioux  Falls 
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Pollerman,  T. Alexandria 

Price,  Mary Armour 

Price,  Ronald Armour 

Rieb,  W.  G.  Parkston 

Skogmo,  B.  R.  Mitchell 

♦Stegeman,  S.  B Salem 

Tobin,  F.  J.  Mitchell 

Tobin,  L.  W. Mitchell 

Vonburg,  V.  R.  Mitchell 

Weber,  R.  A. Mitchell 


McGreevy,  E.  J.  Sioux  Falls 

McGreevy,  J.  V.  Sioux  Falls 

Nelson,  J.  A.  Sioux  Falls 

Nilsson,  F.  C.  Sioux  Falls 

Ogborn,  R.  J Sioux  Falls 

Olson,  R.  G.  Sioux  Falls 

Opheim,  W.  L.  Sioux  Falls 

Orr,  Russell  Sioux  Falls 

Pankow,  L.  J Sioux  Falls 

Parke,  L.  L.  Canton 

Peik,  D.  J.  Sioux  Falls 

Pekelis,  E.  California 

Petres,  A. Hartford 

Reagan,  P.  C. Sioux  Falls 

Reagan,  R.  Sioux  Falls 

Reifel,  A.  Sioux  Falls 

Rich,  E.  L.  Sioux  Falls 

Sercl,  W. Sioux  Falls 

Shreves,  H.  Sioux  Falls 

Smith,  G.  W.  Sioux  Falls 

Stahmann,  F. Sioux  Falls 

Stern,  C.  A.  Sioux  Falls 

♦Stevens,  G.  A.  Sioux  Falls 

Suckow,  E.  E.  Garretson 

♦Van  Demark,  G.  E.  Sioux  Falls 
VanDemark,  R.  E.  ..  Sioux  Falls 

VanDemark,  W.  E.  ..  Sioux  Falls 

VanLier,  P.  C Sioux  Falls 

Volin,  H.  P.  Lennox 

Volin,  V.  V.  Sioux  Falls 

Wessman,  N.  E. Sioux  Falls 

Williams,  D.  B.  Sioux  Falls 

♦Zimmerman,  Goldie,  E. 

Missoula,  Montana 


I 
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Abts,  F.  J.  

Yankton 

Andre,  H.  C.  

. Vermillion 

Auld,  Marian  

....  Yankton 

Auld,  M.  A.  

.....  Yankton 

Baum,  O 

Yankton 

Berg,  S. ..... 

Tyndall 

Eyres,  T.  E.  

. Vermillion 

Fairbanks,  W.  H.  

. Vermillion 

Foley,  R.  J.  

......  Tyndall 

Glood,  D.  ... 

Viborg 

Grover,  W.  W. 

Yankton 

Haas,  F.  W 

.....  Yankton 

Hill,  J.  F.  

Yankton 

’‘Hohf,  J.  A.  

Yankton 

YANKTON 
DISTRICT  No.  8 

Pres.,  M.  B.  Lyso,  M.D. 
Sec.,  Duane  Reaney,  M.D. 


Honke,  R.  W. 

Wagner 

Hubner,  R.  F.  

Yankton 

James,  F.  

Pick.stown 

Johnson,  C.  F. 

Yankton 

Jordan,  G.  T.  

Vermillion 

’‘Joyce,  E.  

Hurley 

Kalda,  E.  F.  

Platte 

Kaufman,  I.  I.  ..... 

Freeman 

Kelsey,  F.  0.  

Vermillion 

Livingston,  R.  F.  .. 

Yankton 

Lyso,  M.  

Yankton 

Masland,  R.  C.  .... 

Yankton 

Michael,  A.  

Vermillion 

Monk,  R. 

Yankton 

Moore,  E.  J. 

Vermillion 

Ahrlin,  H.  Rapid  City 

Bailey,  J.  D Rapid  City 

Baker,  C.  E Belle  Fourche 

Behrens,  C.  L. Rapid  City 

Berkman,  D.  Rapid  City 

Borgmeyer,  H.  J Rapid  City 

Boyce,  R.  A.  Rapid  City 

Bradshaw,  F.  J.  Ft.  Meade 

Bray,  R.  B. Rapid  City 

Brownell,  M.  E.  Rapid  City 

Butler,  J.  M.  Hot  Springs 

Byrne,  J.  R.  Edgemont 

Chassell,  J.  L. Belle  Fourche 

Clark,  B.  S.  Spearfish 

Clark,  C.  A Lead 

Cosgrove,  G.  E.  Rapid  City 

Crane,  H.  L.  California 

Davidson,  H.  E.  Lead 

Davis,  J.  H.  Belle  Fourche 

Dawley,  W.  A.  Rapid  City 

Day,  M. Rapid  City 

Dillion,  J.  A.,  M.M.  ..  Rapid  City 

Dulaney,  C.  H Ft.  Meade 

Erickson,  J.  W.  Rapid  City 

Feehan,  J.  J Rapid  City 

Fitzgibbon,  T Deadwood 

*Fleeger,  R.  B.  Lead 

Geib,  W.  Rapid  City 

Gilbert,  F.  J Belle  Fourche 

Grau,  H.  J.  Rapid  City 

Hamm,  J.  N.  Sturgis 

Hare,  H.  J.  Rapid  City 

Hare,  Lyle  Spearfish 


BLACK  HILLS 
DISTRICT  No.  9 

Pres.,  William  E.  Jones,  M.D. 

Sec.,  J.  J.  Feehan,  M.D. 

Heidepreim,  G.  Rapid  City 

*Heineman,  A.  A.  Wasta 

Hesz,  A.  B.  Hill  City 

Holleman,  W.  W.  Rapid  City 

Howe,  F.  S.  Deadwood 

Hvam,  Ole  Quinn 

* Jackson,  A.  S.  Lead 

* Jackson,  R.  J.  Rapid  City 

Jacobson,  T.  R.  Hot  Springs 

Jernstrom,  R.  E.  Rapid  City 

Johnson,  C.  A.  ....  Belle  Fourche 

Jones,  W.  E. Sturgis 

Kegaries,  D.  L.  Rapid  City 

Kobza,  V.  V Rapid  City 

Koren,  Paul Rapid  City 

Lampert,  A.  A. Rapid  City 

Leeds,  J.  F.,  M.M.  ..  Hot  Springs 

Lemley,  R.  E.  Rapid  City 

Marousek,  M. Belle  Fourche 

Mattox,  J.  E.  Deadwood 

Mattox,  N.  E. Deadwood 

Meade,  T.  Spearfish 

Merryman,  M.  P Rapid  City 

Meyer,  W.  L. Sanator 

Mills,  G.  W.  Wall 

*Miller,  G.  H. Spearfish 

Minkel,  R.  Lead 

*Morse,  W.  E.  Rapid  City 

Morsman,  C.  F. Hot  Springs 

McCroskey,  R.  C.  Rapid  City 

Munson,  H.  B.  Rapid  City 

Namminga,  S.  E.  ....  Fort  Meade 


McVay,  C.  B Yankton 

*Ohlmacher,  J.  C.  ....  Vermillion 

Ranney,  B.  Yankton 

Reaney,  D.  B.  Yankton 

Reding,  A.  P.  Marion 

Rich,  F.  M Elk  Point 

Sattler,  T.  H. Yankton 

Stanage,  W.  F.  Yankton 

Steele,  J.  P.  Yankton 

Tidd,  J.  T. Yankton 

Willcockson,  T.  H.  Yankton 

Yohe,  C.  D. Yankton 

Younker,  F.  T.  Lake  Andes 


Neisius,  F. Lead 

Newby,  H.  D.  Rapid  City 

Olsson,  G.  Rapid  City 

O’Toole,  T.  F. Rapid  City 

Owen,  G.  S. Rapid  City 

*Owen,  N.  T.  Rapid  City  i 

Paulson,  G.  S. Rapid  City 

Pemberton,  M.  O.  ....  Deadwood  ^ 

Phillips,  R.  K.  Hot  Springs  ^ 

Pokorny,  J.  F.  Newell  1 

Roper,  C.  E.  Hot  Springs 

Radusch,  F.  J.  Rapid  City 

Riner,  H.  L.  New  Mexico  . 

Rudolph,  F.  A.  ....  Pennsylvania  i 

Ruud,  E.  T.  Rapid  City  : 

Saxton,  A.  J.  Rapid  City 

Sebring,  F.  U.  Martin  ' 

Semones,  A.,  Jr.,  M.M. Lead  - 

Sherrill,  S.  F. Belle  Fourche 

Slingsby,  J.  B.  Rapid  City  i 

Smiley,  J.  C Deadwood 

Soe,  C.  A. Lead 

Spain,  M.  L.  Rapid  City 

* Stewart,  J.  L.  Spearfish 

Stewart,  N.  W.  Lead 

Westaby,  R.  S.,  Jr. Martin 

White,  W.  W.  McLaughlin  . 

Whitney,  N.  R Rapid  City  . 

Williams,  F.  R.  Rapid  City 

Wood,  G.  F. Rapid  City 

Yackley,  J.  V.,  M.M.  Rapid  City 

Zarbaugh,  G.  F.  Deadwood 


Clark,  F.  J.  Gregory 

Hayes,  R.  H.  Winner 

Lakstigala,  P. White  River 


*George,  W.  A Selby 

Jestadt,  J.  J.,  M.M.  Lemmon 

Lowe,  C.  E.  Mobridge 

Lowe,  H.  . Mobridge 


Gregory,  D.  A Milbank 

’‘Hawkins,  A.  P Waubay 


ROSEBUD 
DISTRICT  No.  10 

Sec.,  J.  E.  Studenberg,  M.D. 


Quinn,  R.  J.  Burke 

Roesel,  R.  W.  Burke 


NORTHWEST 
DISTRICT  No.  11 

Pres.,  C.  E.  Lowe,  M.D. 

Sec.,  B.  P.  Nolan,  M.D. 

Lowe,  J.  A. Mobridge 

Nolan,  B.  P.  Mobridge 

Spiry,  A.  W.  Mobridge 

Stiener,  P.  K.  Lemmon 

WHETSTONE  VALLEY 
DISTRICT  No.  12 

Pres.,  E.  A.  Johnson,  M.D. 
Sec.,  D.  Lie,  M.D. 

*Jacotel,  J.  A.  Milbank 

Johnson,  E.  A Milbank 

Karlins,  W.  H Webster 


Spirtos,  M.  N Winner  : 

Staats,  R.  E.  Winner  i 

Studenberg,  J.  E.  Winner 

Zeidaks,  O Burke  t 


Torkildson,  G.  C.  ....  McLaughlin  i 

Totten,  F.  C.  Lemmon  : 

Zandersons,  Vilas  Herried  ' 


Lovering,  J Webster  - 

Pfister,  F.  F Webster  « 


’‘Indicates  Honorary  Member  M.M.  Indicates  Miiitary  Member 
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Akland,  L Canton 

Abts,  F.  J.  Yankton 

Adams,  H.  P. Huron 

Ahrlin,  H.  L.  Rapid  City 

Allen,  S.  W. Watertown 

Alway,  J.  D.  Aberdeen 

Anderson,  J.  A.  — Madison 

Anderson,  W.  R. Sioux  Falls 

Andre,  H.  C.  Vermillion 

Argabrite,  J.  W.  Watertown 

Arneson,  W.  Sioux  Falls 

Askwig,  L.  C Pierre 

Aspaas,  P.  K. Dell  Rapids 

Auld,  C.  V.  Plankinton 

Auld,  M.  A.  Yankton 

Auld,  Marian  L.  Yankton 

Auskaps,  R. Lake  Norden 

Austin,  D.  C.  - Brookings 

Avots,  Avotins,  K. Carthage 

Avotins,  R.  Faulkton 

Bailey,  J.  D. Rapid  City 

Baker,  C.  E.  Belle  Fourche 

Bartron,  G.  R. Watertown 

Bartron,  H.  J.,  Jr.  Watertown 

Baughman,  D.  S. Madison 

Baum,  Otto  Yankton 

Becker,  S.  Sioux  Falls 

Behrens,  C.  L. Rapid  City 

Benjamin,  M.  B.  Michigan 

Berbos,  J.  N Aberdeen 

Berg,  S.  Tyndall 

Berkman,  D.  Rapid  City 

Berzins,  R Bowdle 

Bilak,  R. Highmore 

Billingsley,  P.  R.  Sioux  Falls 

Billion,  T.  J.,  Jr.,  ....  Sioux  Falls 

Binder,  C.  F.  Chamberlain 

*Bobb,  C.  S.  Mitchell 

Bobb,  E.  C Mitchell 

Bollinger,  W.  F. Parkston 

Borris,  R.  C.,  M.M. 

Valley  Springs 

Borgmeyer,  H.  J Rapid  City 

Boyce,  R.  A.  Rapid  City 

Bradshaw,  F.  J.  Ft.  Meade 

Brakss,  V Castlewood 

Bray,  R.  B.  Rapid  City 

Breit,  D.  J.  Sioux  Falls 

*Brenckle,  J.  F.  Mellette 

Brewster,  C.  B.  Watertown 

Brogdon,  P.  P. Mitchell 

Brzica,  S.  M Sioux  Falls 

Brown,  H.  R Watertown 

Brownell,  M.  E Rapid  City 

*Bruner,  J.  E.  Aberdeen 

Buchanan,  R.  A. Huron 

Bunker,  P.  G.  Aberdeen 

Burman,  G.  E. De  Smet 

Burns,  E.  A. Sioux  Falls 

Burns,  K.  R. Sioux  Falls 

Butler,  J.  M. Hot  Springs 

Byrne,  J.  R.  Edgemont 

Calene,  J.  L.  Aberdeen 

Campbell,  D.  F.,  M.M. 

Watertown 

Carefoot,  R.  L.  Huron 

Chalmers,  J.  H. Sioux  Falls 

Charbonneau,  Y.  Huron 

Chassell,  J.  L.  Belle  Fourche 

^Christianson,  A. Illinois 

Clark,  B.  S.  Spearfish 

Clark,  C.  A Lead 

Clark,  C.  J.  Watertown 

Clark,  F.  J. Gregory 

Clark,  J.  C.  Sioux  Falls 

*Cogswell,  M.  E. Wolsey 

Cole,  K.  Lake  Preston 


Collins,  E.  H.  Gettysburg 

Collins,  R.  E.  Montrose 

Cooley,  F.  H.  Aberdeen 

Comely,  John  Aberdeen 

Cottam,  G.  I.  W.  Sioux  Falls 

Cowan,  J.  T.  Pierre 

Crane,  H.  L.  California 

*Crawford,  J.  H.,  Jr.  Watertown 

Currie,  K.  P. Britton 

Cutshall,  V.  H. Sioux  Falls 

Cosgove,  G.  E.  Rapid  City 

Damm,  W.  P. Redfield 

Davidson,  H.  E. Lead 

Davidson,  M.  Brookings 

Davis,  J.  H.  Belle  Fourche 

Dawley,  W.  A.  Rapid  City 

Day,  Maxwell Rapid  City 

Dean,  Roscoe Wess.  Springs 

Dehli,  H.  M.  Colton 

Delaney,  R. Mitchell 

Delaney,  W.  A.,  Jr.,  Mitchell 

Devick,  J.  C.  Colton 

*Dick,  L.  C.  Spencer 

Dickinson,  J.  Canistota 

Dillon,  J.  A.,  M.M.  Rapid  City 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

Donahoe,  S.  A.  Sioux  Falls 

Donahoe,  W.  E.  Sioux  Falls 

Drissen,  E.  M.  Britton 

Driver,  D.  R Sioux  Falls 

Drobinsky,  M. Estelline 

Duimstra,  F.  Sioux  Falls 

Dulaney,  C.  H. Ft.  Meade 

Eckrich,  J.  A.  Aberdeen 

Eggers,  M.  W. Sioux  Falls 

Eirinberg,  I. Sioux  Falls 

*Elward,  L.  R.  Dolan 

Ensberg,  D. Sioux  Falls 

Erickson,  E.  Sioux  Falls 

Erickson,  J.  W. Rapid  City 

Eyres,  T.  E Vermillion 

Ehik,  G.  Dupree 

Fairbanks,  W.  H.  Vermillion 

Farrell,  H.  W. Sioux  Falls 

*Farrell,  W.  D.  Aberdeen 

Fedt,  Donald  Watertown 

Feehan,  J.  J.  — — Rapid  City 

Fershing,  J. Bryant 

Fisk,  R.  G. Dell  Rapids 

Fisk,  R.  R. Flandreau 

Fitzgibbon,  T.  Deadwood 

*Fleeger,  R.  B. Lead 

Foley,  R.  J.  Tyndall 

Friefeld,  S.  Brookings 

Forest,  R.  L.  Sioux  Falls 

Fox,  S.  W. Pierre 

Gage,  E.  E.  Sioux  Falls 

Gargas,  B.  R Sioux  Falls 

Geib,  W.  A Rapid  City 

Gelber,  M.  R. Aberdeen 

*George,  W.  A. Selby 

Giebink,  R.  R Sioux  Falls 

Gilbert,  F.  J.  Belle  Fourche 

Gillis,  F.  D.,  Sr.,  Mitchell 

Gillis,  F.  D.,  Jr.,  Mitchell 

Glood,  D.  Viborg 

Gorder,  Wm.  Aberdeen 

Graff,  L.  W Britton 

Grau,  H.  J.  Rapid  City 

Green,  R.  D.  Sioux  Falls 

Greenfield,  R.  E.  Sioux  Falls 

Greenfield,  D. Sioux  Falls 

Greenough,  E.  E.,  M.M. 

Sioux  Falls 

Gregg,  J.  B.  Sioux  Falls 

Gregory,  D.  A. Milbank 


Groebner,  O.  A. Sioux  Falls 

*Grove,  A.  F. Dell  Rapids 

Grove,  M.  S.  Sioux  Falls 

Grover,  W.  W.  Yankton 

Gryte,  C.  F.  Huron 

Gulbrandson,  G.  H. Brookings 

Haas,  F.  W.  Yankton 

Hagan,  A.  S.  Faulkton 

Hage,  W.  Sioux  Falls 

Hagin,  J.  C.  Miller 

Hamm,  J.  N.  Sturgis 

Hansen,  H.  F. Sioux  Falls 

Hare,  H.  J.  Rapid  City 

Hare,  Lyle  Spearfish 

*Hawkins,  A.  P.  Waubay 

Hayes,  R.  H.  Winner 

Heidepreim,  G Rapid  City 

*Heineman,  A.  A.  Wasta 

Henry,  Robt.  Brookings 

Hermanson,  J.  M. 

Valley  Springs 

Hesz,  A.  B Hill  City 

Hieb,  W.  E.  Marion 

Hill,  J.  F.  Yankton 

Hofer,  E.  A. Huron 

*Hohf,  J.  A Yankton 

Hohm,  Paul  Huron 

Hohm,  Theo.  Huron 

Holland,  L.  W.  Chamberlain 

Holleman,  W.  W.  Rapid  City 

Honke,  R.  W.  Wagner 

Horthy,  A.  Kennebec 

Horthy,  K.  Kennebec 

Hoskins,  J.  H.  Sioux  Falls 

Howe,  F.  S.  Deadwood 

*Hoyne,  A.  H.  Salem 

Hubner,  R.  F.  Yankton 

*Hummer,  H.  R.  Sioux  Falls 

Hura,  R.  Eargle  Butte 

Hurewitz,  M.  Flandreau 

Hvam,  Ole  Quinn 

Hyden,  Anton  Sioux  Falls 

Ihle,  C.  W.  Sioux  Falls 

* Jackson,  A.  S.  Lead 

* Jackson,  E.  B. Aberdeen 

*Jackson,  R.  J.  Rapid  City 

Jacobson,  T.  R. Hot  Springs 

Jacoby,  Hans  Huron 

*Jacotel,  J.  A.  Milbank 

Jahraus,  R.  C.  Pierre 

James,  F.  Pickstown 

Janavs,  V.  Willow  Lake 

Janis,  J.  B. Hoven 

Jernstrom,  Roy  E. Rapid  City 

Jestadt,  J.  J.,  M.M.  Lemmon 

Johnson,  C.  A Belle  Fourche 

Johnson,  C.  F. Yankton 

Johnson,  E.  A.  Milbank 

Jones,  W.  E.  Sturgis 

Jones,  W.  L Sioux  Falls 

Jordan,  G.  T.  Vermillion 

*Joyce,  E.  Hurley 

Kalda,  E.  F.  Platte 

Karlins,  W.  H Webster 

Kaufman,  I.  I. Freeman 

*Keegan,  Agnes  Aberdeen 

*Keene,  F.  F.  Wess.  Springs 

Kegaries,  D.  L.  Rapid  City 

Kelsey,  F.  O.  Vermillion 

Kemper,  C.  E. Viborg 

*Kenney,  H.  T. Watertown 

Kershner,  C.  M Brookings 

Kilgard,  R.  M.  Watertown 

Kilpatrick,  W.  R.  J. Huron 

King,  B.  F.  Aberdeen 

King,  L.,  Jr.  Sioux  Falls 

King,  Owen Aberdeen 
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Kittelson,  H.  O.  Sioux  Falls 

Knowles,  R.  C.  Sioux  Falls 

Kobza,  V.  V.  Rapid  City 

Kohlmeyer,  P.  C.  Sioux  Falls 

Kolp,  B.  A.  Volga 

Koren,  Paul Rapid  City 

Lakstigala,  P.  White  River 

Lamb,  H.  Sioux  Falls 

Lamport,  A.  A.  Rapid  City 

Larsen,  M.  W. Watertown 

Larson,  C.  S Sioux  Falls 

Leeds,  J.  F.,  M.M.  ..  Hot  Springs 

Leigh,  F.  D.  Huron 

Lemley,  R.  E.  Rapid  City 

Lenz,  B.  T.  Huron 

Leraan,  L.  G.  : Sioux  Falls 

Lewallen,  G.  Lennox 

Lillard,  R.  L.  Woonsocket 

Livingston,  R.  F. Yankton 

Lovering,  J.  Webster 

Low,  L.,  M.M.  Lennox 

Lowe,  C.  E.  Mobridge 

Lowe,  H.  E Mobridge 

Lowe,  J.  A Mobridge 

Lyso,  M.  Yankton 

Mabee,  D.  R.  Mitchell 

Mabee,  O.  J.  Mitchell 

Maclean,  D.  W.  Sioux  Falls 

*Magee,  W.  G.  Watertown 

Magsdick,  C.  C.  Sioux  Falls 

Maresh,  E.  R.  Sioux  Falls 

Marousek,  M.  Belle  Fourche 

Martin,  H.  B. Harrold 

Martyn,  W.  E.,  M.M.  Aberdeen 

Marvin,  T.  R.  Faulkton 

Masland,  R.  C.  Yankton 

Mattox,  J.  E.  Deadwood 

Mattox,  N.  E.  Deadwood 

Maxwell,  R.  T.  Clear  Lake 

Mayer,  R.  G Aberdeen 

Meade,  T.  Spearfish 

Merryman,  M.  P.  Rapid  City 

Meyer,  W.  L.  Sanator 

Michael,  A.  Vermillion 

*Miller,  G.  H. Spearfish 

Mills,  G.  W.  WaU 

Minkel,  R.  Lead 

Mitchell,  C.  B. Sioux  Falls 

Monk,  R Yankton 

Moore,  E.  J.  Vermillion 

Morrissey,  M.  M.  Pierre 

*Morse,  W.  E. Rapid  City 

Morsman,  C.  F. Hot  Springs 

Muggly,  J.  A.  Madison 

Munson,  H.  B.  Rapid  City 

Murdy,  B.  C.  Aberdeen 

Murdy,  C.  B.  Aberdeen 

Murdy,  R.  C. Aberdeen 

Murphy,  J.  C Murdo 

Myrabo,  A.  K.  Sioux  Falls 

McCarthy,  P.  V. Aberdeen 

McCroskey,  R.  C. Rapid  City 

McDonald,  C.  J.  . Sioux  Falls 

McGreevy,  E.  J.  Sioux  Falls 

McGreevy,  J.  V Sioux  Falls 

McIntosh,  G.  F Eureka 

McManus,  T.  B.  Wess.  Springs 

McVay,  C.  B.  Yankton 

Namminga,  S.  E Fort  Meade 

Neisuis,  F.  Lead 

Nelimark,  D.  R.  Mitchell 

Nelson,  J.  A.  Sioux  Falls 

Nelson,  L.  A.,  M.M.  Faulkton 
Newby,  H.  D.  Rapid  City 


Nilsson,  F.  C. Sioux  Falls 

Nolan,  B.  P.  Mobridge 

Ogborn,  R.  J.  Sioux  Falls 

*Ohlmacher,  J.  C.  Vermillion 

Olson,  R.  G.  Sioux  Falls 

Olsson,  G.  Rapid  City 

Opheim,  W.  L Sioux  Falls 

Orgussar,  R.  Onida 

Orr,  R.  — Sioux  Falls 

Otey,  B.  Flandreau 

O’Toole,  T.  F.  Rapid  City 

Owen,  G.  S.  Rapid  City 

*Owen,  N.  T.  Rapid  City 

Pangburn,  M.  W - Miller 

Pankow,  L.  J. Sioux  Falls 

Parke,  L.  L.  Canton 

Patt,  W.  H.  Brqokirigs 

Paulson,  G.  S. Rapid  City 

Peeke,  A.  P.  - Volga 

Pemberton,  M.  O.  Rapid  City 

Peik,  D.  J.  Sioux  Falls 

Peiper,  W.  Mitchell 

Pekelis,  E.  California 

Perry,  E.  J.  Redfield 

Petres,  A.  Hartford 

Pfister,  F.  F Webster 

Phillips,  R.  K.  Hot  Springs 

Plowman,  E.  T.  Brookings 

Pollerman,  T.  Alexandria 

Price,  Mary Armour 

Price,  Ronald  Armour 

Pokorny,  J.  F.  Newell 

Quinn,  R.  J.  Burke 

Radusch,  F.  J.  Rapid  City 

Randall,  O.  S. Watertown 

Rank,  R.  K.  Aberdeen 

Ranney,  Brooks  Yankton 

Ranney,  T.  P.  Aberdeen 

Reagan,  P.  C.  — — - Sioux  Falls 

Reagan,  R.  Sioux  Falls 

Reaney,  D.  B.  Yankton 

Reding,  A.  P.  Marion 

Reifel,  A. Sioux  Falls 

Reul,  T.  W.  Watertown 

Rich,  E.  L.  Sioux  Falls 

Rich,  F.  M. Elk  Point 

Rieb,  W.  G Parkston 

*Riggs,  T.  F. Pierre 

Riner,  H.  L.  New  Mexico 

*Robbins,  C.  E.  Pierre 

Roberts,  C.  S.,  Jr.  Lake  Preston 

Rodine,  J.  C.  Aberdeen 

Roesel,  R.  W.  Burke 

Roper,  C.  E.  Hot  Springs 

Rousseau,  C.  Watertown 

Rudolph,  E.  A.  Aberdeen 

Rudolph,  F.  A.  Pennsylvania 

Ruud,  E.  T.  Rapid  City 

Salladay,  I.  R.  Pierre 

Sanders,  M.  E.  Redfield 

Sattler,  T.  H. Yankton 

Saxton,  A.  J.  Rapid  City 

Saxton,  W.  H.  Huron 

*Saylor,  H.  L.,  Sr.  Huron 

Saylor,  H.  L.,  Jr. Huron 

Scallin,  P.  R Redfield 

Scheib,  A.  P. Watertown 

Scheller,  D.  L.  Arlington 

Schmidt,  M.  A Watertown 

Schuchardt,  I.  L Aberdeen 

Sebring,  F.  U.  Martin 

Semones,  A.,  Jr.,  M.M Lead 

Sercl,  W.  F Sioux  Falls 

Sherrill,  S.  F. Belle  Fourche 


Shreves,  H. Sioux  Falls 

Simon,  S.  Pierre 

Skogmo,  B.  R.  Mitchell 

Slingsby,  J.  B. Rapid  City 

Smiley,  J.  C.  Deadwood 

Smith,  G.  W.  Sioux  Falls 

Soe,  C.  A.  Lead 

Spain,  M.  L. Rapid  City 

Spirtos,  M.  Winner 

Spiry,  A.  W.  Mobridge 

Staats,  R.  E. Winner 

Stahmann,  F.  Sioux  Falls 

Stanage,  W.  F.  Yankton 

Steele,  G.  Aberdeen 

Steele,  J.  P.  Yankton 

Steiner,  P.  K.  Lemmon 

*Stegeman,  S.  B. Salem 

Stern,  C.  A. Sioux  Falls 

*Stevens,  G.  A.  Sioux  Falls 

*Stewart,  J.  L.  Spearfish 

Stewart,  N.  W Lead 

Stoltz,  C.  R. Watertown 

Stransky,  J Watertown 

Studenberg,  J.  E.  Winner 

Suckow,  E.  E.  Garretson 

Sundet,  N.  J. Kadoka 

Swanson,  C.  L.  Pierre 

Tank,  M.  C.  Brookings 

Tidd,  J.  T.  Yankton 

Tobin,  F.  J.  Mitchell 

Tobin,  L.  W Mitchell 

Torkildson,  G.  C.  ....  McLaughlin 

Totten,  F.  C Lemmon 

Trivett,  J.  C.  Watertown 

Tschetter,  P.  S.  Huron 

Urbanyi,  E.  W.  Getty sberg 

*VanDemark,  G.  E.  Sioux  Falls 

VanDemark,  R.  E. Sioux  Falls 

VanDemark,  W.  E.  ..  Sioux  Falls 

VanHeuvelen,  G.  J.  Pierre 

VanLier,  P.  C.  Sioux  Falls 

Villa,  J.  P. Iroqouis 

Vogele,  A.  C. Aberdeen 

Vogele,  C.  L Aberdeen 

Volin,  H.  P.  Lennox 

Volin,  V.  V. Sioux  Falls 

Vonburg,  V.  R Mitchell 

Voss,  E.  P.  Ft.  Pierre 

Walters,  S.  J.  Watertown 

Watson,  E.  S.  Brookings 

Weber,  R.  A. Mitchell 

*Weishaar,  C.  E.  Aberdeen 

Wessman,  N.  E.  Sioux  Falls 

Westaby,  J.  R.  Madison 

Westaby,  R.  S.,  Jr.  Martin 

White,  W.  W.  McLaughlin 

Whitney,  N.  R Rapid  City 

Whitson,  G.  E Madison 

Willcockson,  T.  H.  Yankton 

Willen,  Abner  Clark 

Williams,  D.  B.  Sioux  Falls 

Williams,  F.  R.  Rapid  City 

Williams,  M.  F.  Conde 

Wold,  H.  R.  Madison 

Wood,  G.  F. Rapid  City 

*Wright,  O.  R. Huron 

Yackley,  J.  V.,  M.M.  Rapid  City 

Yohe,  C.  D.  Yankton 

Younker,  F.  T.  Lake  Andes 

Zandersons,  V.  Herreid 

Zarbaugh,  G.  F Deadwood 

Zeidaks,  O Burke 

*Zimmerman,  Goldie,  E. 

Missoula,  Montana 


*Indicates  Honorary  Member 


M.M.  Indicates  Military  Member 
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EMJIMACEUTICAL 

ECONOMICS 


FAIR  TRADE  IN  THE  UNITED  STATES* 
John  W.  Dargavel,  Sc.D.** 


I feel  greatly  honored  by  the  invitation  to 
come  to  England  to  discuss  with  this  distin- 
guished gathering  the  growth  and  develop- 
ment of  the  system  of  resale  price  mainten- 
ance which  in  the  United  States  is  known  as 
Fair  Trade.  As  you  know,  the  Fair  Trade 
laws,  like  your  own  resale  price  maintenance 
statutes,  permit  a manufacturer  to  protect 
the  property  value  of  his  trade-mark  from  the 
destructive  effects  of  unfair  competition. 

I think  we  all  tend  to  associate  the  im- 
portance of  the  identifying  mark  — the  trade- 
mark — with  the  development  of  mass  mer- 
chandising and  mass  production.  But  the 
use  of  a device  for  identification  takes  us  back 
to  England’s  Middle  Ages  and  is  interestingly 
bound  up  with  one  of  your  great  poets.  I am 
told  that  in  the  days  when  armored  knights 
fought  each  other,  with  vizors  enclosing  their 
faces,  the  colorful  device  on  a knight’s  shield 
was  the  only  way  in  which  a knight  could  be 
identified  in  tournament  or  in  battle.  These 
identifying  symbols  or  heraldry  were  passed 
on  from  father  to  son  and  became  precious 
family  possessions. 

Disputes  sometimes  arose  between  knights 
over  the  right  to  use  particular  identifying 
devices  and  these  disputes  were  not  unlike 
our  modern  cases  of  trade-mark  infringement. 
One  of  the  most  famous  disputes  occurred  in 
1384,  between  Sir  Richard  Scrope  and  Sir 

* An  address  given  in  London,  England,  Friday, 
July  8,  1955,  before  leaders  of  British  retailing, 
under  the  auspices  of  the  Proprietary  Articles 
Trade  Association. 

**  Executive  Secretary  and  General  Manager,  The 
National  Association  of  Retail  Druggists. 


Robert  Grosvenor.  Some  of  England’s  leading  \ 
men  joined  in  the  legal  struggle.  Among  them  i 
was  Chaucer.  And  all  that  is  really  known  j 
about  the  date  of  Chaucer’s  birth  comes  from  j 
his  deposition  in  this  controversy.  i 

Thus,  we  see  that  safeguarding  a prized 
symbol  of  identification  was  vitally  import- 
ant in  your  country  well  before  the  discovery 
of  America.  This  is  not  surprising  since  the 
desire  to  defend  one’s  reputation  and  what- 
ever symbolizes  one’s  reputation  is  deeply  , 
rooted  in  human  nature.  And,  coming  back  : 
to  our  modern  trade-marks,  the  late  Edward  i 
S.  Rogers,  a distinguished  authority  on  trade- 
mark and  trade  practice  law,  observed  that 
“a  trade-mark  is  visible  reputation.”  He  added  i 
that  “the  reputation  a price-cutter  uses  to 
attract  people  to  his  store  does  not  belong  to 
him  but  to  the  owner  of  the  trade-mark.  Thus  ‘ 
the  price-cutter  appropriates  for  an  ulterior 
purpose  a reputation  not  his  own.”'' 

This  is  the  heart  of  the  problem  with  which  i 
all  forms  of  resale  price  maintenance  in  the 
United  States  are  concerned.  And  fair  trade  • 
is  only  one  form  of  resale  price  maintenance  ( 
which  is  widely  practiced  by  various  legally  i 
acceptable  methods  throughout  the  American  j 
economy.  All  types  of  resale  price  mainten-  i 
ance  represent  the  manufacturer’s  effort  to 
protect  his  trade-mark,  that  is  to  say,  his 
visible  reputation,  from  damage  through  de- 
structive price-cutting. 

This  problem  is  not  new,  though  a number 
of  American  and  British  commentators  on 
economic  issues  would  have  you  believe  that 
resale  price  maintenance  was  born  with  the 
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Great  Depression  of  the  ’Thirties.  Nothing 
could  be  further  from  the  truth.  Let  me  quote 
to  you  from  a 1952  report  on  fair  trade,  made 
by  the  Small  Business  Committee  of  the 
House  of  Representatives  of  the  United  States 
Congress.  In  discussing  the  origin  of  fair 
trade,  the  report  says: 

“Although  the  modern  fair  trade  move- 
ment is  a relatively  recent  development, 
resale  price  maintenance  is  as  old  as  com- 
merce itself.  The  question  of  whether  a 
seller  can  restrict  the  actions  of  his  cus- 
tomer, in  other  words,  whether  he  can 
still  exercise  control  over  an  article  once 
, he  has  lost  title,  is  one  which  every  gen- 

! eration  has  been  forced  to  wrestle.  The 

annals  of  early  English  courts  contain 
I numerous  references  to  the  problem  and 
it  was  even  discussed  by  Lord  Coke.  The 
common  law  in  this  country  (that  is,  the 
United  States)  was  very  early  invoked  to 
protect  one  party  or  the  other  to  contracts 
involving  price  maintenance. ”2 

Both  England  and  the  United  States,  there- 
fore, have  long  recognized  the  destructive 
effects  of  unfair  competition  in  the  market- 
place and  have  developed  various  forms  of 
' resale  price  maintenance  to  cope  with  this 
problem. 

' In  the  United  States,  whatever  the  legal 
’ basis  for  resale  price  maintenance,  the  manu- 
facturer may  stipulate  a uniform  price  or  a 
; minimum  price  below  which  his  identified 
product  may  not  be  sold  to  the  ultimate  con- 
sumer. 

The  American  manufacturer  may  use  con- 
signment selling  or  dealer  franchise  arrange- 
ments to  achieve  his  purpose.  He  can  control 
the  retail  price  of  his  product  by  setting  up 
his  own  retail  outlets  or  by  selling  direct  to 
the  consumer  through,  for  example,  house- 
to-house  salesmen.  As  just  one  indication  of 
the  wide  use  of  other  forms  of  resale  price 
maintenance,  the  newsstand  price  of  every 
newspaper  and  magazine  in  the  United  States 
is  established  and  maintained  by  publisher 
through  consignment  selling. 

Under  fair  trade,  a manufacturer  is  per- 
mitted, if  he  chooses,  to  establish  the  resale 
price  for  his  trade-marked  product  in  a con- 
tract with  his  distributors.  Long  before  the 
fair  trade  laws  came  into  being,  the  resale 
price  maintenance  contract  was  held  legal 
under  the  common  law  of  the  United  States. 


However,  in  1911,  the  Supreme  Court  of  the 
United  States  ruled  that  resale  price  main- 
tenance contracts  violated  our  Sherman  Anti- 
trust Act.  This  decision,  handed  down  in  the 
case  of  Dr.  Miles  Medical  Co.  v.  John  D.  Park 
& Sons  Co.,  left  the  door  open  for  legislation 
to  legalize  such  contracts.  It  was  in  this  de- 
cision that  one  of  the  great  jurists,  Oliver 
Wendell  Holmes,  wrote  a famous  dissent  in 
which  he  said: 

“I  cannot  believe  that  in  the  long  run  the 
public  will  profit  by  this  court  permitting 
knaves  to  cut  reasonable  prices  for  some 
ulterior  purpose  of  their  own,  and  thus 
to  impair,  if  not  to  destroy,  the  produc- 
tion and  sale  of  articles  which  it  is 
assumed  to  be  desirable  that  the  public 
should  be  able  to  get. ”3 
Following  the  Dr.  Miles  decision,  the  need 
for  resale  price  maintenance  in  the  form  that 
was  eventually  to  become  fair  trade  became 
increasingly  acute.  The  American  economy 
evolved  a mass-production  and  distribution 
system.  A national  mass  market  was  de- 
veloped by  nation-wide  promotion  which 
built  up  consumer  interest  and  desire  for 
more  and  more  new  products.  Advertising 
made  the  consumer  increasingly  aware  of 
products  identified  by  a manufacturer’s 
trade-mark  or  brand  name.  More  and  more 
customers  came  to  demand  certain  brands 
and  trade-marks  which  they  preferred  and 
wanted  to  buy  again  and  again.  Thus,  trade- 
marks came  to  be  precious  .assets,  often  the 
greatest  single  asset  of  their  owners. 

At  the  same  time,  the  practice  among  some 
retailers  of  exploiting  well  known  trade-marks 
of  others  as  price-cut  “bait”  to  attract  cus- 
tomers also  increased.  Then  and  now,  this 
undermined  the  mass-distribution  process 
needed  to  sustain  mass-production.  Then  as 
well  as  now,  smaller  retailers  could  always  be 
wiped  out  in  price  wars  by  competitors  with 
superior  dollar  power.  Then,  as  well  as  now, 
retailers  would  drop  national  brands  used  as 
loss  leaders  because  they  had  ceased  to  pro- 
duce a profit  because  they  had  to  be  sold  at 
or  below  cost,  and  thus  the  number  of  re- 
tailers willing  to  distribute  the  products  de- 
creased. Then,  as  well  as  now,  this  had  reper- 
cussions in  the  form  of  reduced  sales  volume, 
a retrenchment  in  production  and,  worst  of 
all  from  a public  point  of  view,  unemploy- 
ment. 
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The  damage  which  the  unfair  competition 
of  price-cutting  could  inflict  on  national 
brands  and  on  the  shopkeepers  who  dis- 
tribute them  was  painfully  evident  back  in 
the  supposedly  prosperous  1920’s.  The  presi- 
dent of  a leading  American  drug  company  in 
1926  told  the  Committee  on  Interstate  and 
Foreign  Commerce  of  the  U.  S.  House  of  Rep- 
resentatives: 

“Our  experience  shows  that  if  prices  are 
not  protected,  no  dealer  in  any  locality 
where  there  is  competition  can  make  a 
living  profit  out  of  handling  our  goods. 
That  in  itself  is  an  unsound  condition. 
One  does  not  have  to  argue  that  the  dis- 
tributor should  get  some  return  for  his 
services.”^ 

This  same  executive  reported  that  unres- 
trained price-cutting  on  one  of  its  leading 
trade-marked  products  had  the  effect,  in  89% 
of  the  cases,  of  forcing  druggists  to  sell  the 
product  below  their  average  cost  of  doing  bus- 
iness. 

In  that  same  year  the  Secretary  of  the 
Columbus  (Ohio)  Retail  Grocers  Association, 
told  the  same  Congressional  Committee: 

“It  is  almost  impossible  for  legitimate 
merchants  to  exist  through  the  present 
wave  of  price-cutting  of  nationally  known 
and  nationally  advertised  products  . . . 
if  this  condition  is  allowed  to  continue, 
it  will  certainly  spell  the  destruction  of 
thousands  of  small  retailers  who  con- 
tribute substantially  to  the  success  and 
good  welfare  of  community  life.”^ 

And  in  February,  1929,  at  what  appeared  to 
be  the  peak  of  American  prosperity  before 
the  great  depression.  Printers'  Ink,  the  lead- 
ing trade  magazine  in  the  field  of  advertising, 
published  an  article  which  said: 

“Cut-price  leaders  are  offered,  whether 
honestly  or  ruthlessly,  with  but  one 
major  objective  — to  mislead  the  buyer 
This  is  a practice  which  has  become  quite 
general — entirely  too  much  so — through- 
out the  merchandise  world.  It  is  by  no 
means  a new  condition  . . . But  it  has 
reached  alarming  proportions  and  if  we 
will  stop  to  contemplete  what  the  out- 
come may  be,  there  is  danger  that  we 
will  be  thrown  into  a nervous  chill  . . . 
“It  has  been  a case  of  the  old  economic 
hoax:  Once  a price  war  is  started,  it  must 
run  its  courses  — burn  out,  in  other 


words.  There’s  no  bottom  to  price  when 
a particular  industry  or  the  retailers  in 
any  given  classification  start  out  to  un- 
dersell one  another.  And  everybody  gets 
hurt  — even  the  consumer  who  must  foot 
the  bill  on  the  rebound. 

This  was  written  by  a business  analyst  to 
show  the  conditions  created  by  unbridled 
competition  in  the  marketplace  in  “golden” 
1929.  It  is  graphic  evidence  of  the  need  for 
resale  price  maintenance  on  a continuing 
basis  in  a brand-name,  mass  production  econ- 
omy regardless  of  the  state  of  prosperity. 

In  the  light  of  the  facts  here  cited,  it  is  not 
surprising  that  from  1914  until  1929,  bills 
were  repeatedly  introduced  into  the  United 
States  Congress  to  permit  the  use  of  resale 
price  maintenance  contracts  by  producers  of 
trade-marked  products.  These  efforts  failed. 

Price-cutting  of  trade-marked  products, 
however,  spread  through  prosperity  into  the 
depression.  The  situation  demanded  correc- 
tion and  businessmen  turned  for  remedy  to 
the  state  legislatures.  As  you  undoubtedly 
know,  each  of  our  48  states  can  enact  legis- 
lation, not  contrary  to  legislation  delegated  to 
the  Federal  Government,  concerning  eco- 
nomic and  social  conditions  within  each  state. 
In  1931,  California  passed  the  first  fair  trade 
law,  which  permitted  a manufacturer  to  es- 
tablish the  minimum  resale  price  of  his  trade- 
marked  product  in  a contract  with  his  distrib- 
utors. It  applied  only  to  those  retailers  and 
wholesalers  willing  to  sign  a fair  trade  con- 
tract. Unfortunately,  it  did  not  solve  the 
problem  because  price-cutting  operators 
would  not,  of  their  own  free  will,  sign  a con- 
tract requiring  them  to  observe  a manufac- 
turer’s minimum  resale  price.  Accordingly, 
in  1933,  California  amended  its  fair  trade  law 
to  make  it  effective  not  only  upon  retailers 
who  signed  fair  trade  contracts  but  also  upon 
all  retailers  who  had  due  notice  that  such  con- 
tracts existed.  The  amended  California  fair 
trade  law  declared  that: 

“Willfully  and  knowingly  advertising, 
offering  for  sale  or  selling,  any  commod- 
ity at  less  than  the  price  stipulated  in  any 
contract,  whether  the  person  so  advertis- 
ing, offering  for  sale  or  selling  is  or  is  not 
a party  to  such  contract,  is  unfair  com- 
petition and  is  actionable  at  the  suit  of 
any  person  damaged  thereby.” 

(Continued  on  Page  312) 
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Abnormal  Motility  as  the  Cause  of  Ulcer  Pain 


Until  recently  the  general  opinion  was  held  that  ulcer 
pain  was  primarily  caused  by  the  presence  of  hydro- 
chloric acid  on  the  surface  of  the  ulcer. 

Present  investigations''-  on  the  relationship  of  acid- 
ity and  muscular  activity  to  ulcer  pain  have  led  to  the 
following  concept  of  its  etiologic  factor: 

. . abnormal  motility-  is  the  fundamental  mech- 
anism through  which  ulcer  pain  is  produced.  For 
the  production  and  perception  of  ulcer  pain  there 
must  be,  one,  a stimulus,  HCl  or  others  less  well 
understood;  two,  an  intact  motor  nerve  supply 
to  the  stomach  and  duodenum;  three,  altered 
gastro-duodenal  motility;  and  four,  an  intact 
sensory  pathway  to  the  cerebral  cortex.” 
Pro-Banthine®  has  been  demonstrated  consistently 
to  reduce  hypermotility  of  the  stomach  and  intestinal 
tract  and  in  most.instances  also  to  reduce  gastric  acid- 


ity. Dramatic  remissions'  in  peptic  ulcer  have  followed 
Pro-Banthine  therapy.  These  remissions  (or  possible 
cures)  were  established  not  only  on  the  basis  of  the 
disappearance  of  pain  and  increased  subjective  well- 
being but  also  on  roentgenologic  evidence. 

Pro-Banthine  Bromide  (Beta-diisopropylaminoethyl 
xanthene-9-carboxylate  methobromide,  brand  of  pro- 
pantheline bromide)  has  other  fields  of  usefulness,  par- 
ticularly in  those  in  which  vagotonia  or  parasympatho- 
tonia is  present.  These  conditions  include  hypermotility 
of  the  large  and  small  bowel,  certain  forms  of  pyloro- 
spasm,  pancreatitis  and  ureteral  and  bladder  spasm. 

1.  Schwartz,  I.  R.;  Lehman,  E. ; Ostrove,  R.,  and  Seibel,  J.  M.:  A 
Clinical  Evaluation  of  a New  Anticholinergic  Drug,  Pro-Banthine, 
Gastroenterology  25:416  (Nov.)  1953. 

2.  Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C*  W.,  Jr.,  and  Texter,  E.C., 
Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer,  Gastroenterology  23:252 
(Feb.)  1953. 
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This  provision  is  commonly  known  as  the 
non-signer  clause.  In  fact,  it  is  a due  notice 
clause.  Retailers  with  notice  of  this  restric- 
tion must  observe  the  minimum  resale  price 
if  they  choose  to  handle  the  product.  A re- 
tailer with  due  notice  who  fails  to  comply 
with  this  provision  may  be  sued  for  damages 
and  the  practice  restrained  as  an  unfair 
method  of  competition. 

The  amended  California  fair  trade  law  be- 
came the  model  for  other  states.  By  1941,  45 
of  the  48  states  had  passed  similar  fair  trade 
laws.  Also,  every  fair  trade  law  provides  that, 
to  be  eligible  for  fair-trading,  a product  must 
bear  a distinguishing  trade-mark,  brand  or 
name;  and  it  must  be  in  free  and  open  com- 
petition with  articles  of  similar  class  pro- 
duced by  others.  Safeguards  for  competition 
are  thus  built  into  the  fair  trade  laws;  and 
this  is  true  of  no  other  form  of  legal  resale 
price  maintenance  used  in  the  United  States. 

Until  the  second  half  of  the  19th  Century, 
the  American  store  was  like  an  Oriental 
bazaar.  Varying  prices  were  charged  for  the 
same  article  on  the  same  day  by  the  same 
merchant  — but  to  different  customers  — de- 


pending on  the  respective  trading  skills  oi 
customer  and  clerk.  Because  this  method  hact 
long  been  in  use,  shopkeepers  were  comfort- 
able with  it;  and  it  took  considerable  persis- 
tence on  the  part  of  pioneers  like  John  Wana- 
maker  and  A.  T.  Stewart  to  change  over  tc 
the  one-price-to-every  customer  policy  which 
they  advocated.  This  policy  remains  today 
one  of  the  cornerstones  of  customer  good  will. 

Chain  store  groups  likewise  discovered 
that  good  will  could  accrue  to  them  if  they 
charged  the  same  price  for  the  same  product 
at  the  same  time  in  all  their  outlets,  regard- 
less of  differences  in  operating  costs  among 
the  various  outlets  of  a particular  chain. 

The  concept  of  good  will  as  property  in 
trade-mark  ownership  was  recognized  and 
upheld  by  the  Supreme  Court  of  the  United 
States  in  a unanimous  decision  in  1936,  in 
the  case  of  Old  Dearborn  Distributing  Co.  v. 
Seagram  Distillers  Corporation.  This  de- 
cision was  a landmark  in  the  development  of 
fair  trade.  The  highest  court  in  our  land 
clearly  recognized  the  constitutionality  of 
fair  trade.  The  Supreme  Court  said; 

“The  primary  aim  of  the  law  is  to  pro- 
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tect  the  property  — namely,  the  good  will 
— of  the  producer,  which  he  still  owns. 

' The  price  restriction  is  adopted  as  an  ap- 
> propriate  means  to  that  perfectly  legit- 
' imate  end,  and  not  as  an  end  in  itself  . . . 

‘ the  sale  of  identified  goods  at  less  than 

the  price  fixed  by  the  owner  of  the  mark 
or  brand  is  an  assalt  upon  the  good  will, 
and  constitutes  what  the  statute  denom- 
inates ‘unfair  competition.’  ”® 

This  decision  still  stands.  Some  16  state 
courts  of  last  resort  have  also  upheld  the  con- 
stitutionality of  their  respective  state  fair 
trade  laws.  Recently,  there  have  been  a hand- 
ful of  high  state  court  decisions  against  fair 
'trade  — five,  to  be  precise.  These  decisions 
^affect  only  the  five  states  to  which  they  re- 
'fer.  While  these  unfavorable  rulings  are  in 
conflict  with  the  position  of  the  Supreme 
■Court  of  the  United  States,  each  state  su- 
preme court,  under  the  Federal  Constitution 
of  the  United  States,  has  the  right  to  inter- 
pret, as  it  sees  fit,  the  constitution  of  its  own 
state.  The  many  friends  of  fair  trade  in 
America  hope  that  the  economic  and  social 
wisdom  embodied  in  the  fair  trade  laws  will 
soon  again  be  recognized  in  these  particular 
■states. 

In  the  United  States,  the  control  of  com- 
imerce  between  the  various  states  is  exercised 
by  the  Federal  Government.  The  fair  trade 
laws  passed  by  the  individual  states  could 
not  be  effective  with  respect  to  transactions 
'involving  interstate  commerce  until  a law 
was  passed  by  Congress  permitting  the  state 
fair  trade  laws  to  cover  such  transactions. 
'Therefore,  in  1937,  following  a nationwide 
campaign  spearheaded  by  the  National  Asso- 
ciation of  Retail  Druggists,  Congress  passed 
the  Miller-Tydings  fair  trade  act  as  an  amend- 
ment to  the  Sherman  Antitrust  Act. 

It  is  important  to  understand  our  Sherman 
' Act  because  it  is  the  heart  and  soul  of  Amer- 
ican antitrust  policy.  Under  the  terms  of  this 
law,  many  actions  which  may  be  perfectly 
legal  in  other  countries  are  violations  of  law 
in  the  United  States. 

The  Sherman  Act,  for  example,  prohibits 
i “every  contract,  combination  in  the  form  of 
trust  or  otherwise,  or  conspiracy”  that  is  “in 
' restraint  of  trade.”  Thus,  it  makes  unlawful 
collusive  horizontal  agreements  among  com- 
peting manufacturers,  or  competing  whole-  ' 
salers,  or  competing  retailers.  Or,  in  short. 


in  the  United  States,  members  of  a particular 
trade  or  industry  who  are  competitors  on  the 
same  competitive  level  may  not  undertake 
collectively  to  do  what  the  courts  interpret 
as  being  in  restraint  of  trade. 

Even  vertical  agreements  which  the  courts 
might  interpret  as  being  “in  restraint  of 
trade”  are  also  barred  under  the  Sherman 
Act.  Indeed,  the  United  States  Supreme 
Court,  in  the  Dr.  Miles  decision  to  which  I 
previously  referred,  specifically  held  that 
such  vertical  resale  price  maintenance  agree- 
ments were  in  violation  of  the  Sherman  Act. 
And  it  was  precisely  because  of  this  decision 
that  it  became  necessary  to  seek  fair  trade 
laws. 

The  state  fair  trade  laws  and  the  Federal 
Miller-Tydings  and  McGuire  Acts  are  exemp- 
tive  statutes.  They  remove  from  the  reach  of 
the  antitrust  acts  vertical  resale  price  main- 
tenance contracts  between  manufacturer  and 
distributor,  provided  such  contracts  are  made 
under  the  terms  of  the  fair  trade  laws. 

Thus,  it  is  entirely  possible  that  resale  price 
maintenance  in  the  United  States,  within  the 
framework  of  fair  trade  or  other  legal  sanc- 
tion, may  well  mean  something  quite  differ- 
ent from  resale  price  maintenance  in  any 
other  country  in  the  world.  In  comparing 
your  resale  price  maintenance  with  ours,  it 
is  well  to  bear  in  mind  not  only  our  fair  trade 
laws  but  our  antitrust  law  and  policy. 

The  broad  purpose  of  both  the  antitrust 
laws  and  the  fair  trade  laws  is  to  prevent  the 
growth  of  monopoly  and  the  evils  it  produces. 
Both  the  antitrust  statutes  and  the  fair  trade 
statutes  curb  unfair  competition  in  order  to 
foster  fair  competition. 

The  Supreme  Court  of  the  United  States  in 
1951  found  a technical  flaw  in  the  Miller- 
Tydings  Act  which  weakened  the  effective- 
ness of  fair  trade.  A nation-wide  price  war 
on  fair-traded  products  followed  immediately. 
This  provided  a dramatic  but  grim  demon- 
tration  of  the  havoc  which  unrestrained 
price-cutting  could  cause  in  the  American 
marketplace.  It  was  a return  to  the  jungle 
competitive  tactics  of  the  ’twenties  and  early 
’thirties. 

But  the  1951  spectacle  was  on  a bigger  scale 
because  the  American  economy  had  greatly 
expanded  and  with  it,  the  number  of  giant 
retailers.  These  giants  will  not  be  undersold 
because  they  cannot  afford  to  be.  When  a 
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leading  New  York  department  store  touched 
off  the  price  war  in  1951,  other  giants  over 
the  land  had  to  participate  in  it  because  their 
reputations  were  at  stake. 

Prices  were  slashed  to  bankruptcy  levels. 
Well-known  national  brands  were  sold  for 
much  less  than  the  cost  of  their  containers.  A 
popular  brand  of  toothpaste  selling  at  50  cents 
was  advertised  for  seven  cents.  Insulin,  priced 
at  $1.36  was  driven  down  to  27  cents;  a well- 
known  brand  of  aspirin  normally  priced  at 
59  cents  was  kicked  around  for  three  and  a 
half  cents.  These  are  but  a few  examples  of 
hundreds  of  consumer-preferred  trade- 
marked  products  in  many  fields  which  were 
exposed  to  serious  damage. 

Small  retailers  over  the  United  States  were 
driven  to  the  edge  of  ruin. 

If  they  did  not  meet  the  slashes  in  prices 
imposed  by  their  giant  competitors,  they 
watched  their  customers  walk  out  the  door, 
and  if  they  did  meet  them,  they  had  to  lose 
money  on  every  sale.  Either  choice  spelled 
bankruptcy. 

The  situation  grew  to  be  chaotic.  Members 
of  Congress  became  increasingly  concerned 


at  the  growing  threat  to  small  business  and  » 
to  the  well  being  of  the  whole  economy.  Thej  II 
Small  Business  Committee  of  the  United  i 
States  Senate  made  a first-hand  investigation  | 
of  the  situation.  This  Committee  concluded  a 
as  follows:  * 

“Your  committee  is  hopeful  that  the 
members  of  the  business  community  will  i 
recognize  their  responsibilities  in  this  , 
situation  and  that  they  will  realize  the  I 
dangers  inherent  in  loss-leader  selhng 
and  cutthroat  competition;  that  they  will 
realize  that  such  practices  can  result  only 
in  damaging  the  whole  economy.  It  is  not' 
only  the  small  independent  merchant 
who  suffers  in  a price  war.  The  manu- 
facturer and  the  consumer  also  suffer.  i 
And  the  leaders  of  price-cutting  cam- 
paigns should  realize  that  injury  to  other 
segments  of  the  retail  trade  cannot  bene- 
fit them.  Gains  realized  from  loss-leader 
selling  are  shortlived.  The  practice  is  a 
vicious  one  and  defeats  itself.  No  mer- 
chant, no  matter  how  large,  can  afford  to  I 
continue  loss-leader  selling  indefinitely. 
He  must  engage  in  other  practices  in 


I order  to  recoup  his  losses.  And  such  other 
practices  of  necessity  require  that  he  sell 
[j  other  merchandise  at  high  profits.  The 

I;  consumer  must  sooner  or  later  discover 

I the  fallacy  of  the  loss-leader  selling  tech- 

j!  nique,  and  then  the  retailer  loses  the 

good  will  of  his  customers  and  their  pa- 
i tronage.  The  good  sense  and  recognition 
li  of  their  responsibilities  should  impel  the 
I overwhelming  mass  of  the  business  com- 

I munity  to  the  logic  and  wisdom  of  fair 

I trade. 

I “.  . . the  advantages  of  fair  trade  are 

! evident,  and  your  committee  will  be 

j awake  to  any  opportunities  in  the  legis- 

I lative  field  that  would  renew  the  stability 

! and  security  of  small  business.  The  Na- 

tion’s economic  well  being  depends  to  a 
large  extent  on  the  vitality  of  America’s 
small  businesses.  Threats  of  price  wars 
must  be  eliminated  if  that  vitality  is  to 
|!  endure. 

J It  was  clearly  recognized  by  many  sup- 

I porters  of  fair  trade  in  America  that  the  only 
way  to  halt  the  developing  chaos  in  the 
marketplace  was  to  seek  Congressional  leg- 
I islation  to  meet  the  objections  raised  by  the 
; Supreme  Court  in  its  1951  decision.  The  Na- 
tl tional  Association  of  Retail  Druggists  and  the 
Bureau  of  Education  on  Fair  Trade,  there- 
' fore,  initiated  a countrywide  campaign  for 
such  legislation.  We  mobilized  all  the  small 
, business  groups  of  retailers  and  wholesalers 

I in  the  non-drug  fields  concerned  with  fair 
trade.  These  included  automotive  accessories, 
books,  clocks  and  watches,  electrical  applian- 
ces, electronic  products,  groceries,  hardware, 
household  products,  jewelry,  men’s  furnish- 
! ings,  petroleum  products,  photographic  equip- 

Iment,  sporting  goods  and  tobacco  products, 
and  others. 

We  succeeded  in  focusing  upon  Congress 
the  tremendous  support  for  fair  trade  exist- 
ing in  the  business  community  of  America. 
The  McGuire  bill,  designed  to  overcome  the 
effects  of  the  United  States  Supreme  Court 
decision,  was  introduced  in  Congress.  Prior 
to  the  passage  of  the  McGuire  bill,  no  less 
than  five  congressional  committees  probed 
deeply  into  fair  trade  and  agreed  with  its 
economic  and  social  wisdom.  The  House  of 
Representatives  voted  “yes”  by  the  over- 
whelming majority  of  196  to  10,  and  the 
Senate,  by  64  to  16.  President  Truman’s  sig- 


nature made  the  McGuire  bill  a statutory  in- 
strument of  public  policy. 

It  sustained  the  social  decisions  taken  by  45 
state  legislatures  that  the  practice  of  preda- 
tory-cutting is  contrary  to  the  public  interest 
and  welfare. 

Some  of  you  have  heard  or  read  that  the 
discount  houses  in  the  United  States  are  sup- 
posedly wrecking  fair  trade  and  that  a Com- 
mittee appointed  by  the  Attorney  General  of 
the  United  States  to  study  the  antitrust  laws 
has  recommended  the  repeal  of  the  Miller- 
Tydings  and  McGuire  Acts.  However,  I am 
happy  to  be  able  to  report  to  you  that  though 
fair  trade  has  suffered  some  reverses,  it  is  far 
from  being  doomed. 

Now,  as  to  the  discount  houses.  I will  say 
that  the '"methods  they  use  are  nothing  more 
than  old  tricks.  Yet  they  have  created  prob- 
lems for  American  retailers,  big  and  small, 
and  for  fair-trading  manufacturers.  But  the 
situation  has  created  just  as  many  problems 
for  manufacturers  who  do  not  choose  to  fair- 
trade their  products.  Indeed,  a great  deal  of 
the  merchandise  handled  by  the  discount 
houses  is  not  fair-traded.  Those  manufac- 
turers who  are  alert  in  enforcing  their  fair 
trade  contracts  have  found  that  they  can  cope 
effectively  with  the  predatory  operations  of 
the  discount  houses. 

The  majority  report  of  the  Committee  ap- 
pointed by  the  Attorney  General  received 
much  more  publicity  than  was  warranted  in 
view  of  the  reactions  and  the  sharp  criticism 
to  the  effect  that  the  Committee,  while  urg- 
ing the  repeal  of  the  Federal  fair  trade  en- 
abling statutes,  failed  to  recommend  any  sub- 
stitute for  the  fair  trade  laws. 

The  Attorney  General’s  Committee  in  its 
majority  report  takes  the  view  that  “fair 
trade  ...  is  at  odds  with  the  most  elementary 
principles  of  a dynamic  free  enterprise  sys- 
tem.” Apparently,  their  definition  of  free 
enterprise,  although  they  do  not  define  it,  is 
quite  different  from  that  of  the  45  states 
which  have  enacted  fair  trade  laws  and  from 
that  of  the  U.  S.  Congress  which  has  enacted 
two  Federal  statutes  to  make  the  state  fair 
trade  laws  effective.  What  we  actually  have 
from  the  Attorney  General’s  Committee  is  a 
difference  of  opinion  respecting  the  same 
facts,  and  a difference  of  definition  with  re- 
spect to  a “dynamic  free  enterprise  system.” 

Rumors  have  it  that  Fair  Trade  is  fighting 
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a losing  battle  and  therefore  should  be  re- 
pealed. It  is  obvious  that  no  law  has  ever 
been  obeyed  100  per  cent  of  the  time.  Hence, 
if  we  were  to  repeal  all  laws  because  of  the 
weakness  of  human  nature,  we  would,  in 
effect,  repeal  civilization. 

There  is  broad  agreement  that  a strong 
small  business  community  is  vital  to  a demo- 
cratic society.  From  the  social  standpoint, 
the  small  business  man  plays  a vital  role.  The 
retailer  and  wholesaler  make  important  con- 
tributions to  their  communities.  They  provide 
employment.  They  pay  taxes,  which,  in  their 
absence,  would  have  to  be  made  up  by  other 
segments  of  the  community  and  nation.  They 
provide  support,  participation  and  leadership 
for  local  projects  including  education,  health, 
religion,  recreation  and  all  forms  of  volun- 
tary philanthropy  and  civic  improvement. 

The  serious  impairment  of  the  functioning 
of  small  business  in  a democracy  would  imply 
the  concentration  of  economic  power  among 
relatively  few  enterprises  whose  operators 
could  not  be  expected  to  make  the  economic 
and  social  contributions  of  small  business. 

It  is  our  belief  that  the  American  pubhc  has 
a very  important  stake  in  the  fair  trade  laws. 
It  concerns  not  only  the  consumer  as  a citizen 
but  also  as  wage-earner.  The  individual  con- 
sumes most  when  his  income  is  highest  and 
this  is  dependent  upon  a high  level  of  pros- 
perity in  a dynamic  expanding  economy. 
Prices  were  never  so  low  as  in  our  depression 
days  but  they  offered  small  satisfaction  to 
the  consumer  who  had  no  job. 

It  is  the  virtue  of  fair  trade,  in  my  judg- 
ment, that  it  provides  a well  tested  method 
for  fostering  fair  competitive  enterprise  in  an 


orderly  marketplace  while  guarding  freedom 
of  opportunity  for  the  little  fellow  as  well  as 
the  big.  Since  the  advent  of  fair  trade,  the 
number  of  retailers  in  the  United  States  has 
increased  by  some  300,000.  This  increase  has 
taken  place  along  with  the  growth  of  giants 
in  the  retail  field.  What  might  have  hap- 
pened these  past  24  years  if  there  had  been  no 
fair  trade  laws  is  a matter  for  speculation. 
There  is  ample  justification,  however,  for  the 
belief  that  without  fair  trade  thousands  of 
small  retailers,  wholesalers  and  manufac- 
turers would  have  been  squeezed  out  of  exis- 
tence despite  the  remarkable  rise  in  the  na- 
tional income  of  the  United  States. 

I submit  that  fair  trade  as  a form  of  resale 
price  maintenance  goes  beyond  the  price  of 
a product,  the  protection  of  a trade-mark  or 
a method  of  distribution.  It  fosters  morality, 
economic  distribution  and  equal  opportunity 
in  the  marketplace. 
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AMERICAN  COLLEGE  OF  APOTHECARIES  TO  MEET 

The  Annual  mid-year  meeting  of  the  American  College  of  Apothecaries  will  be  held  at  the 
Hotel  Sheraton  in  Chicago,  111.  on  Monday  and  Tuesday,  October  24th  and  25th.  Arrange- 
ments are  in  progress  to  present  one  of  the  most  interesting  professional  programs  and  many 
vital  problems  are  on  the  agenda  for  discussion  at  this  meeting. 

Again  this  year,  the  mid-year  meeting  will  be  open  to  all  pharmacists  and  interested  per- 
sons who  wish  to  attend.  A banquet  will  also  be  held  on  Monday  evening  October  24th  at 
the  Hotel  Sheraton. 

Several  of  the  topics  to  be  discussed  include  Intraprofessional  Relations  and  The  Phys- 
ician Owned  Pharmacies  — Communications  and  Understanding  — Modern  Trends  in  Hyper- 
tension — The  Corticosteroids  and  their  Place  in  Therapy  — Modern  Advances  in  Pharmacy 
and  their  Practical  Utilization  and  a panel  on  National  Problems  in  Pharmacy  today. 

President  Mearl  Pritchard  also  announced  that  there  will  be  a meeting  of  the  Board  of 
Directors  of  the  American  College  of  Apothecaries  on  Sunday  October  23rd  in  Chicago. 
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J ACCIDENTAL  POISONING 

[ The  increased  use  of  chemicals  in  and 
around  the  household  has  caused  several 
agencies  to  call  public  attention  to  the  po- 
tential hazards  in  the  handling  of  poisons. 
;;  Many  of  these  chemicals,  marketed  as  paint 
thinners,  lacquers,  dry  cleaning  fluids,  weed- 
icides,  insecticides,  and  other  similar  products, 
are  sold  under  a variety  of  names  which  do 
not  disclose  their  chemical  identity  or  pos- 
sible toxicity. 

One  of  the  functions  of  the  pharmacist  in 
I community  health  is  to  prepare  and  supply 
j antidotes  and  especially  to  be  able  to  supply 
■ information  concerning  antidotes  for  these 
substances  of  known  toxicity.  Information 
of  this  type  should  be  available  at  well-known 
accessible  places.  It  is  only  logical  that  the 
; more  than  50,000  registered  pharmacies  in  the 
I United  States  are  such  places. 

Table  of  Antidotes 

In  order  to  assist  the  retail  pharmacist  in 
this  community  service,  the  American  Phar- 
maceutical Association  will  distribute  a Table 
of  Antidotes  for  Poisons  with  each  copy  of 
the  new  National  Formulary  X.  The  table 
may  be  used  by  the  pharmacists  as  a basis  for 
emergency  information  for  the  physician  in 
cases  of  accidental  poisoning.  The  table  of 
antidotes  will  not  be  bound  with  the  pages  of 
the  National  Formulary,  but  it  will  be  dis- 
tributed as  a separate  pamphlet  to  those  who 
purchase  the  N.F.X. 

The  American  College  of  Apothecaries  is 
attacking  the  problem  from  the  prevention 
viewpoint.  The  ACA  is  offering  a thousand 


inserts  entitled  “Keep  out  of  the  Reach  of 
Children”  to  each  of  its  members. 

The  insert  is  designed  to  warn  parents  of 
the  dangers  involved  when  medicines  are  left 
within  easy  reach  of  children.  The  pharmacist 
has  a professional  obligation  to  society  to  in- 
dicate what  precautions  should  be  observed 
in  the  use  and  storage  of  drugs  so  that  they 
will  be  used  only  for  the  purpose  intended  by 
the  physician.  The  use  of  inserts  such  as  the 
above  as  well  as  a discreet  word  of  caution 
at  the  time  of  dispensing  are  excellent  ways 
of  fulfilling  this  obligation. 

FAIR  TRADE  OUTLOOK 

Congressional  reactions  give  hope  that  fair 
trade  will  weather  successfully  the  attacks 
made  on  it  by  the  Attorney  General’s  Na- 
tional Committee  to  Study  the  Antitrust 
Laws.  The  need  to  preserve  fair  trade  has 
been  thoroughly  aired  at  hearings  conducted 
by  three  Congressional  Committees,  namely, 
the  Senate  Select  Small  Business  Committee, 
the  Antitrust  and  Monopoly  Subcommittee 
of  the  Senate  Judiciary  Committee  and  the 
House  Judiciary  Committee. 

Of  no  small  significance  is  the  fact  that  Rep. 
Emanuel  Celler  (D.,  N.  Y.),  Chairman  of  the 
House  Judiciary  Committee  and  a veteran  foe 
of  fair  trade,  announced  he  is  not  planning  to 
introduce  any  fair  trade  repeal  legislation  at 
this  session. 

Also,  Sen.  Hubert  Humphrey  (D.,  Minn.), 
who  led  the  successful  floor  fight  for  the  Mc- 
Guire Bill  in  1952,  is  prepared  to  battle  again 
for  fair  trade.  Recently,  on  the  Senate  floor, 
(Continued  on  Page  319) 
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METICORTELONE 

Description:  Prednisole,  alpha  1,  4-pregna- 
diene-11  beta,  17  alpha,  21-triol-3,  20-dione. 

Action:  Anti-inflammatory  and  antirheu- 
matic. 

Indications:  The  second  new  crystalline  cor- 
ticosteroid, Meticortelone  possesses  hor- 
monal properties,  and  antirheumatic  and 
anti-inflammatory  effectiveness  similar  to 
those  of  Meticorten.  Preliminary  observa- 
tions indicate  that  Meticortelone  will  have 
broad  clinical  applications.  Presently  avail- 
able data  support  the  effectiveness  of 
Meticortelone  in  intractable  asthma  and 
certain  dermatoses.  It  is  presumed  that 
Meticortelone  will  be  effective  in  any  clin- 
ical entity  responding  to  cortisone  or  hy- 
drocortisone. However,  for  the  present  its 
use  in  conditions  other  than  rheumatoid 
arthritis  awaits  the  confirmation  of  clinical 
studies  in  progress. 

Dosage:  An  average  of  20  to  30  mg.  (4  to  6 
tablets)  a day  is  gradually  reduced  by  V-k 
to  5 mg.  until  maintenance  dosage  of  5 to 
20  mg.,  is  reached.  The  total  24-hour  dose 
should  be  divided  into  4 parts  administered 
after  meals  and  at  bedtime.  Patients  may 
be  transferred  directly  from  hydrocortisone 
or  cortisone  to  Meticortelone  without  dif- 
ficulty. 

How  supplied:  5 mg.  half-scored,  buff-colored 
tablets,  bottles  of  30  and  100. 

Source:  Sobering  Corporation,  Bloomfield, 
New  Jersey. 

CHLOROSTREP 

Description:  A combination  of  two  antibiotics, 
Chloromycetin  and  dihydrostreptomycin, 
for  enchanced  intestinal  antibiotic  effects. 

Indications:  For  the  treatment  of  susceptible 
enteritic  infections;  mixed  infections  en- 


countered in  bowel  surgery;  and  anorectal 
tuberculosis.  Also  used  pre-and-post  opera- 
tively in  intestinal  surgery  to  reduce  in- 
cidence of  infection  and  shorten  healing 
time. 

Dosage:  The  suggested  dosage  of  Chlorostrep 
in  dysenteric  enteritis  is  1 to  4 Kapseals 
every  6 hours.  Preoperatively,  Chlorostrep 
should  be  given  in  dosage  of  1 to  4 Kap- 
seals every  6 hours  during  three  or  four 
days  before  surgery  and,  when  fluids  are 
resumed,  for  five  to  six  days  after.  In  tub- 
erculosis patients,  daily  total  dosage  of 
Chlorostrep  should  be  increased,  or  the 
usual  dosage  given  over  a longer  period. 

How  Supplied:  In  bottles  of  12  Kapseals,  each 
containing  125  mg.  of  Chloromycetin  (chlor- 
amphenicol, Parke-Davis)  and  125  mg.  of 
dihydrostreptomycin  (as  the  sulfate). 

Source:  Parke,  Davis  & Company. 

ASTEROL  POWDER 

Description:  A broad-spectrum  antifungal 
dusting  powder,  formerly  available  only  on 
prescription,  now  marketed  for  over-the- 
counter  sale. 

Indications:  The  combined  use  of  Asterol  in 
powder,  tincture,  and  ointment  form  has 
proven  highly  effective  in  the  treatment  of 
“athlete’s  foot.”  A primary  indication  for 
the  dusting  powder,  however,  is  daily  pro- 
phylactic use  following  subsidence  of  the 
fungus  infection  in  order  to  prevent  re- 
currence. 

Asterol  Tincture  and  Asterol  Ointment 
will  continue  to  bear  the  prescription 
legend. 

H ow  supplied:  Asterol  Dihydrochloride 
‘Roche,’  brand  of  diamthazole  dihydro- 
chloride, is  available  as  a dusting  powder  in 
IV2  ounce  shaker  cans. 
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Source:  Hoffmann-LaRoche,  Inc. 

GANTRISIN  NASAL  SOLUTION 

Description:  Gantrisin  Nasal  Solution,  a 
highly  effective  antibacterial-decongestant, 
has  been  made  available  for  over-the- 
counter  sale  by  Hoffmann-LaRoche  Inc. 

Indications:  For  local  treatment  of  acute  and 
chronic  bacterial  infections  of  the  nose  and 
sinuses,  can  be  administered  by  dropper  or 
atomizer  into  the  nostrils  as  well  as  by  dis- 
placement techniques. 

How  supplied:  Gantrisin  Diethanolamine 
Nasal  Solution  ‘Roche’  is  available  in  30-cc 
bottles  equipped  with  droppers. 

Source:  Hoffmann-LaRoche,  Inc. 

TWO  NEW  POLYCYCLINE  DOSAGES 

Description:  Two  additional  dosage  forms  of 
Polycycline  designed  for  infants  and  chil- 
dren are  being  marketed  by  Bristol  Lab- 
oratories. The  two  are  Polycycline  Aqueous 
Pediatric  Drops  and  Polycyline  Aqueous 
‘125’  and  consist  of  Bristol’s  calcium  tetra- 
cycline in  ready-to-take  aqueous  suspen- 
sions. 

Indications:  Both  the  new  Polycycline  dosage 
forms  are  indicated  for  infections  due  to 
organisms  susceptible  to  therapy  with  tet- 
racycline and  both  are  stable  for  18  months 
at  normal  room  temperature. 

How  supplied:  Designed  for  patients  who  pre- 
fer an  aqueous  instead  of  a coconut  oil  ve- 
hicle, Polycycline  Aqueous  Pediatric  Drops 
are  being  offered  in  a 10  cc.  dropper  bottle 
containing  calcium  tetracyline  equivalent 
to  100  mg.  of  tetracycline  hydrochloride  per 
cc.  The  medication  is  cherry  flavored  and 
the  dropper  is  calibrated  for  25  mg.  and  50 
mg.  doses. 

Polcycline  Aqueous  ‘125’  is  a lower  po- 
tency dosage  form  of  the  firm’s  comparable 
‘250’  product.  Packaged  in  two-fluid-oz. 
bottles,  the  cherry-flavored  suspension  con- 
tains calcium  tetracycline  equivalent  to  125 
mg.  of  tetracycline  hydrochloride  per  5 cc. 

Source:  Bristol  Laboratories. 

THEELIN  R-P 

Description:  A combination  of  naturally- 
occurring  Theelin  in  water-soluble  and 
water-insoluble  forms  to  provide  rapid 
initial  relief  and  prolonged  estrogenic 
effect. 

Indications:  Alleviating  signs  and  symptoms 
of  the  menopause  and  other  conditions  re- 
sponsive to  estrogens. 


Dosage:  The  recommended  dosage  varies  with 
the  patient’s  response,  but  usually  0.25  cc. 
to  1 cc.  given  one  or  two  times  weekly  is 
adequate. 

How  supplied:  In  10  cc.  Steri-Vials.  Each  cc. 
contains  2 mg.  of  Theelin  and  1 mg.  of 
Potassium  Theelin  sulfate  in  physiologic 
sodium  chloride  solution.  It  does  not  need 
refrigeration. 

Source:  Parke,  Davis  & Company. 


(Continued  from  Page  317) 
he  stated  that  fair  trade  and  the  Robinson- 
Patman  Act  “need  to  be  enforced,  not  weak- 
ened. They  need  to  be  continued  and  im- 
proved, not  repealed.” 

At  the  state  legislative  level,  repeal  bills 
have  been  stopped  so  far  in  the  Delaware, 
Michigan  and  Pennsylvania  state  legislatures. 
In  Oregon  and  Indiana,  lower  courts  have  held 
their  fair  trade  acts  unconstitutional.  An  ap- 
peal will  be  made  to  the  high  state  court  of 
Oregon,  but  it  is  not  yet  certain  whether  the 
Indiana  ruling  will  be  appealed. 

In  view  of  the  many  discussions  on  both  a 
national  and  local  scale  concerning  fair  trade, 
an  interesting  and  informative  address  by 
John  Dargavel,  Executive  Secretary  of  the 
National  Association  of  Retail  Druggists  ap- 
pears in  its  entirety  in  this  issue.  Entitled 
“Fair  Trade  in  the  United  States,”  his  address 
discusses  the  growth  and  development  of  fair 
trade  in  this  country. 
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I wish  to  take  this  opportunity  to  thank  you  for  the  honor  you  have  bestowed  upon  me. 
I shall  do  my  best  to  merit  it  and  to  serve  you  well. 

I would  like  to  suggest  that  you  take  renewed  interest  in  your  Association.  You  may  do 
this  by  attending  the  annual  conventions  whenever  possible  and  by  sending  your  suggestions, 
ideas  or  constructive  criticism  to  your  Secretary,  Bliss  Wilson,  or  myself. 

Our  Association  is  like  our  business.  It  can  only  grow  by  continued  effort,  new  ideas  and 
increased  traffic. 

I wish  to  commend  Dr.  Harold  Bailey  for  his  fine  work  in  editing  the  pharmaceutical  sec- 
tion of  our  Journal.  Let  us  help  him  by  sending  in  our  news  items,  thereby  making  our  part  of 
the  Journal  of  more  personal  interest. 


Sincerely, 

Edward  W.  Peterson 
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PRESIDENTIAL  ADDRESS* 
69th  Annual  Convention 
South  Dakota  State  Pharmaceutical 
Association 

Charles  F.  Van  De  Walle 
Sioux  Falls,  South  Dakota 


Mr.  Chairman,  Fellow  Pharmacists  and 
Friends; 

It  is  an  honor  for  me  to  preside  at  this  69th 
j Annual  Convention.  When  you  elected  me  as 
president  of  your  association,  I had  high  hopes 
and  many  ideas.  As  the  year  rolled  by,  I 
found  that  my  hopes  and  ideas  did  not  all 
come  true.  Part  of  that  is  probably  due  to 
the  fact  that  in  the  daily  routine  of  practicing 
your  profession  you  do  not  take  the  time  to 
plan,  organize  and  work  for  the  things  you 
' would  like  to  accomplish.  Another  part  is 
that  some  of  your  ideas,  after  being  brought 
out  in  the  open  and  discussed  with  others 
1 who  have  had  more  experience,  are  not  as 
practical  or  possible  as  you  first  thought. 

However,  the  Executive  Committee  of  your 
association,  which  includes,  of  course,  the 
[ Board  of  Pharmacy,  has  been  working  in  an 
effort  to  improve  the  practice  of  the  profes- 
sion of  pharmacy  in  South  Dakota. 

Last  November  7th  the  Executive  and  Leg- 
islative Committees  met  at  Huron  to  discuss 
the  possibility  and  advisability  of  revising  or 
amending  our  pharmacy  laws  at  the  1955  Leg- 
! islative  Session.  One  phase  considered  was 
the  pharmacy  ownership  law.  Herman  Wal- 
ler, Counsel  for  the  National  Association  of 
Retail  Druggists,  at  Aberdeen  last  year  main- 
tained that  we  could  make  such  a law  effec- 
tive if  we  wanted  to  make  it  strict  enough 
and  eliminate  the  exceptions.  One  of  the  ex- 
ceptions was  that  which  permits  a widow  or 
other  heirs  to  continue  to  own  and  operate  a 
pharmacy  provided  that  it  was  managed  by 
a registered  pharmacist.  Would  you  like  to 
; have  your  widow  or  children  be  forced  to  sell 
your  store  in  30  or  60  days  after  your  death? 
After  considerable  discussion  of  the  legal 
aspects  of  this  problem  with  our  counsel,  it 
: was  decided  to  leave  the  law  and  exceptions 
as  they  were  and  endeavor  to  control  or  limit 
the  opening  of  new  pharmacy  departments  in 
the  general  stores  by  Board  of  Pharmacy 
regulations  regarding  these  departments.  Our 
secretary  will,  no  doubt,  give  you  more  in- 
i * Presented  at  the  Huron  Convention,  June  1955. 


formation  of  these  regulations  in  his  Board 
of  Pharmacy  report.  He  will  also  cover  those 
changes  in  the  barbiturate  and  narcotic  laws, 
which  were  presented  and  passed  at  1955 
legislature. 

Another  major  item  discussed  at  our  No- 
vember meeting  was  the  consideration  of 
regulations  regarding  self-service  on  drugs, 
medicines  and  poisons.  Each  of  you  has  re- 
ceived a copy  of  the  proposed  regulations 
which  were  developed  by  the  Board  of  Phar- 
macy and  which  will  be  discussed  at  our 
closed  session  Tuesday  morning.  I hope  you 
have  already  given  these  regulations  some 
serious  thought.  If  adopted,  they  will  require 
some  work  in  the  rearrangement  of  your 
store.  I believe  that  these  regulations  are  es- 
sential to  public  health,  in  that  they  will  re- 
store the  sale  of  dangerous  drugs  to  the  sup- 
ervision of  a pharmacist,  where  it  rightly  be- 
longs. 

Physician  Dispensing  Threatens  Pharmacy 

There  is  another  problem  facing  all  the 
pharmacists  of  America.  It  is,  I believe,  one 
of  the  most  important  and  difficult  of  our 
problems  and  one  which  must  be  dealt  with 
in  the  very  near  future  — a few  years  from 
now  will  be  too  late.  The  problem  to  which 
I refer  is  the  dispensing  physician,  the  phys- 
ician-owned pharmacy  and  the  physician  con- 
trolled pharmacy.  As  yet,  no  state  or  national 
pharmacists’  organization  has  found  an 
answer  to  this  situation. 

The  South  Dakota  Medical  Association  in 
their  convention  last  month  passed  a resolu- 
tion requesting  that  the  American  Medical 
Association  remove  from  its  code  of  ethics 
the  restriction  on  physicians  dispensing  their 
own  drugs.  I cannot  believe  that  a large  per- 
centage of  South  Dakota  physicians  were  in 
favor  of  such  a resolution  — I believe  that  it 
was  engineered  by  a few  and  passed  by  the 
convention  without  serious  consideration  of 
the  effect  on  the  practice  of  pharmacy  and 
medicine.  However,  the  A.M.A.  had  similar 
resolutions  from  other  state  and  district  or- 
ganizations and  in  their  annual  convention 


— 321  — 


SOUTH  DAKOTA 


did  amend  their  code  of  ethics  to  read  as 
follows: 

“It  is  not  unethical  for  a physician  to 
prescribe  or  supply  drugs,  remedies  or 
appliances  as  long  as  there  is  no  exploita- 
tion of  the  patient.” 

I do  not  believe  there  is  any  serious  objec- 
tion to  an  individual  physician  personally  dis- 
pensing his  own  drugs.  However,  few  phys- 
icians worthy  of  the  name  will  take  the  time 
from  their  practices  to  personally  do  the 
work  of  buying,  checking,  storing  and  dis- 
pensing all  their  own  drugs.  They  can  serve 
humanity  and  themselves  better  by  devoting 
their  time  to  the  practice  of  their  own  pro- 
fession. Therefore,  the  few  that  do  sell  their 
own  drugs  turn  this  responsibility  over  to 
the  untrained  office  girl.  Is  that  ethical?  Is 
that  in  the  best  interests  of  their  patients? 
Is  it  ethical  or  fair  for  some  physicians  to 
sell  a few  of  the  fast-moving  everyday  items 
and  expect  the  pharmacist  to  stock  and  dis- 
pense for  him  the  rare  items,  the  expensive 
items  and  the  ones  that  require  compound- 


ing; 


The  change  in  the  American  Medical  Asso- 
ciation Code  of  Ethics  opens  wide  the  door  fori 
physician-owned  pharmacies  or  pharmacies 
controlled  by  physicians  through  partial  own- 
ership or  rental  of  space  in  a physician- 
owned  building. 

At  first  glance  the  ownership  of  a phar- 
macy in  a building  owned  by  a group  of  phys- 
icians looks  like  a good  deal  for  a pharmacist, 
and  perhaps  in  some  individual  cases  it  is. 
Usually,  however,  they  expect  a rental  that 
could  be  paid  only  by  exorbitant  charges  for 
prescriptions.  In  the  long  run  such  a situation 
is  usually  a bad  deal  for  everyone  — the  pa- 
tient, physician  and  the  pharmacist.  Fre- 
quently there  is  a tendency  for  the  phys- 
ician to  prescribe  unnecessary  or  excessive 
medication  in  an  effort  to  increase  his  income 
from  the  pharmacy.  This  is  bad  for  the  pa- 
tient. He  also  may  use  undue  influence  to 
direct  the  patient  to  get  the  prescription  filled 
at  the  controlled  pharmacy.  This  is  bad  for 
the  physician  and  the  pharmacist  because  the 
patient  soon  wonders  what  kind  of  a “racket” 
they  are  working  and  changes  physician  and 
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!■  pharmacy.  And  last,  but  not  least,  the  phar- 
^macist  is  finally  squeezed  by  increased  rent 
■or  percentage  until  there  is  nothing  left  for 
;him  , even  if  he  is  doing  a big  volume  of  bus- 
; iness. 

I I do  not  believe  that  physicians  have  really 
given  much  thought  to  the  fact  that  the  sell- 
ing of  drugs  by  physicians  and  physician- 

■ owned  or  controlled  pharmacies  will  event- 
iually  eliminate  the  individually  owned  drug 
.stores  or  pharmacies,  and  perhaps  finally 
jthe  entire  pharmacy  profession.  What 
young  man  of  any  ability  is  going  to  spend 

i Ifour  of  five  years  in  college  if  he  does  not 
lhave  the  hope  that  some  day  he  can  be  his 

■ own  boss  and  own  and  operate  his  own  phar- 
i macy?  How  many  young  men  would  take  up 
1 the  study  of  medicine  if  they  had  the  outlook 
I of  being  an  employee  of  a corporation  and 
: never  have  a chance  for  individual  practice? 

I Your  association  and  Board  of  Pharmacy 
have  considered  possible  laws  or  regulations 
:that  might  control  this  situation.  As  yet  no 
such  method  had  been  found.  Lest  that  be 
'considered  a reflection  on  the  ability  of  your 

■ association  or  board,  let  me  remind  you  that 
jthere  are  48  other  state  associations,  two  na- 
tional associations  and  48  boards  of  pharmacy 

"who  have  not  found  the  answer  either. 

Since  there  seems  to  be  no  legal  way  this 
jean  be  controlled,  I believe  that  we  should 
.consider  a public  advertising  campaign,  such 
as  is  now  being  conducted  by  the  Wisconsin 
Pharmaceutical  Association,  which  I am  sure 
all  of  you  have  seen  in  your  drug  magazines. 

I hope  that  you  will  all  understand  that  I 
am  not  accusing  any  individual  or  specific 
pharmacist  or  physician  of  any  exploitation 
of  their  patients  in  any  of  the  physician- 
owned  or  controlled  pharmacies  now  in  op- 
eration. I am  opposed  to  the  practice  in  gen- 
eral, however,  as  being  detrimental  to  the 
best  interest  of  pharmacy  and  medicine. 

I believe  our  Resolutions  Committee  should 
present  a resolution  or  resolutions  which  will 
inform  the  South  Dakota  Medical  Association 
t'of  our  attitude  on  dispensing  physicians  and 
I physician-owned  and  controlled  pharmacies, 
j I National  Association  Activities 

fc' ' The  National  Association  of  Retail  Drug- 
; gists  is  continuing  to  do  an  excellent  job  of 
' keeping  track  of  legislation  in  Washington 
that  may  be  detrimental  or  beneficial  to  our 
■business  and  profession.  Be  sure  to  give  them 


your  support  financially  and  by  contacting 
your  Congressman  and  Senators  when  re- 
quested to  do  so  by  the  N.A.R.D.  or  by  your 
State  Association. 

The  American  Pharmaceutical  Association 
is  also  doing  splendid  work,  perhaps  more  on 
the  professional  and  educational  departments 
of  our  complex  business  and  profession.  Both 
organizations  need  your  continued  support 
and  even  though  they  sometimes  are  appar- 
ently working  against  each  other,  I think 
that  is  a healthy  condition  for  our  business 
and  profession. 

Fair  Trade 

Our  Fair  Trade  Laws  are  continuing  to  be 
attacked  from  all  sides.  First  of  all,  by  cer- 
tain large  stores  who  like  to  use  drug  store 
items  for  loss  leaders  in  their  deceptive  ad- 
vertising campaigns;  secondly,  by  certain 
magazines,  particularly  by  Time  and  Life 
magazines,  who  apparently  do  not  even  want 
to  understand  the  underlying  principles  of 
fair  trade;  and  last,  but  not  least,  by  the  drug- 
gists themselves  by  giving  away  trading 
stamps,  premiums,  etc.  with  Fair  Trade  mer- 
chandise. Some  of  you  younger  fellows  prob- 
ably do  not  even  believe  in  Fair  Trade.  If 
you  don’t,  ask  some  of  the  fellows  who  were 
in  business  before  we  had  it.  I think  that  this 
association  should  reaffirm  our  support  of 
Fair  Trade  principles  and  practices. 

Journal  of  Medicine  and  Pharmacy 
I believe  that  we  should  consider  discon- 
tinuing participation  in  the  South  Dakota 
Journal  of  Medicine  and  Pharmacy  and  use 
these  funds  for  other  purposes.  We  already 
have  an  abundance  of  pharmaceutical  mag- 
azines, more  in  fact  than  we  can  find  time  to 
read.  Dr.  Harold  Bailey  has  done  an  excel- 
lent job  as  editor  for  the  past  two  years,  and 
I wish  to  compliment  him  and  assure  him 
that  the  above  recommendation  is  not  aimed 
at  him.  If  the  magazine  is  continued  I would 
like  to  recommend  that  Dr.  Bailey  be  con- 
tinued as  Editor.'' 

Let’s  use  the  money  we  are  spending  to 
help  South  Dakota  Medical  Association  pub- 
lish the  South  Dakota  Journal  of  Medicine 
and  Pharmacy  and  spend  it  where  it  will  do 
us  some  good.  Certainly  the  South  Dakota 

1 A resolution  presented  to  the  Convention  to  dis- 
continue participation  in  the  publication  of  the 
South  Dakota  Journal  of  Medicine  and  Phar- 
macy was  unanimously  rejected.  Therefore,  the 
Association  will  continue  with  this  project. 


Medical  Association  cannot  expect  us  to  con- 
tinue to  support  them  when  they  pass  a reso- 
lution such  as  they  did  at  their  last  meeting. 

Suggestive  Magazines 

Perhaps  we  should  mention  again  that  some 
drug  stores  are  still  displaying  and  selling  all 
kinds  of  lewd  and  suggestive  magazines, 
comics,  pocket  books  and  postcards.  I know 
it  is  impossible  to  screen  them  all,  but  some 
stores  seem  to  make  no  effort  at  all.  How  can 
you  expect  to  have  professional  esteem  in 
your  community  when  you  promote  such 
trash? 

Pharmacy  Board 

1 would  like  to  take  this  opportunity  to 
compliment  the  Board  of  Pharmacy  for  the 
work  that  they  have  done  in  our  behalf.  They 
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have  spent  many  hours  considering  ways  and.* 
means  and  rules  and  regulations  to  benefit  I 
our  profession.  They  cannot  do  all  the  things  1 1 
they  would  like  to  do  because  of  limited ! I 
funds.  There  has  been  some  criticism  of  the 
Association  and  of  the  Board,  and  of  the  Sec-| 
retary.  The  Association  and  the  Board  cer- 
tainly want  anyone  who  has  any  good  work- 1 
able  ideas  or  suggestions  to  stand  up  and 
present  them  at  our  closed  meeting.  Let  us 
bring  them  in  the  open  and  discuss  them.  i 
That  is  the  only  way  we  will  get  anywhere,  i 
In  closing  I wish  to  thank  all  of  the  officers 
and  members  of  the  association  who  have ' 
helped  me  in  the  past  year  and  particularly 
our  secretary,  Mr.  Bliss  Wilson,  and  the  local 
druggists,  who,  under  the  leadership  of  Mr. ' 
Wm.  Briley,  have  planned  and  worked  to  put 
on  this  convention. 
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SIXTY-NINTH  ANNUAL 
CONVENTION 
HIGHLIGHTS 


Edward  W.  Peterson 
Elected  President 
The  69th  Annual  Conven- 
tion of  the  South  Dakota 
State  Pharmaceutical  Asso- 
ciation unanimously  elected 
Edward  W.  Peterson,  Elk 
Point  pharmacist,  President 
for  the  year  1955-56. 

Mr.  Peterson  has  been  ac- 
tive in  the  affairs  of  the  As- 
sociation for  many  years  and 
he  owns  the  Peterson  Drug 
Store  in  Elk  Point. 

Other  officers  for  the  year 
1955-56  are  Algar  D.  Knutson, 
Clark,  First  Vice-President; 
George  Lehr,  Rapid  City, 
Second  Vice-President;  Vere 
Larson,  Alcester,  Third  Vice 
President;  Willis  Hodson, 
Aberdeen,  Fourth  Vice-Presi- 
dent; John  Burke,  Mitchell, 
Treasurer;  and  Bliss  C.  Wil- 
son, Pierre,  Secretary. 
Well-balanced  Program 
The  pharmacists  of  Huron, 
under  the  leadership  of  Wil- 
liam Briley,  arranged  a well- 
balanced  program  of  educa- 
tion and  entertainment. 

Entertainment  included 
Sunday  afternoon  sports  and 
recreation  as  well  as  the  Al- 


lied Drug  Travelers  Supper 
and  Dance  in  the  evening 
and  annual  banquet  Monday 
night  in  the  Elks  Ballroom  in 
the  Marvin  Hughitt  Hotel. 

The  business  meetings  were 
well  attended  and  included 
an  address  by  Wilbur  E. 
Powers,  Secretary  of  the  Na- 
tional Pharmaceutical  Coun- 
cil, Inc.  on  “Restricted  Pack- 
aged Drug  and  Medicine 
Sales.”  The  panel  discussion 
led  by  Mr.  Powers  which 
followed  was  well  liked. 

Mr.  Martin  Breighner,  As- 
sistant Secretary  of  the  Ar- 
gus Camera  Co.  spoke  to  the 
convention  on  “Fair  Trade — 
A Struggle  for  Survival.” 

Resolutions 
RESOLUTION  I 
WHEREAS,  United  States  At- 
torney General  Herbert 
Brownell,  Jr.,  in  1953  named 
a group  to  study  the  anti- 
trust laws  and  to  advise  the 
President  of  the  United 
States  on  the  changes  that 
should  be  made  to  provide 
an  important  instrument 
“needed  to  preserve”  free 
enterprise  against  monopoly 
and  unfair  competition; 
WHEREAS,  the  majority  of  said 
group  known  as  the  National 
Conimittee  to  Study  the 
Antitrust  Laws  on  March 
31,  1955,  submitted  a report 
that  calls  for  the  destruction 


of  Fair  Trade  and  the  vir- 
tual elimination  of  the  stat- 
utory protection  against 
hidden  discounts,  secret  re- 
bates, and  every  other  form 
of  discriminatory  prices 
granted  by  suppliers  to 
favored  retailers; 

WHEREAS,  the  recommenda- 
tions submitted  by  the  ma-. 
jority  of  the  National 
(Brownell)  Committee  would 
serve  to  stimulate  unbridled 
competition,  and  thereby 
destroy  the  system  of  small 
business,  with  the  result 
that  before  long  monopoly 
would  dominate  the  market; 

WHEREAS,  the  system  of  small 
business  is  essential  to  the 
welfare  of  the  nation  and 
the  elimination  of  this  would 
lead  to  monopoly  and  abso- 
lute government  control  of 
commerce  and  industry; 

WHEREAS,  it  is  evident  that  the 
personnel  of  the  National 
Committee  to  Study  the 
Antitrust  Laws  was  pre- 
judiced in  favor  of  mon- 
opoly, with  the  majority  of 
the  mind  to  be  antagonistic 
to  Fair  Trade  and  to  the 
necessary  protection  of  the 
Robinson  - Patman  Act 
(recognized  as  the  Magna 
Charta  of  independent  and 
individual  enterprise) ; 

THEREFORE  BE  IT  RE- 
SOLVED, by  the  South  Da- 
kota State  Pharmaceutical 
Association  on  this  28th  day 
of  June,  1955,  that  the  Presi- 
dent of  the  United  States 
and  the  Congress  reject  the 
recommendations  of  the  ma- 
jority of  the  National  Com- 
mittee to  Study  the  Antitrust 
Laws  directed  against  Fair 
Trade  and  the  Robinson- 
Patman  Act  and  that  a copy 
of  this  resolution  be  sent  to 
the  President  of  the  United 
States  and  to  the  Chairmen 
of  the  House  and  Senate 
Judiciary  Committees. 

RESOLUTION  11 

WHEREAS,  the  use  of  Generic 
Names  is  approved  by 
Pharmacy  Colleges,  Public 
Health  Service,  hospitals, 
clinics,  and 


— 325  — 


SOUTH  DAKOTA 


WHEREAS,  it  is  agreed  by  all 
pharmaceutical  authorities 
that  Generic  Names  mean 
the  common,  chemical  or  un- 
registered names  of  drugs, 
or  the  names  recognized  by 
the  U.  S.  Pharmacopeia,  the 
National  Formulary,  or  the 
Homeopathic  Pharmacopeia, 
or  the  names  adopted  by  the 
Council  of  Pharmacy  and 
Chemistry  of  the  American 
Medical  Association;  and 

WHEREAS,  the  use  of  Generic 
Names  is,  therefore,  in  keep- 
ing with  the  highest  ethical 
standards  of  the  medical  and 
pharmaceutical  professions; 

NOW  THEREFORE  BE  IT  RE- 
SOLVED, that  the  South 
Dakota  Pharmaceutical  As- 
sociation go  on  record  as 
favoring  use  of  Generic 
Names  in  writing  prescrip- 
tions by  physicians  and 
authorized  practitioners  and 
feel  that  its  use  is  in  the  best 
interest  of  the  public. 

RESOLUTION  III 

WHEREAS,  the  Proprietary  As- 
sociation of  America  has 
been  waging  a campaign  to 
bring  about  the  indiscrim- 
inate sale  of  drugs  and  med- 
icines in  non-drug  outlets 
and  by  unqualified  persons 
by  weakening  and  nullifying 
the  pharmacy  laws  and  reg- 
ulations of  the  various 
states,  and 

WHEREAS,  it  appears  to  be  the 
calculated  plan  of  the  Pro- 
prietary Association  to  bring 
this  about  through  piece- 
meal attack,  legislatively  or 
otherwise,  one  state  at  a 
time,  and 

WHEREAS,  these  efforts  by  the 
Proprietary  Association  will, 
if  successful,  pose  a grave 
threat  to  the  health  and  wel- 
fare of  the  public  and  to  the 
profession  of  pharmacy  it- 
self, 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  South 
Dakota  Pharmaceutical  As- 
sociation condemn  the  pro- 
prietary Association’s  cam- 
paign to  legalize  the  pro- 
miscuous sale  of  drugs  and 
medicines  as  inimical  to  the 
interests  of  all  citizens. 

RESOLUTION  IV 

RESOLVED;  That  the  President 
of  the  Association  notify  the 
nominating  committee  at 
least  six  weeks  in  advance 
of  the  convention  date. 

RESOLUTION  V 

RESOLVED;  That  the  Associa- 
tion recommend  a joint 
meeting  of  the  Medical  and 
Pharmaceutical  Executive 
groups  to  take  into  consid- 
eration Interprofessional  re- 
lations. 

RESOLUTION  VI 

WHEREAS,  a number  of  retired 
registered  pharmacists  have 


kept  up  their  certificate  re- 
newals at  $5.00  merely  for 
the  sake  of  retaining  mem- 
bership in  this  association, 
and 

WHEREAS,  such  retired  phar- 
rnacists  will  no  longer  prac- 
tice pharmacy  in  our  state, 
and 

WHEREAS,  such  retired  phar- 
macists are  deserving  of 
recognition  for  the  many 
years  they  have  retained  ac- 
tive membership  in  this  as- 
sociation, and 

WHEREAS,  several  such  retired 
pharmacists  were  dropped 
from  good  standing  in  the 
1954-55  membership  report 
to  this  association  conven- 
tion, 

NOW,  THEREFORE.  BE  IT  RE- 
SOLVED, that  the  Secretary 
be  authorized  to  issue  Hon- 
orary Membership  Certi- 
ficate Renewals  to  former 
members  who  request  such 
renewals  as  Honorary  Mem- 
bers as  long  as  they  are  not 
in  the  active  practice  of 
pharmacy,  and 

BE  IT  FURTHER  RESOLVED, 
that  such  Honorary  Mem- 
bers be  listed  in  the  Annual 
Proceedings  of  this  Associa- 
tion as  “Honorary  Mem- 
bers.” 

RESOLUTION  VII 

WHEREAS,  the  South  Dakota 
State  Pharmaceutical  Asso- 
ciation adopted  a Resolution 
at  its  68th  annual  convention 
in  Aberdeen,  South  Dakota, 
requesting  the  Board  of 
Pharmacy  to  formulate  regu- 
lations governing  the  retail- 
ing of  packaged  drugs,  med- 
icines and  poisons  by  reg- 
istered pharmacists  in  the 
pharmacies  of  this  State  to 
correct  the  threat  to  public 
health  and  safety  which 
self-service  methods  of  dis- 
play and  sale  present  in  that 
they  are  unregulated  sales, 
and 

WHEREAS,  the  retailing  of 
packaged  drugs,  medicines 
and  poisons  is  recognized  in 
our  State  Pharmacy  Law  to 
be  a part  of  the  practice  of 
the  profession  of  pharmacy, 
and 

WHEREAS,  one  of  the  purposes 
of  this  association  as  set 
forth  in  said  Pharmacy  Law 
is  to  restrict  the  retail  sale 
of  medicines  to  regularly 
educated  and  qualified  per- 
sons, and 

WHEREAS,  the  public  health 
can  be  better  protected  by 
requiring  pharmacists  to 
regulate  every  retail  sale  of 
packaged  drugs,  medicines 
and  poisons  by  warning  the 
purchaser  where  there  be 
any  danger  in  their  use,  and 

WHEREAS,  the  right  to  regulate, 
control  and  license  those 


practicing  the  profession  is  < 
conceded  by  our  State  Su-,  i 
preme  Court  which  held  a 
that  if  such  regulations  are  t 
sufficiently  strict  to  afford  i 
real  protection  to  the  pub-  i 
lie,  then  the  retailing  of  pa-  ] 
tent  and  proprietary  med-  | 
icines  may  be  lawfully  re-  i 
stricted  to  pharmacists,  and  4 

WHEREAS,  it  is  essential  that  HI 
all  pharmacists  conducting  S 
retail  pharmacies  in  this  fi 
state  must  cooperate  to  « 
carry  out  the  provisions  of  | 
“Proposed  Anti-Self-Service 
Regulations  recommended  to 
be  effective  in  South  Da- 
kota as  of  July  1,  1956”  a 
copy  of  which  proposed  reg- 
ulations was  mailed  to  every 
member  of  this  association 
with  notice  of  this  annual 
meeting,  for  approval  at  this 
meeting, 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  South  i 
Dakota  State  Pharmaceu- 
tical Association  in  conven- 
tion assembled  this  28th  day 
of  June,  1955,  approve  and 
endorse  the  Anti-Self-Ser- 
vice Regulations  as  sub- 
mitted to  its  members  and ' 
recommend  their  adoption 
by  the  South  Dakota  State  i 
Board  of  Pharmacy  as  its 
official  Rules  and  Regula- 
tions, and 

BE  IT  FURTHER  RESOLVED,' 
that  if  any  active  member 
of  this  association  wilfully 
fails  or  refuses  to  conduct 
his  pharmacy  as  required  in 
such  regulations,  that  such 
failure  or  refusal  shall  be 
evidence  that  such  person  is 
incompetent  or  otherwise 
lacking  in  the  necessary 
qualifications  to  perform  the 
duties  of  a registered  phar- 
macist and  shall  constitute 
grounds  for  the  revocation 
of  such  person’s  certificate 
of  registration  as  provided 
in  Section  27.1011  of  the 
South  Dakota  Code  of  1939. 

RESOLUTION  VIII 

BE  IT  RESOLVED,  that  the 
South  Dakota  Pharmaceu- 
tical Association  approve 
and  endorse  Rules  and  Reg- 
ulations of  the  South  Da- 
kota State  Board  of  Phar- 
macy adopted  April  24th, 
1955,  under  the  heading 
“RESTRICTED  PROFES- 
SIONAL PRACTICES” 
which  regulations  are  to  be-  I 
come  effective  on  the  first  f 
day  of  August,  1955.  I 

RESOLUTION  IX  f 

BE  IT  RESOLVED,  that  the  t 
South  Dakota  Pharmaceu-  f 
tical  Association  approve  r 
and  endorse  the  Rule  and  ' 
Regulation  of  the  South  Da- 
kota State  Board  of  Phar- 
macy adopted  April  24,  1955, 
under  the  heading  “SUB- 
STITUTION” which  regula- 
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tion  is  to  become  effective 
> on  the  first  day  of  August, 

I 1955 

. RESOLUTION  X 

: RESOLVED,  that  this  Associa- 
; tion  extend  a vote  of  thanks 

' to  William  Briley  and  all 

I the  Huron  druggists  and 

j wives  who  made  this  con- 

vention a success. 
RESOLUTION  XI 
RESOLVED,  that  our  Associa- 
tion extend  a vote  of  thanks 
I to  the  Jewett  Drug  Com- 

■ pany.  Northwestern  Drug 

‘ Company,  McKesson  and 

: Robbins  of  Minneapolis, 

Ij  Sioux  City,  and  Omaha,  and 

[!  Brown  Drug  Company  for 

i their  wholesalers  dinner. 


tion  extend  a vote  of  thanks 
to  the  Argus  Camera  Co.  for 
furnishing  Martin  Breighner 
as  a convention  speaker. 


PHARMACY  SCHOLAR- 
SHIPS AWARDED 

Three  pharmacy  scholar- 
ships have  been  awarded  to 
students  at  South  Dakota 
State  College.  Loren  Eiirem, 
Garretson;  Greta  Houtman. 
Volga;  and  Faye  Mildred 
Stephens,  Belle  Fourche, 


DISTRICT  5 BOARDS 
AND  COLLEGES 
MEETING 

The  annual  meeting  of  Dis- 
trict 5 American  Association 
of  Colleges  of  Pharmacy  — 
National  Association  of 
Boards  of  Pharmacy  will 
take  place  October  1-3  at 
Sioux  Falls. 

The  sessions  will  be  held  at 
the  Carpenter  Hotel  and  will 
include  both  individual  and 


/ Indicated  wherever  oral  \ 

/ cortisone  or  hydrocortisone  \ 
Is  effectives  Available  in  5 mg.  A 
tablets  in  bottles  of  30  and  100a  ‘: 
Usual  dosage  is  'A  to  1 tablet  three  or 
four  times  daily 


were  awarded  the  Pharmacy 
grants.  All  of  the  recipients 
will  be  freshmen  next  year. 

All  of  the  pharmacy 
scholarships  were  for  one- 
year  tuition.  Eitrem  was 
given  the  South  Dakota  Phar- 
maceutical  Association 
scholarship.  Miss  Houtman 
the  South  Dakota  Board  of 
Pharmacy  scholarship  and 
Miss  Stephens  the  Edgar 
Schmiedt  scholarship.  The 
awards  were  granted  for 
scholarship. 


joint  meetings  of  the  two  or- 
ganizations. 

Delegates  will  be  present 
from  the  7 colleges  of  phar- 
macy and  5 state  boards  lo- 
cated in  the  states  of  North 
and  South  Dakota,  Minn- 
esota, Iowa  and  Nebraska. 

Co-chairmen  for  the  meet- 
ing are  G.  C.  Gross,  Professor 
of  Pharmacology,  South  Da- 
kota State  College  and  Har- 
old Tisher,  President,  South 
Dakota  State  Board  of  Phar- 
macy. 


P- 


IRESOLUTION  XII 

ESOLVED,  that  this  Associa- 
tion extend  a vote  of  thanks 
to  all  the  manufacturers  and 
wholesalers  who  contributed 
prizes  and  cash  to  the  con- 
vention. 

RESOLUTION  XIII 
RESOLVED,  that  we  extend  a 
i vote  of  thanks  to  the  Allied 
ll  Drug  Travelers  for  their  fine 
: , dinner  and  dance  on  Sunday 
I ^ evening. 
jiRESOLUTION  XIV 
^RESOLVED,  that  this  Associa- 
I tion  extend  a vote  of  thanks 
J to  the  National  Pharmaceu- 

j tical  Council,  Inc.  for  furn- 

ishing  Wilbur  E.  Powers  as 
ij-  a convention  speaker. 
RESOLUTION  XV 
RESOLVED,  that  this  Associa- 


lj|iJ0lllt 
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HUMAN  LEPTOSPIROSIS* 

By 

Charles  D.  Cox.  Ph.D. 
Department  of  Microbiology  and  Public 
Health.  School  of  Medicine. 
University  of  South  Dakota 
Vermillion.  S.  D. 


( In  the  opinion  of  those  familiar  with  lep- 
jtospiral  infections,  the  medical  and  economic 
importance  of  the  leptospiroses  has  been 
grossly  underestimated  in  this  country.  The 
first  case  was  described  in  1886  by  Weil  as  an 
infectious  disease  characterized  by  fever, 
jaundice,  and  petechial  hemorrhages,  al- 
though it  was  not  until  1915  that  Inado  and 
Ido  isolated  Leptospira  icterohemorrhagiae 
I as  the  etiologic  agent.  The  first  human  case 
jin  the  United  States  was  reported  in  1922  in 
a laboratory  worker,  and  only  113  cases  had 
been  reported  by  1941  and  228  cases  by  1948.^ 

) These  infections  were  once  considered  to  be 
of  only  slight  importance  to  human  health, 
largely  because  leptospirosis  as  a disease  was 
ill-understood.  Physicians  rarely  considered 
the  possibility  of  a leptospiral  infection  unless 
the  patient  was  jaundiced  and  fell  into  select 
occupational  groups,  not  realizing  until  recent 
years  that  jaundice  is  absent  in  at  least  50% 

: of  the  classic  cases  of  Weil’s  disease  and  ab- 
I sent  in  over  80%  of  other  leptospiral  infec- 
: tions.i 

The  leptospirae  known  to  occur  in  North 
I America  are  listed  in  table  1,  together  with 
' their  known  hosts  and  the  recognized  means 
of  transmission  to  man.  Of  these  L.  iciero- 
: hemorrhagiae.  L.  pomona.  and  L.  canicola. 

* Presented  before  the  fifty-ninth  annual  meeting 

of  the  Sioux  Valley  Medical  Association,  Sioux 
; Falls,  South  Dakota,  February  22,  1955. 
i 


have  been  incriminated  more  often  as  the 
cause  of  human  disease  in  this  country.  It 
should  be  emphasized  that  all  of  the  leptos- 
pirae are  primarily  inhabitants  of  animals 
with  man  being  secondarily  infected,  but 
that  all  leptospirae  infecting  animals  may 
also  be  pathogenic  for  man.  Humans  are  ap- 
parently infected  by  either  ingesting  water 
and  food  contaminated  with  excreta  from  in- 
fected animals,  or  by  direct  contact  with  in- 
fected animals.  Arthropods  are  not  known  to 
be  involved  in  the  transmission  of  the  lep- 
tospiroses, although  ticks  have  been  arti- 
ficially infected  and  thereby  rendered  cap- 
able of  transmitting  the  disease. 2 The  in- 
cidence of  leptospirosis  among  wild  rats  is 
recognized  as  a result  of  many  surveys  to  be 
high,  varying  from  30%  to  70%.  Rosenberg^ 
has  estimated  that  25%  of  the  dogs  in  this 
country  have  or  have  had  leptospirosis  and 
that  25%  to  50%  of  the  infected  dogs  become 
temporary  shedders.  It  is  now  apparent  that 
leptospirosis  in  swine,  cattle,  and  horses  due 
to  L.  pomona  is  wide-spread  and  constitutes 
a problem  for  the  veterinary  profession  as 
well  as  probable  sources  of  human  di- 
seases.It  can  be  seen  that  possible  ex- 
posure to  leptospirosis  is  not  confined  to  a 
few  select  occupational  groups. 

The  protean  characteristics  of  human  lep- 
tospirosis have  undoubtedly  contributed 
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Table  1 

North  American  leptospirae* 

SOUTH 

DAKOTA 

ANTIGENIC  GROUP 

HOSTS 

TRANSMISSION  TO  MAN 

Leptospira 

bataviae  

Mongooses,  rats,  mice. 

Contaminated  water. 

Leptospira 

pomona  

cattle,  swine,  horses,  (serologic)  ... 

Contaminated  water. 

Contact 

with  infected  animals. 

Leptospira 

autumnalis  

Unknown  

Unknown. 

Leptospira 

ballum  

Rats,  mice  

Contaminated  water. 

Leptospira 

canicola  

Dogs  

Contact  with  infected  animals. 

Leptospira 

icterohemorrhagiae  

Dogs,  mongooses,  rats,  mice 

Contact  with  infected 

animals. 

Contaminated  water. 

Contam- 

inated  working  areas. 

Leptospira 

pyrogenes  

Rats,  mice  

Contaminated  water. 

Leptospira 

hebdomadis  

Mice  

Contaminated  water. 

*Gochenour,  W.  S.  and  Yager,  R.  H.,  Public  Health  Reports:  67,  (1952)  979. 


much  to  its  lack  of  recognition  as  a common 
cause  of  human  infections  of  obscure 
etiology.''  The  disease  in  man  has  all  degrees 
of  severity,  varying  from  symptoms  so  mild 
as  to  be  ignored  by  the  patient,  to  the  more 
serious  illnesses  with  deep  jaundice,  profound 
prostration,  exemplifying  the  classical  Weil’s 
disease.  The  incubation  period  has  been  stated 
to  be  from  6 to  15  days,  the  illness  starting  as 
an  acute  febrile  disease  running  an  irregular 
course  with  some  patients  relapsing  after  an 
afebrile  interval.  Conjunctivitis  is  often  a 
prominent  and  sometimes  almost  patho- 
gnomonic symptom.  The  central  nervous 
system  may  be  involved,  especially  with 
L.  icterohemorrhagiae,  L.  pomona,  and  L. 
canicola,  and  it  is  now  considered  that  many 
cases  previously  diagnosed  as  “benign  aseptic 
meningitis”  may  actually  have  been  cases  of 
leptospirosis  with  meningeal  involvement. 
Although  jaundice  may  be  evident  in  from 
two  to  three  days,  it  has  been  estimated  that 
at  least  40  to  50%  of  the  human  cases  never 
exhibit  visible  jaundice.  It  seems  apparent 
that  the  severity  of  the  disease  as  well  as  its 
various  manifestations  may  vary  widely  in 
different  areas  and  in  different  outbreaks. 
Undoubtedly,  the  diligence  used  in  searching 
for  the  disease,  together  with  available  lab- 
oratory facilities  for  its  serologic  detection, 
must  affect  the  number  of  cases  with  minimal 
clinical  symptoms  which  are  reported.  The 
mortality  is  obviously  variable,  but  has  been 
reported  to  be  from  4%  to  50%  depending 
upon  the  outbreak  and  the  species  involved. 


Although  conjunctivitis  is  said  to  be  present  ■ 
in  90%  of  the  patients,  iridocyclitis  or  uveitis  : 
are  occasionally  seen  as  late  complications  of 
human  leptospiral  infections. 

There  is  apparently  no  satisfactory  thera- 
peutic agent  for  the  treatment  of  human  lep- 
tospirosis.'' Four  antibiotics,  penicillin,  strep- 
tomycin, aureomycin,  and  terramycin  have  i 
some  appreciable  activity  against  leptospirae  • 
in  vitro,  although  there  is  no  general  agree-  i 
ment  between  in  vitro  activity  and  clinical  : 
results.  However,  there  is  some  clinical  ex- 
perimental basis  for  preferring  the  use  of 
terramycin  and  aureomycin,  especially  when 
treatment  is  instituted  early  in  the  course  of 
infection.  Results  of  clinical  trials  would  lead  i 
one  to  believe  that  the  results  of  terramycin  ; 
or  aureomycin  therapy  would  not  be  dra-  i 
matic,  except  in  the  unusual  patient  who  re-  i 
ceived  the  drug  within  the  first  day  or  two  . 
of  the  disease.  An  excellent  review  of  con- 
temporary  thought  concerning  the  epidem-  ' 
iology,  clinical  manifestations  and  therapy  of 
human  leptospirosis  may  be  obtained  from 
the  recent  literature.'' 

The  diagnosis  of  human  leptospirosis  can 
in  most  cases  be  accomplished  only  by  means 
of  help  from  the  bacteriological  laboratory. ' 
Laboratory  diagnosis  depends  upon  the 
demonstration  of  organisms  and  detection  of 
specific  antibodies  in  the  serum.  Early  in 
the  course  of  the  disease,  the  leptospirae  may 
rarely  be  found  by  darkfield  examination  of 
fresh  blood  and  by  examination  of  thick  dry 


— 330 


blood  films  stained  by  Giemsa.  Of  greater 
, ' reliability  is  attempted  cultivation  or  guinea 
pig  inoculation  of  freshly  drawn  blood. 
I Guinea  pigs  of  approximately  150  gm  weight 
i should  be  inoculated  intraperitoneally  with 
{ freshly  drawn  blood,  with  4 to  6 days  after 
i inoculation,  heart  blood  should  be  withdrawn 
i I by  cardiac  puncture  and  inoculated  aseptic- 
|;ally  into  leptospiral  medium.  Later  in  the 
' course  of  the  disease  the  leptospirae  may 
sometimes  be  observed  in  darkfield  examina- 
; tions  of  centrifuged  urine.  Inoculation  of 
I catheterized  urine  into  leptospiral  medium 
may  also  be  attempted,  although  greater  re- 
liability should  be  placed  upon  intraperi- 
toneal  guinea  pig  inoculation  of  catheterized 
specimens. 

Many  leptospiral  media  have  been  des- 
cribed, all  of  which  have  in  common  the  in- 
corporation of  about  10%  sterile  mammalian 
j serum.  Leptospirae  may  be  cultivated  in  a 
i buffered  peptone  broth  to  which  has  been 
added  sterile  rabbit  serum  to  a final  concen- 
Itration  of  10%.  All  cultures  should  be  in- 
cubated for  at  least  one  month  before  discard- 
ing. They  may  be  checked  periodically  by 
! means  of  the  darkfield  for  the  presence  of 
leptospirae.  When  blood  is  used  for  the  ino- 
culum in  such  a medium,  it  should  be  added 
jin  a ratio  of  not  over  .03  cc  of  fresh  blood  to 
il5  cc  of  sterile  leptospiral  medium. 

' The  detection  of  antibodies  in  the  sera  of 
patients  is  usually  accomplished  by  the  use 
of  agglutination,  agglutination-lysis,  and  com- 
plement-fixation techniques.  The  agglutina- 
tion test  employs  formalinized  leptospiral 
suspensions,  the  agglutination-lysis  technique 
uses  living  suspensions,  and  the  complement- 
fixation  technique  employs  sonically-dis- 
rupted  leptospirae.  It  seems  apparent  at  this 
i time  that  the  agglutination  and  agglutination- 
lysis  procedures  show  fair  agreement  and  are 
imuch  more  specific  for  the  particular  species 
of  leptospirae  than  the  complement-fixation 
test.  It  should  be  emphasized  that  there  is  no 
single  antigen  which  can  be  used  to  determine 
the  presence  of  antibodies  caused  by  all  mem- 
bers of  the  leptospiral  group.  Antibodies 
usually  begin  to  appear  on  about  the  tenth 
i day  of  illness.  Complement-fixation  titers 
I usually  increase  to  about  1:100  to  1:200  and 
[imay  persist  for  as  long  as  three  months, 
i Agglutination  and  agglutination-lysis  titers 
; may  reach  as  high  as  1:30,000  and  may  persist 


at  appreciable  levels  for  over  a year.  An  ap- 
preciable titer  indicates  present  or  past  lepto- 
spiral infection,  although  a single  titer  should 
never  be  accepted  as  definite  evidence  of 
present  infection.  Only  a series  of  titrations 
at  approximately  weekly  intervals,  reflecting 
a constant  and  appreciable  increase  in  titer, 
should  be  accepted  as  evidence  of  present  in- 
fection. 

It  is  evident  that  the  bacteriologist  can  be 
of  very  little  help  to  the  physician  during  the 
first  week  of  this  illness;  however,  diligent 
laboratory  study  initiated  by  alert  physicians 
can  reflect  over  a period  of  time  the  occur- 
rence and  incidence  of  human  leptospirosis 
in  a population.  It  is  to  be  hoped  that  lab- 
oratory procedures  will_be  developed  in  the 
future,  which  will  be  of  more  diagnostic  aid 
early  in  the  course  of  this  illness.  Extensive 
descriptions  of  laboratory  procedures  in  the 
diagnosis  of  this  disease  may  be  obtained  by 
reading  the  report  of  Gochenour.^ 
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Because  of  the  paucity  of  information  con- 
cerning the  incidence  of  human  leptospirosis 
in  this  area,  it  seemed  that  a survey  of  ran- 
domly selected  human  sera  from  this  general 
area  for  leptospiral  antibodies  would  be 
justified.  A recent  survey®  of  148  veterin- 
arians attending  their  annual  meeting  in  Iowa 
in  January  1953,  revealed  that  23  out  of  140 
specimens  tested  gave  some  degree  of  re- 
action to  L.  pomona  antigen  using  the  agglu- 
tination-lysis test.  All  23  also  reacted  with 
L.  canicola  antigen  as  high  or  higher  than  the 
L.  pomona  titer.  The  above  140  specimens 
tested  represented  75  Iowa  counties  and  7 
neighboring  states.  These  authors  also  tested 
20  blood  specimens  from  residents  of  an  Iowa 
mental  hospital  and  found  8 reacting  with 
L.  canicola  and  L.  pomona  antigens. 

Accordingly,  sera  were  saved  from  blood 
specimens  submitted  to  our  laboratory  for 
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various  bacteriological  or  serological  studies, 
none  of  which  however,  were  accompanied 
by  request  for  leptospiral  tests  with  the  ex- 
ception of  repeat  specimens  on  sera  showing 
titers  in  the  survey.  Agglutination-lysis  tests 
were  performed  on  each  serum,  using  L. 
icterohemorrhagiae,  L.  canicola,  and  L. 
pomona  antigens,  following  essentially  the 
method  of  Gochenour.'' • 5 All  sera  were  di- 
luted decimally. 

The  results  are  shown  in  table  2,  from 
which  it  is  apparent  that  of  527  human  sera 
surveyed  to  date  510  were  negative,  and  17 
sera  (3.2%)  showed  some  degree  of  reaction 
with  one  or  more  of  the  3 leptospiral  antigens. 
Of  these  seventeen,  9 showed  reaction  with 
only  L.  pomona,  3 with  only  L.  icterohemor- 
rhagiae,  3 with  only  L.  canicola  and  2 showed 
I’eactions  with  both  L.  icterohemorrhagiae 
and  L.  canicola.  Five  of  the  positive  sera  (63, 
221,  351,  72,  76)  exhibited  comparatively  low 
titers  which  might  be  assumed  to  reflect  lep- 
tospiral infections  in  the  somewhat  distant 
past,  possibly  very  early  infections  before 
antibody  titers  could  be  expected  to  show 
much  increase,  or  conceivably  present  infec- 
tion with  some  species  other  than  the  three 
used  as  antigens.  The  same  possibilities  also 
apply  to  sera  256,  334,  493,  274,  and  478  whose 
titers  are  somewhat  higher.  Clinical  evalua- 
tions on  these  patients  revealed  that  63  was 
diagnosed  as  an  acute  infectious  hepatitis  in 
March  1954,  76  was  an  old  cirrhosis  of  the 
liver  of  unknown  etiology,  274  was  from  a 
febrile  illness  of  unknown  etiology,  and  72 
was  hospitalized  with  an  acute  gastro- 
enteritis. Sera  221,  256,  and  378  were  from 
patients  presenting  no  symptoms  suggestive 
of  leptospirosis.  Sera  350,  353,  495,  and  519 
possessed  titers  sufficiently  high  to  warrant 
their  being  considered  significant  of  active 
infection  or  infection  in  the  recent  past.  Clin- 
ical evaluations  of  the  other  patients  have 
not  been  available  to  date.  Obviously,  repeat 
serum  samples  should  be  tested  on  all  of  the 
above  sera  in  order  to  rule  out  the  possibility 
of  early  infections. 

The  other  two  sera  deserve  some  special 
attention.  Serum  J180  was  from  a patient 
who  had  been  ill  three  days  when  the  serum 
was  drawn.  The  general  complaints  were 
malaise,  conjunctivitis  and  the  development 
of  icterus  and  petechiae  on  the  third  or  fourth 
day  of  illness.  Since  the  symptoms  were  sug- 


gestive of  leptospirosis,  repeat  blood  samples 
were  drawn  after  the  illness  had  progressed 
approximately  10  days  (#186),  3 weeks  (#226), 
4 weeks  (#304),  and  7 weeks  (#448).  Only  the 
10-day  bleeding  exhibited  a titer,  and  that  at 
1:10.  Such  a finding  was  obviously  not  in- 
dicative of  present  infection  with  the  reacting 
antigen  L.  icterohemorrhagiae.  One  may  only 
presume  that  either  his  present  illness  is  not 
of  leptospiral  origin  and  the  low  titers  in- 
dicate possible  infection  in  the  distant  past,  or 
that  he  possibly  is  presently  infected  with 
some  leptospiral  species  distantly  related  to 
L.  icterohemorrhagiae.  Late  sequelae  and 
other  serological  tests  to  be  reported  later 
strongly  suggest  the  latter  possibility. 

Serum  specimens  172,  178,  179,  219  and  419 
are  from  the  same  patient.  Serum  172  was 
collected  shortly  after  she  became  ill  with 
what  was  thought  to  be  a possible  recurrence 
of  an  old  rheumatic  fever,  but  clinically  not 
confirmed.  She  had  regressed  from  this  at- 
tack, had  relapsed  and  was  hospitalized  when 
her  second  and  third  specimens,  178  and  179, 
were  collected  about  a month  later.  Since 
this  patient  showed  an  appreciable  titer  to 
both  L.  icterohemorrhagiae  and  L.  canicola 
but  no  increase  in  titer  between  the  two 
bleedings,  serum  #219  was  drawn  during  the 
6th  week  of  illness  (convalescence).  The  in- 
crease in  titer  was  marked  and  probably  in- 
dicative of  infection.  Serum  #419  was  drawn 
during  the  10th  week  of  illness  and  showed  a 
decline.  It  should  be  pointed  out  that  gradual 
titer  increases  are  frequently  not  evident 
when  sera  are  diluted  decimally.  Interroga- 
tion revealed  a history  of  contact  with  a pet 
dog  which  had  been  ill  about  two  weeks  pre- 
vious to  her  first  episode.  Absolute  proof  of 
infection  with  a particular  leptospiral  organ- 
ism would  of  course  not  be  possible  without 
its  isolation  from  her  blood  or  urine.  Although 
a blood  culture  is  in  progress,  it  has  so  far 
been  negative,  which  would  be  expected  in 
an  illness  of  such  duration.  Unfortunately,  a 
urine  culture  in  this  instance  was  unsatisfac- 
tory. However,  from  a serological  standpoint 
the  evidence  would  seem  to  point  towards  the 
existence  of  a leptospiral  infection  in  this 
patient. 

It  should  be  pointed  out  that  only  three 
leptospiral  antigens  were  used  in  this  survey; 
obviously  other  reacting  sera  may  have  been 
(Continued  on  Page  350) 
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Table  2 


Agglutinalion-Lysis  Tests  on  Human  Sera 


Human  Sera 

pomona 

Titers*  with  Leptospiral  Antigens 

ictero 

canicola 

510  Sera 

0 

0 

0 

1 - 63 

10 

0 

0 

1-221 

10 

0 

0 

1-256 

100 

0 

0 

1 - 334 

100 

0 

0 

1-350 

10,000 

0 

0 

1-351 

10 

0 

0 

1-353 

10,000 

0 

0 

1-493 

100 

0 

0 

1-495 

1,000 

0 

0 

1-274 

0 

100 

0 

1-519 

0 

10,000 

0 

1 -.478 

0 

0 

10 

1 - 72 

0 

0 

10 

1-378 

0 

0 

100 

1 - 76 

0 

10 

10 

1-180 

0 

0 

0 

186 

0 

10 

0 

226 

0 

0 

0 

304 

0 

0 

0 

448 

0 

0 

0 

1 - 172 

0 

100 

100 

178 

0 

100 

100 

179 

0 

100 

100 

219 

0 

10,000 

10,000 

419 

0 

1,000 

1,000 

527  Total 

* Expressed  as  reciprocals. 
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OBSTRUCTIVE  LESIONS  IN  THE 
GASTROINTESTINAL  TRACT  DURING 
INFANCY  AND  CHILDHOOD* 

John  L.  Keeley,  M.D.** 

Chicago,  Illinois 


Obstruction  in  the  upper  gastrointestinal 
tract  in  infants  and  children  is  a broad  sub- 
ject. The  lesions  to  be  considered  in  this 
presentation  are  four,  i.e.,  (1)  congenital  hy- 
pertrophic pyloric  stenosis,  (2)  malrotation  of 
the  bowel,  (3)  duodenal  and  jejunal  stenosis 
and  atresia,  and  (4)  annular  pancreas.  It  will 
be  noted  that  all  of  these  can  give  rise  to  ob- 
struction in  a rather  short  segment  of  the 
intestinal  tract,  that  is,  from  the  pylorus 
through  the  duodenum  and  into  the  upper 
jejunum.  There  are,  however,  distinguishing 
features  which  will  aid  in  the  differentiation 
of  these  obstructions,  and  the  corrective  meas- 
ures in  each  will  be  discussed  briefly. 

CONGENITAL  HYPERTROPHIC 
PYLORIC  STENOSIS 

Congenital  hypertrophic  pyloric  stenosis  is 
the  most  common  of  these  obstructive  lesions. 
Since  80  per  cent  of  patients  with  this  dis- 
turbance are  males,  the  typical  history  is 
that  of  a male  child,  often  the  first-born,  and 
usually  without  other  congenital  anomalies, 
who  begins  to  vomit  small  amounts  of  feed- 
ings which  do  not  contain  bile.  This  usually 
begins  at  the  end  of  the  second  week  of  life, 
and  the  amount  and  frequency  of  the  emesis 
increases.  As  little  food  passes  through  the 
pylorus,  stools  decrease  in  amount  and  num- 

*Presented  at  the  South  Dakota  State  Medical 
Association  Annual  Meeting,  May  1954,  Huron, 
S.  D. 

**From  the  Department  of  Surgery,  Stritch  School 
of  Medicine  of  Loyola  University,  Mercy  Hos- 
pital, and  Cook  County  Hospital,  Chicago,  Ill- 
inois. 


ber,  but  hunger  persists,  and  is  indicated  by 
sucking  on  the  fingers,  this  maneuver  being 
resumed,  often  immediately  after  emesis. 

Physical  examination  often  shows  a var- 
iable degree  of  dehydration,  but  two  findings 
are  worth  emphasis.  One  is  the  presence  of 
waves  in  the  epigastrium  due  to  gastric 
peristalsis,  as  the  stomach  attempts  to  force 
its  contents  through  the  stenotic  pyloric  canal. 
These  waves  may  be  quite  deep,  but  even 
shallow  ones  are  seen  with  suitable  lighting. 
They  pass  from  the  left  costal  margin  to  the 
pyloric  region.  The  other  finding  which 
should  be  emphasized  is  the  pyloric  tumor. 
It  is  absolutely  diagnostic  of  the  condition, 
and,  therefore,  should  be  sought  diligently. 
Repeated  examinations  may  be  necessary, 
and,  occasionally,  sedation,  to  permit  relaxa- 
tion of  the  abdominal  wall,  may  be  used.  The 
tumor  is  sought  with  the  long  finger  of  the 
left  hand,  with  the  examiner  standing  on  the 
left  side  of  the  crib.  The  area  below  the  costal 
margin,  and  lateral  to  the  edge  of  the  right 
rectus  muscle  is  examined,  and  efforts  made 
to  impinge  the  tumor  against  the  vertebral 
column,  near  which  it  normally  lies.  Light 
palpation  often  leads  to  confusion,  and,  of 
course,  it  goes  without  saying  that  palpation 
in  an  infant  who  resists  examination  is 
utterly  useless.  The  finding  of  this  firm, 
olive-shaped  tumor  provides  the  examiner 
with  a sign  which  is  unmistakable.  If  careful 
and  persistent  attempts  are  made  to  palpate 
the  tumor,  it  will  be  found  in  more  than  95 
per  cent  of  cases  (closer  to  98  per  cent  in  our 
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} own  series).  Failure  to  find  the  tumor  should 
,i:  arouse  doubt  as  to  the  existence  of  congenital 
r!  hypertrophic  pyloric  stenosis. 

■'  Among  the  conditions  from  which  it  must 
[i  be  differentiated  are  pylorospasm  and  vomit- 
I ing  from  cerebral  causes,  in  addition  to  other 
conditions  to  be  described  later  in  this  paper, 
i:  Use  of  Pronestyl  orally  has  been  helpful  as  a 
' therapeutic  test  in  suspected  pylorospasm. 
i There  has  been  no  response,  when  it  is  used 
] in  congenital  hypertrophic  pyloric  stenosis, 
j Roentgenographic  studies  are  rarely  neces- 
sary to  make  the  diagnosis  of  congenital  hy- 
pertrophic pyloric  stenosis.  The  clinical  his- 
tory and  the  physical  examination,  particu- 
larly the  palpation  of  the  tumor,  are  all  that 
are  ordinarily  necessary.  Complete  gastric 
retention  of  barium  can  be  found  in  pyloro- 
spasm, and,  therefore,  is  not  diagnostic  of 
congenital  hypertrophic  pyloric  stenosis, 
i However,  demonstration  of  a string-like 
barium  shadow  outlining  the  narrow  and 
elongated  pyloric  channel  is  diagnostic. 

The  treatment  is  surgical,  but  operation 
should  be  delayed  only  long  enough  to  correct 
dehydration  and  any  electrolyte  imbalance, 
j Open-drop  ether,  with  oxygen  flowing  con- 
tinuously under  the  mask,  is  the  anesthetic  of 
! choice.  A short  incision,  sufficient  to  permit 
delivery  of  the  tumor,  is  all  that  is  necessary. 
The  circular  fibers  are  split  until  the  mucosa 
bulges  through  the  line  of  separation.  Care 
must  be  taken  to  avoid  perforating  the  duo- 
denal mucosa,  as  the  fibers  in  the  distal  end 
of  the  tumor  are  separated.  The  separation 
should  proceed  until  normal  thickness  of 
stomach  and  duodenal  wall  is  reached.  Re- 
sumption of  feedings  may  begin  within  four 
to  six  hours  following  surgery. 

I MALROTATION 

An  extrinsic  cause  of  duodenal  obstruction 
is  that  which  is  found  in  cases  of  malrotation. 
Adhesions  extend  from  the  ileocecal  region, 
or  from  a part  of  the  colon,  across  the  duo- 
denum to  the  posterior  abdominal  wall.  The 
degree  of  obstruction,  of  course,  determines 
the  severity  of  symptoms,  their  time  of  on- 
set, and  the  physical  and  roentgenographic 

I findings.  If  there  is  severe  obstruction,  the 
patient  will  vomit  feedings  during  the  first 
few  days  of  life.  Emesis  contains  bile,  as  the 
obstruction  is  rarely  above  the  level  of  the 
papilla  of  Vater.  If  mild  compression  of  the 
j duodenum  exists,  the  patient  may  attain 


adult  life  without  having  symptoms.  In  the 
severe  cases,  however,  little  passes  through 
the  duodenum,  and  there  is  upper  abdominal 
distension  due  to  the  dilated  stomach  and 
duodenum,  whereas  the  lower  abdomen  may 
be  flat  or  scaphoid.  Stools  become  infrequent. 
Roentgenographic  studies  (fig.  1)  show  dis- 
tension by  air  of  the  stomach  and  duodenum, 
but  with  a little  gas  in  the  bowel  below  this 
point.  This  rules  out  atresia.  A barium  enema 
(fig.  1)  usually  shows  the  cecum  in  the  right 
upper  quadrant  or  in  the  epigastrium,  and 
establishes  the  diagnosis. 

The  treatment  is  surgical.  An  approach 
through  an  incision  sufficiently  long  to  per- 
mit withdrawal  of  the  small  bowel  in  one 
mass  is  helpful.  Upon  opening  the  abdomen, 
the  absence  of  colon  in  the  right  upper  quad- 
rant verifies  the  diagnosis.  With  the  small 
bowel  withdrawn  from  the  abdomen,  the 
bloodless  bands  across  the  duodenum  are 
divided,  and  the  collapsed  duodenum  usually 
fills  promptly.  In  order  to  avoid  overlooking 
an  atresia,  or  stenosis  of  the  small  bowel, 
gas  is  “milked”  all  the  way  through  the  small 
bowel  to  the  ileocecal  region.  The  patency 
of  the  gastrointestinal  tract  is  thus  proved,  as 
the  barium  enema  has  previously  shown  the 
colon  to  be  patent.  This  maneuver  also  will 
disclose  a rotation  of  the  midgut  on  the  su- 
perior mesenteric  artery,  a so-called  midgut 
volvulus,  should  it  be  present. 

Although  other  anomalies  may  co-exist, 
and  be  a factor  in  the  mortality,  prognosis  is 
good.  Fatalities  are  those  associated  with  the 
hazards  and  complications  of  abdominal  sur- 
gery in  infants  generally. 

STENOSES  AND  ATRESIAS 

Stenoses  and  atresias  of  the  duodenum  and 
jejunum  constitute  another  important  group 
of  obstructive  lesions.  Since  stenosis  means 
narrowing,  and  atresia  means  complete  ob- 
struction, it  might  appear  undesirable  to  con- 
sider them  together.  However,  both  are  due 
to  faulty  transformation  of  the  intestinal  tract 
from  a solid  cord  to  a hollow  tube  during  the 
second  or  third  month  of  fetal  life.  In  atresia, 
a diaphragm  may  persist  with  linear  contin- 
uity of  the  bowel,  or  there  may  be  two  blind 
ends,  entirely  separated,  or  fastened  together 
by  a cord  or  thread  of  tissue.  In  either  case, 
desquamated  epithelium,  from  the  skin  of  the 
fetus,  has  no  opportunity  to  become  a con- 
stituent of  meconium.  It  is  on  this  basis  that 
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Fig.  1.  Stomach  and  a portion  of  duodenum  outlined  by  gas  in  case  of  malrotation  of  the  bowel  with 
duodenal  obstruction  due  to  adhesive  bands.  The  barium  enema  shows  the  ilececal  region  high  on  the 
right  side  and  the  colon  returning  to  the  midline  from  the  hepatic  flexure  instead  of  descending  to  the 
right  lower  quadrant. 


the  Farber  test  is  used  to  denote  its  absence. 
The  fact  that  amniotic  fluid  does  not  have  the 
opportunity  of  entering  the  bowel  is  thought 
to  be  the  basis  for  the  association  of  polyhy- 
dramnios with  atresia  as  is  occasionally  seen. 

In  atresias,  the  vomiting  occurs  as  soon  as 
feedings  are  begun.  The  emesis  normally 
contains  bile,  as  atresias  above  the  ampulla 
of  Vater  are  rare.  Upper  abdominal  disten- 
sion develops,  and  may  disappear  as  the 
stomach  is  emptied.  Peristaltic  waves  may 
be  seen.  A plain  film  of  the  abdomen  (fig.2) 
shows  the  dilated  stomach  and  duodenum, 
but  no  gas  shadows  below  that  level.  A 
barium  enema  is  not  necessary  when  a com- 
plete obstruction  at  a high  level  has  been 
demonstrated. 

Preoperative  preparation  includes  gastric 
suction  by  means  of  a small,  soft  catheter,  and 
attention  to  proper  hydration.  A right  rectus 
incision  is  usually  made,  and  a side-to-side 
anastomosis  around  the  obstructed  area,  or 
to  establish  continuity  between  two  blind 
ends  of  bowel,  is  accomplished.  Perforation 


Fig.  2.  Gaseous  distention  of  stomach,  duodenum 
and  a short  segment  of  jejunum.  Note  there  are  no 
other  gas  shadows  in  the  remaining  abdominal 
area. 
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of  a veil-like  diaphragm,  which  is  the  manner 
' of  obstruction  in  some  cases,  has  been  at- 
tempted through  an  opening  in  the  bowel 
i wall  above  the  obstruction.  This  is  unsatis- 
I factory,  as  it  may  leave  a stenosis  which  can 
cause  almost  as  much  trouble  as  the  original 
I atresia.  As  in  the  malrotation  cases,  milking 
' air  through  the  entire  length  of  the  small 
I bowel  is  necessary  to  rule  out  additional  areas 
i of  obstruction,  despite  the  fact  that  they  are 
not  frequently  encountered.  Although  post- 
operative obstruction  by  peritoneal  adhesions 
is  responsible  for  most  deaths,  peritonitis,  pul- 
i monary  complications,  and  prematurity  are 
j frequent  causes,  or  contributing  factors. 

■ What  has  been  said  about  the  treatment  of 
; atresias  applies  also  to  the  cases  of  stenoses. 

If  the  stenosis  is  high-grade,  there  is  little  to 

■ distinguish  it  from  one  in  which  an  atresia 
: exists.  If  the  stenosis  is  not  severe,  onset  of 
' symptoms  may  be  delayed  for  several  weeks 

or  months,  and  may  be  precipitated  by  change 
; in  feedings.  Stenoses  are  rarely  multiple. 

ANNULAR  PANCREAS 

I Annular  pancreas  is  a rare  cause  of  duo- 

■ denal  obstruction;  about  ninety  cases  have 
' been  reported.  The  dorsal  and  ventral  pan- 
I creatic  anlage  encircle  the  duodenum  as  a 
! pincers  instead  of  fusing  to  form  the  usual 
I pancreatic  mass.  The  ring  may  be  complete 
I or  incomplete.  Ostruction  may  be  due  to  com- 
J pression  by  pancreatic  tissue  itself,  or  by 

underlying  stenosis  of  the  duodenum.  In  the 
newborn,  an  obstruction  of  the  duodenum 
produces  the  same  clinical  picture  as  do  the 
intestinal  stenoses  of  high-grade  alone.  The 
vomitus  may  or  may  not  contain  bile,  as  the 
exact  level  of  obstruction  varies.  A so-called 
“double-bubble”  shadow  of  dilated  pylorus 
and  duodenum  (fig.  3)  is  not  diagnostic,  but 
suggests  an  annular  pancreas. 

Prompt  surgical  treatment  is  in  order.  It 
may  be  tempting  to  anticipate  release  of  the 
duodenum  by  dividing  the  pancreatic  ring. 
This,  however,  may  lead  to  hemorrhage,  pan- 
creatic necrosis,  or  fistula.  In  addition,  re- 
lease of  the  pancreatic  tissue  will  do  little 
for  an  underlying  stenosis.  Therefore,  the 
treatment  of  choice  is  a duodenojejunostomy, 
as  was  originally  proposed  by  Gross  and 
Chisholm. 

SUMMARY 

From  the  above  discussion,  it  is  apparent  that, 
except  for  the  congenital  hypertrophic  pyloric 
stenosis  cases,  diagnosis  was  suggested  or  estab-  ^ 


Fig.  3.  Gaseous  distention  of  the  stomach  and 
part  of  the  duodenum  in  a case  of  annular  pan- 
creas. The  “double  bubble”  shadow  seen  to  the 
right  of  the  vertebral  column  is  highly  suggestive 
of  obstruction  of  the  duodenum  due  to  annular 
pancreas. 

lished  by  suitable  x-ray  studies.  Early  study  by 
x-ray  of  any  infant  not  doing  well  is  a harmless 
procedure,  and  when  findings  characteristic  of 
complete  obstruction  in  the  area  of  the  duodenum 
or  jejunun  are  shown,  early  surgical  intervention 
is  in  order.  Valuable  time  will  not  be  lost  while 
changes  in  dietary  management  or  medications 
are  evaluated. 
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SCHOOL  CERTIFICATION  AND 
TUBERCULIN  TESTING 
R.  G.  MAYER.  M.D..  ABERDEEN.  S.  D. 
(Panel  Discussion  — South  Dakota  Tuber 
culosis  and  Health  Association  Annual 
Meeting,  Aberdeen,  S.  D..  April  25,  1955) 


The  importance  of  a long-range  program 
for  the  control  and  eradication  of  tuberculosis 
in  South  Dakota  is  evident  from  these  statis- 
tics quoted  from  the  1953  Annual  Report  of 
the  Division  of  Public  Health  Statistics,  South 
Dakota  Department  of  Health.  The  total 
number  of  deaths  caused  by  infective  and 
parasitic  diseases  was  102,  and  60  of  these 
were  due  to  tuberculosis.  In  spite  of  all  of 
the  recent  publicity  about  poliomyelitis,  only 
9 of  these  102  deaths  were  ascribed  to  in- 
fantile paralysis  . Of  the  reported  cases  of 
Reportable  Diseases  in  South  Dakota  only 
measles,  streptococcal  sore  throat  (including 
scarlet  fever),  gonorrhea  and  poliomyelitis  re- 
ported higher  totals  than  tuberculosis,  there 
being  225  cases  of  poliomyelitis  and  223  of 
tuberculosis. 

During  1954,  185  new  cases  of  tuberculosis 
were  reported  in  South  Dakota  and  there  are 
now  1,841  cases  in  the  case  register  under 
supervision  of  the  South  Dakota  State  De- 
partment of  Health.  That  tuberculosis  is  still 
a major  health  problem,  therefore,  cannot  be 
denied.  Because  of  the  development  of  new 
drugs  and  new  surgical  techniques,  the  death 
rate  from  tuberculosis  is  decreasing  but  the 
incidence  is  increasing.  It  has  been  estimated 
that  of  the  400,000  active  cases  in  this  country 
approximately  240,000  are  not  hospitalized 
and  in  a position  to  spread  the  disease,  be- 
cause tuberculosis  is  contagious.  As  a matter 
of  economics  it  has  been  estimated  that  each 


case  of  tuberculosis  cost  approximately  $15,- 
000.00.  This  amount  includes  cost  of  medical 
and  nursing  care,  hospitalization,  health  edu- 
cation, case  finding,  rehabilitation,  loss  of 
patient’s  wages,  compensation,  pensions,  and 
relief  payments  to  the  patient’s  family  while  . 
he  is  recuperating. 

The  importance  of  the  tuberculin  test  in  a : 
program  for  the  elimination  of  tuberculosis  i 
cannot  be  over-estimated.  Dr.  David  T.  | 
Smith,  Professor  of  Bacteriology  at  Duke  j 
University  School  of  Medicine,  has  stated  j 
that  “the  percentage  of  positive  tuberculin 
reactors  is  an  indirect  measure  of  the  amount  i 
of  undetected  open  tuberculosis  in  the  com-  i 
munity.”  In  spite  of  the  recent  improvement  ) 
in  treatment  of  tuberculosis  the  fact  must  i 
always  be  remembered  that  no  case  of  tuber-  i 
culosis  can  be  treated  until  it  is  first  dis-  I 
covered.  Even  with  the  best  of  treatment,  the  ; 
longer  the  disease  has  been  present  and  the  ; 
more  extensive  the  disease,  the  less  effective  i 
the  treatment. 

If  our  search  for  the  unknown  and  the  early  : 
case  of  tuberculosis  is  to  be  effective,  we  must 
know  which  persons  harbor  tubercle  bacilli, 
since  these  are  the  potential  cases  of  tuber-  ' 
culosis  of  the  future.  All  positive  reactors  to 
the  tuberculin  test  should  have  periodic  chest  ' 
x-ray  films  and,  when  indicated,  complete 
examination  for  tuberculosis.  The  x-ray  films 
should  be  interpreted  by  someone  with  ade- 
quate experience.  Even  the  best  radiologists 
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will  often  need  more  roentgenograms  and 
clinical  data  before  making  a definite  diag- 
nosis. 

The  Committee  on  Tuberculosis  of  the 
American  School  Health  Association  was  ap- 
pointed in  1934,  with  Dr.  J.  Arthur  Myers,  of 
Minneapolis,  as  Chairman.  The  committee 
believe  that  the  most  effective  program  in 
schools  would  involve  actual  participation  of 
the  children  and  personnel.  Its  members  had 
noted  that  wherever  a good  Tuberculosis 
Control  Method  had  been  operating  in  schools 
for  a number  of  years,  the  mortality,  mor- 
bidity and  infection  attack  rates  have  been 
decreasing  much  more  rapidly  than  in  other 
areas.  After  considering  numerous  projects  a 
plan  for  certification  of  schools  which  would 
meet  certain  qualifications  with  reference  to 
tuberculosis  control  work  was  adopted.  Sub- 
committees were  appointed  in  each  state  and 
in  a few  of  the  larger  cities. 

The  object  of  mass  Mantoux  testing  of 
school  children,  teachers  and  school  personnel 
is  to  find  all  persons  who  react  to  tuberculin, 
examine  them  promptly  and  to  screen  out 
the  few  who  at  the  moment  may  have  clinical 
disease,  and  re-examine  the  remainder 
periodically  so  as  to  discover  them  before 
their  lesions  cause  symptoms  and  become 
contagious.  A school  program  in  which  all  of 
the  children  and  the  personnel  participate 
constitutes  the  best  possible  educational  work 
in  this  field.  Such  a program  frees  the  school 
from  contagious  cases  of  tuberculosis  and 
often  finds  in  homes  and  community  the 
source  of  infection  in  children.  It  tends  to 
prevent  school  personnel  from  knowingly  or 
unknowingly  working  in  schools  while  they 
have  contagious  tuberculosis. 

Certification  not  only  climaxes  the  success 
of  a school’s  tuberculosis  case-finding  pro- 
gram, but  also  serves  as  an  excellent  means 
of  teaching  health  education  to  both  person- 
nel and  pupils.  A thorough  knowledge  of 
certification  requirements  stimulates  a keener 
interest  in  the  subject  of  tuberculosis  in  the 
school  children,  teachers,  parents  and  other 
personnel,  and  this  enthusiasm  naturally 
spreads  to  their  homes  and  eventually  to  the 
entire  community.  When  the  certificate  is 
presented  to  the  school  the  meaning  of  the 
award  should  be  explained  and  the  import- 


ance of  maintaining  certification  stressed  in 
order  to  assure  continued  success  of  the  pro- 
gram. 

Briefly  the  requirements  to  obtain  a Class 
A Certificate  for  a school  are: 

1.  Testing  from  95-100%  of  the  pupils  and 
making  chest  x-ray  inspection  of  all 
positive  reactors  each  year. 

2.  Testing  100%  of  all  school  personnel 
(teachers,  janitors,  bus  drivers,  cooks, 
clerical  help,  etc.)  and  making  chest  x- 
ray  inspections  of  all  positive  reactors. 

3.  Completing  examination  of  all  who  pre- 
sent shadows  which  might  be  caused  by  a 
tuberculosis  lesion. 

4.  Removing  from  school  until  adequate 
treatment  has  been  administered  and  the 
danger  of  contagion  is  remote,  all  students 
and  members  of  personnel  who  were 
found  to  have  progressive  tuberculosis  in 
any  part  of  the  body. 

Qualifications  for  Class  B Certificates  are 
the  same  as  for  Class  A except  that  only  80  to 
95%  of  the  pupils  are  tested. 

While  it  is  comparatively  easy  for  the  small 
rural  schools  to  earn  a certificate,  consider- 
able effort  and  planning  are  necessary  for  a 
large  city  school  to  fulfill  the  requirements. 
To  initiate  a tuberculin  testing  program  in 
the  schools  you  must  have  well-organized 
educational  campaigns  and  the  cooperation 
and  interest  of  numerous  groups.  The  local 
newspapers  and  radio  stations  can  be  very 
helpful  in  publicizing  various  phases  of  the 
program.  The  active  assistance  of  Parent- 
Teachers  Associations  should  be  procured, 
and  the  approval  and  participation  of  family 
physicians  and  medical  societies  in  endorsing 
and  backing  the  program  is  essential.  It  is 
also  necessary  to  have  the  support  of  volun- 
tary workers,  and  naturally  the  whole- 
hearted cooperation  of  school  officials,  super- 
intendents, school  boards  and  teachers.  The 
local  Tuberculosis  Association  should  play  a 
leading  role  in  stimulating  public  interest 
and  coordinating  activities.  The  cooperation 
of  health  officers  and  public  health  nurses  is 
essential.  Inaugurating  such  a program  in- 
cludes many  details,  arrangements  for 
parent’s  consent  slips,  individual  record  cards, 
and  meticulous  follow-up  work  in  order  to 
make  the  project  a success. 
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Reports  from  Minnesota  where  the  school 
certification  program  was  first  started  ten 
years  ago  are  very  encouraging.  Dr.  Lewis  S. 
Jordan,  Granite  Falls,  Minn.,  in  his  report  on 
School  Accreditation  in  the  Riverside  Sana- 
torium District  stated  “We  are  often  asked 
‘Why  not  use  the  mobile  x-ray  unit  in  this 
school  work?’  Our  answer  is,  x-ray  detects 
only  gross  pathology.  It  does  not  tell  who  is 
harboring  tubercle  bacilli  in  his  or  her  body. 
Much  damage  may  be  done  by  the  time  path- 
ology is  located  by  x-ray  film.  A reactor  who 
is  harboring  tubercle  bacilli  must  have 
routine  x-ray  film  follow-up  and  every  effort 
should  be  made  to  seek  out  and  isolate  the 
source  of  infection.  It  is  often  said  that  Man- 
toux  surveys  do  not  justify  themselves,  as  so 
little  pathology  is  found  in  the  x-ray  films. 
This  is  not  true.  We  do  see  evidence  of 
pathology  in  the  films  of  these  school  chil- 
dren. We  see  increase  in  the  size  of  the  bron- 
chial and  the  peri-bronchial  shadows,  the 
hilum  lymph  node  shadows  and  calcium  de- 
posits forming.  This  we  can  carefully  ob- 
serve in  our  plan  of  periodical  x-ray  film 
study,  watching  them  retrogress  or  occasion- 
ally progress.  In  the  latter,  this  is  the  time  to 
act,  before  actual  pulmonary  destruction 
occurs.” 

Here  in  South  Dakota  our  State  Committee 
consists  of  Doctors  Roscoe  E.  Dean,  Wessing- 
ton  Springs;  H.  Russell  Brown,  Watertown; 
N.  E.  Wessman,  Sioux  Falls;  C.  L.  Behrens, 
Rapid  City;  and  I was  appointed  Chairman  of 
this  Committee  by  the  National  Committee. 
Dr.  Dean  has  reported  35  rural  schools  in 
Jerauld  and  Buffalo  Counties  as  qualifying 
for  certification.  Here  in  Brown  County  after 
months  of  preliminary  planning,  we  started 
our  active  test  program  in  January.  We  have 
administered  over  2,000  tests  in  14  schools, 
with  4%  showing  positive  reactions.  By  the 
end  of  the  school  year  in  1956  we  expect  to 
administer  approximately  7,000  tests,  includ- 
ing every  school  in  the  county. 

Annual  tuberculin  testing  in  school  chil- 
dren is  the  most  sensitive  measure  of  effec- 
tiveness of  the  overall  tuberculosis  control 
program  and  should  be  continued  until  the 
control  program  has  eliminated  all  spreaders 
of  the  disease  and  the  school  children  all  have 
negative  tests,  according  to  Dr.  David  T. 
Smith. 


As  Dr.  J.  A.  Myers  summed  up  his  Report 
of  the  Committee  on  Tuberculosis  of  the 
American  School  Health  Association  on  Oc- 
tober 14,  1954,  “This  program  is  striking  at 
the  very  heart  of  tuberculosis.  It  is  an  attack 
upon  the  tubercle  bacillus  rather  than  just 
the  gross  disease  it  causes.  The  school  cer- 
tification project  has  proved  so  effective  that 
we  do  not  believe  there  is  any  activity  today 
that  is  capable  of  accomplishing  more  in  the 
tuberculosis  eradication  program.  Our  objec- 
tive is  to  have  a certificate  of  the  American 
School  Health  Association  displayed  on  the 
walls  of  every  public,  private  and  parochial 
school  in  this  country.” 


FELLOWSHIPS  FOR  BASIC  RESEARCH 
IN  ARTHRITIS 

The  Arthritis  and  Rheumatism  Foundation 
is  offering  the  following  research  fellowships 
in  the  basic  sciences  related  to  arthritis: 

1.  Predoctoral  fellowships  ranging  from  $1,- 
500  to  $3,000  per  annum,  depending  on  the 
family  responsibilities  of  the  fellow,  ten- 
able for  1 year  with  prospect  of  renewal. 

2.  Postdoctoral  fellowships  ranging  from  $4,- 
000  to  $6,000  per  annum,  depending  on 
family  responsibilities,  tenable  for  1 year 
with  prospect  of  renewal. 

3.  Senior  fellowships  for  more  experienced 
investigators  will  carry  an  award  of  $6,000 
to  $7,500  per  annum  and  are  tenable  for  5 
years. 

The  deadline  for  applications  is  October 
15,  1955.  Applications  will  be  reviewed  and 
awards  made  in  January  1956. 

For  information  and  application  forms 
Address  the  Medical  Director 
The  Arthritis  and  Rheumatism  Foundation 
23  West  45th  Street  New  York  36,  N.  Y. 
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HEALTH  INSURANCE— 1954 

Nearly  two  out  of  every  three  men,  women, 
and  children  in  the  United  States  now  are 
protected  by  voluntary  health  insurance.  The 
Health  Insurance  Council  announced  this  in 
releasing  the  findings  of  its  ninth  annual  sur- 
vey of  health  insurance  in  America,  as  of 
December  31,  1954. 

“This  survey  shows,”  said  Council  chair- 
man John  H.  Miller,  “that  many  more  Amer- 
icans now  have  more  and  better  health  in- 
surance than  ever  before.  Measured  in 
terms  of  benefits  paid  out  by  insuring  organ- 
izations in  1954,  striking  progress  was  made 
during  the  year.  And  the  survey  figures  in- 
dicate continuing  progress  at  rapid  rates  for 
the  forseeable  future.” 

Mr.  Miller  estimates  that,  by  the  end  of 
this  month,  some  104  million  persons  will 
have  voluntary  health  insurance  against  hos- 
pital expenses.  About  89  million  people  will 
have  surgical  expense  protection,  and  50  mil- 
lion will  have  regular  medical  expense  pro- 
tection. These  figures  are  based  on  conserva- 
tive projections  of  the  1954  year-end  data  pre- 
sented in  the  survey,  Mr.  Miller  said. 

The  total  of  benefit  payments  on  health 
insurance  claims  reported  by  the  survey  for 
1954  exceeded  $2.7  billion,  a gain  of  11%  over 
the  previous  year.  Of  the  total  amount,  more 
than  half  went  to  help  meet  the  hospitaliza- 
tion expenses  of  beneficiaries,  and  more  than 
$730  million  went  for  surgery  and  medical 
care.  Benefit  payments  to  policyholders  by 
insurance  companies  for  loss  of  income  due 
to  disability  totalled  in  excess  of  half  a bil- 
lion dollars  last  year,  the  survey  reports. 


Of  the  aggregate  benefit  payments  in  1954 
by  all  forms  of  voluntary  health  insurance, 
56%  of  the  total  came  from  the  insurance 
companies.  The  dollar  amount  paid  by  the 
companies  was  over  $1.5  billion,  including 
loss-of-income  benefits.  Chart  I. 


CHART  I 


DISTRIBUTION 

OF  HOSPITAL  EXPENSE  COVERAGE 
BY  TYPE  OF  INSURING  ORGANIZATION 


Numbers  covered  Goin  In  numbers 

o'  end  1953  covered  during  1954 


Source:  The  Heolth  Insuronce  Council 


Blue  Cross  and  Blue  Shield  type  plans 
paid  more  than  $1  billion,  or  39%  of  the  total. 
Various  independent  plans  accounted  for  the 
remaining  5%  of  the  total. 

On  December  31,  1954,  the  date  as  of  which 
the  survey  was  made,  a total  of  101,493,000 
Americans  had  hospital  expense  protection. 
This  represents  an  increase  of  4.3%  during 
that  year,  a rate  of  increase  which  is  over 
21/2  times  the  rate  of  population  growth  in 
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the  same  period.  Since  the  beginning  of  1941, 
the  number  of  persons  with  hospital  expense 
protection  has  multiplied  nearly  V-h  times. 

Nearly  86  million  persons  had  surgical  ex- 
pense protection  by  the  end  of  1954.  This 
represents  an  increase  of  6.1%  over  the  pre- 
vious year.  Ordinarily,  people  with  surgical 
coverage  also  have  hospitalization  protection. 
So,  up  to  85%  of  those  with  hospital  expense 
protection  also  had  surgical  coverage  — up 
from  a figure  of  83%  one  year  earlier.  Since 
1941,  the  number  of  persons  with  surgical 
insurance  has  multiplied  about  16  times. 
Chart  II. 


CHART  II 


DISTRIBUTION 

OF  SURGICAL  EXPENSE  COVERAGE 
BY  TYPE  OF  INSURING  ORGANIZATION 


* Slight  d*cr«a»«  in  numb«ri  Y^A 

cev«r*d  during  1954  Numbers  covered  Gain  in  numbers 

of  end  of  1953  covered  during  1954 

Source  The  Heolth  Insuronce  Council 

Regular  medical  expense  coverage  in- 
creased by  more  than  four  million  persons,  or 
nearly  11%  during  1954,  to  give  a total  of 
more  than  47  million  who  have  this  protec- 
tion against  the  cost  of  non-surgical  medical 
care  by  their  doctors.  People  with  medical 
expense  protection  usually  have  hospital  and 
surgical  protection  as  well.  Chart  III. 

A total  of  nearly  39  million  workers  had 
protection  at  the  close  of  1954  against  loss  of 
income  due  to  disability.  This  figure  repre- 
sents about  60%)  of  the  total  civilian  labor 
force  in  the  nation  at  the  time. 

The  newest  form  of  voluntary  health  in- 
surance — major  medical  expense  insurance 
— is  shown  by  the  survey  to  protect  more 
than  2.2  million  persons  against  the  costs  of 
catastrophic  illness.  This  figure  represents  a 
gain  of  83%  during  last  year. 


CHART  III 


DISTRIBUTION 

OF  MEDICAL  EXPENSE  COVERAGE 
BY  TYPE  OF  INSURING  ORGANIZATION 


at  end  o»  1953  covered  during  1954 

Source  The  Heolth  Insuronce  Council 


Major  medical  expense  insurance,  the 
Council  points  out,  not  only  goes  beyond  cus- 
tomary policies  and  plans  in  protecting 
against  heavy  hospital  and  doctor  bills,  but 
it  also  protects  against  almost  all  other  types 
of  medical  expense  due  to  disability,  includ- 
ing the  costs  of  special  duty  nursing,  artificial 
limbs  and  appliances,  and  drugs  and  med- 
icines. 

The  Health  Insurance  Council  consists  of 
nine  associations  in  the  insurance  business. 
These  associations  are  in  turn  made  up  of 
companies  providing  the  various  forms  of 
protection  against  hospital,  surgical  and  med- 
ical costs  and  loss  of  income  due  to  dis- 
ability. These  companies  provide  most  of  the 
health  insurance  issued  by  insurance  com- 
panies in  the  United  States  . 

The  Council  has  been  set  up  by  the  insur- 
ance business  to  function  as  a central  source 
for  practical  and  technical  assistance  to  med- 
ical associations  and  hospital  administrators 
in  connection  with  the  development  and  use 
of  accident  and  health  benefits,  and  as  a cen- 
tral source  of  information  concerning  this 
type  of  insurance. 

The  Council’s  members  are;  American  Life 
Convention,  American  Mutual  Alliance,  As- 
sociation of  Casualty  and  Surety  Companies, 
Association  of  Life  Insurance  Medical  Direc- 
tors, Bureau  of  Accident  and  Health  Under- 
writers, Health  and  Accident  Underwriters 
(Continued  on  Page  362) 
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A pleasure  was  afforded  me  recently,  in  my 
visitation  to  the  Black  Hills  District  Meeting 
at  Spearfish,  which  was  called  “The  Annual 
Trout  Fry.”  Twenty  nine  years  ago,  this  was 
instigated  by  Dr.  Lyle  Hare  and  it  has  con- 
tinued throughout  the  following  years  — by 
his  labor  and  efforts.  He  is  truly  a great  fisher- 
man, as  well  as  a great  physician. 

It  is  always  a pleasure  to  come  across  some- 
one who  really  has  our  Association  and  his 
home  town  at  heart  — one  who  is  always  doing 
things  to  improve  them.  Quite  the  contrast  to 
the  physician  who  complains  about  the  status 
quo  — who  is  quick  with  criticism,  and  is  never 
ready  with  constructive  ideas. 

I wish  to  pay  tribute  to  a very  good  man  — 

Dr.  Lyle  Hare: 

A man,  whom  God  has  endowed  with  all 
fine  qualities. 

A man,  whom  all  the  profession  loves  and 
admires. 

A man,  who  for  two  years  was  chosen 
“Doctor  of  the  Year”  by  his  fellow  phys- 
icians. 

A man  who  is  held  in  such  high  esteem  as  to  have  served  as  Mayor,  Councilor,  — on  State 
Boards  and  other  high  offices  throughout  our  state. 

A man  who  through  his  unselfish  labors  has  made  “The  Annual  Trout  Fry”  one  of  our  most 
successful  Medical  meetings  in  South  Dakota. 

What  a wonderful  thing  it  is  to  find  a man  who  has  lived  such  a life  of  service,  command- 
ing the  respect  of  the  Rancher,  the  Miner,  his  townspeople,  and  fellow  physicians  alike. 

What  a great  satisfaction  it  must  be  to  “Bunny”  to  have  his  full  life  held  up  as  an  inspiration 
and  example  to  the  younger  generation  of  Doctors. 

Dr.  Hare,  again  I salute  you. 


F.  Daniels  Gillis,  M.D. 
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Poliomyelitis 

A recent  letter  from  the  National  Founda- 
tion for  Infantile  Paralysis  expressed  interest 
in  The  Medical  Bookshelf  of  the  July  issue  of 
the  South  Dakota  Journal  of  Medicine  and 
Pharmacy  which  was  on  Poliomyelitis  litera- 
ture. Enclosed  was  a pamphlet  issued  by 
the  National  Foundation  and  edited  by  Dr. 
Van  Riper,  it’s  Medical  Director,  entitled 
Information  for  Physicians  on  the  Salk  Polio- 
myelitis Vaccine.  It  was  suggested  that  this 
pamphlet  be  mentioned  in  this  column. 

This  pamphlet  is  of  importance  to  phys- 
icians because  it  abstracts  the  Francis  Report 
of  April  12,  1955  and  includes  abstracts  from 
the  U.  S.  Public  Health  Service  Technical  Re- 
port on  Salk  Poliomyelitis  Vaccine  issued 
June  10,  1955.  The  question  and  answers  in 
the  second  part  give  vital  information  about 
aspects  of  the  program  that  need  clarifying, 
some  of  which  have  been  taken  from  Queries 
and  Minor  Notes  found  in  the  J.A.M.A.  The 
pamphlet  also  describes  dosage  and  schedules; 
who  gets  the  vaccine;  vaccination  during 
pregnancy;  contra  indications  etc. 

Any  physician  interested  in  having  a copy 
of  this  should  write  to  the  National  Founda- 
tion for  Infantile  Paralysis,  120  Broadway, 
New  York  5,  N.  Y. 

The  August  6th  issue  of  the  Journal  of  the 
American  Medical  Association  is  devoted  al- 
most entirely  to  Poliomyelitis,  with  the  orig- 
inal articles  contributed  by  the  outstanding 
authorities  in  the  field.  Dr.  Salk  has  a timely, 
informative  and  well  illustrated  article  en- 
titled Considerations  in  the  Preparation  and 
Use  of  Poliomyelitis  Virus  Vaccine;  Dr. 
Thomas  Dublin,  Medical  Consultant  of  the 
Virus  Division  of  the  National  Foundation 
of  Infantile  Paralysis  describes  the  1954  In- 
fantile Paralysis  Field  Trial;  Dr.  Scheele,  Sur- 


geon General,  U.  S.  Public  Health  Service 
and  Dr.  Shannon,  Associate  Director,  National 
Institutes  of  Health,  contributed  Public 
Health  Implications  of  Vaccination  against 
Poliomyelitis.  Dr.  Albert  Sabin’s  and  Dr. 
Joseph  Stokes,  members  of  a panel  on  Polio- 
myelitis control,  held  at  the  Annual  Meeting 
of  the  American  Medical  Association  at  At- 
lantic City  on  June  7th  made  some  challeng- 
ing statements  in  regard  to  different  more 
effective  and  perhaps  safer  methods  of  im- 
munization. The  questions  asked  by  the 
audience  at  the  Panel  Discussion  are  per- 
tinent and  the  answers  as  given  by  the  ex- 
perts on  the  panel  contribute  considerable  in- 
formation clarifying  moot  points. 

Books  Recently  Received  in  Medical  Library 

The  information  concerning  the  history  and 
conquest  of  common  diseases  is  widely  scat- 
tered throughout  the  medical  Literature. 
Librarians,  as  well  as  researchers,  patients 
and  the  medical  profession  will  welcome  the 
book  The  History  and  Conquest  of  Common 
Diseases  edited  by  W.  R.  Bett  and  published 
by  the  Oklahoma  Press  in  1954.  A distin- 
guished group  of  authorities  have  written  the 
chapters  on  such  diseases  as  Influenza,  Pneu- 
monia, Tuberculosis,  Rheumatism,  Heart  Di- 
sease, Venereal  Disease  and  others. 

The  interesting  chapters  unfolding  the  his- 
tory of  the  diseases  gives  also  current  med- 
ical procedures.  Perhaps  our  knowledge  of 
the  cause  of  rheumatism  hasn’t  advanced  any 
more  than  in  the  second  century  when 
Aretaeus  of  Cappadocia  said  that  none  but 
gods  understood  it.  In  treatment  of  diseases 
such  as  pneumonia,  called  “peripneumonia” 
for  two  thousand  years  the  great  adv'^ances 
made  is  realized  when  we  read  in  the  writings 
of  Hippocrates  this  description  of  relieving 
the  pain  . . . the  inner  vein  in  the  arm  should 


— 344  — 


SEPTEMBER  1955 


be  opened  on  the  side  affected  and  the  blood 
abstracted  according  to  the  habit,  age  and 
color  of  the  patient,  and  the  season  of  the 
year,  and  that  largely  and  boldly  if  the  pain 
be  acute. 

An  anatomical  treatise  for  those  who  wish 
to  understand  the  structure  of  the  lung  in- 
cluding the  surgeon,  radiologist,  broncho- 
scopist,  internist  or  medical  student  that  will 
be  of  much  value  is  Edward  A.  Boyden,  Pro- 
fessor of  Anatomy  (Emeritus)  of  the  Univer- 
sity of  Minnesota’s,  book  Segmental  Anatomy 
of  the  Lungs:  A Study  of  the  Patterns  of  the 
Segmental  Bronchi  and  Related  Pulmonary 
Vessels,  published  by  the  Blakiston  Division 
of  McGraw-Hill  Book  Company,  1955. 


One  of  the  valuable  features  of  the  book 
are  the  colored  illustrations  the  expense  of 
which  was  met  by  grants  from  the  Medical 
Research  Funds  of  the  University.  All 
sketches  of  the  lungs  in  Chap.  2-10  were 
drawn  by  the  author  before  being  rendered 
for  publication  by  the  artist. 

The  book  includes  figures  of  dissections  of 
the  mediastinal  and  interlobar  surfaces  of 
the  lungs  and  gives  an  accurate  account  of 
the  boundaries  and  landmarks  of  segments 
of  the  lungs  and  the  distribution  of  the 
branches  of  the  bronchi  and  blood  vessels. 

Mrs.  Esther  Howard 
Medical  Librarian 


THE  MONTH  IN  WASHINGTON 


Although  very  little  health  legislation  ac- 
tually was  enacted  in  the  first  session  of  the 
84th  Congress,  a number  of  important  bills 
made  enough  progress  to  insure  they  will  get 
serious  consideration  when  the  second  ses- 
sion starts  next  January. 

Foremost  is  a bill  to  amend  the  social  secur- 
ity act,  and,  among  other  things  provide 
OASI  payments  for  disabled  workers  after 
age  50.  The  present  provision  ((enacted  in 
1954)  protects  a disabled  worker’s  pension  so 
it  is  not  decreased  because  of  his  years  of  un- 
employment, but  payments  don’t  begin  until 
he  reaches  65. 

The  new  plan,  sponsored  by  Democratic 
members  of  the  House  Ways  and  Means  Com- 
mittee, was  rolled  through  the  House  after 
closed  committee  hearings.  But  when  it  got 
to  the  Senate,  Chairman  Harry  Byrd  of  the 
Finance  Committee  held  it  up,  saying  it  was 
too  important  to  be  reported  out  without  the 
complete  hearings  he  plans  for  next  session. 

The  American  Medical  Association  is  flatly 
opposed  to  cash  disability  insurance.  One  im- 
portant reason  is  the  Association’s  conviction 
that  federal  machinery  necessary  to  regulate 
disability  examinations  inevitably  would  pro- 
ject the  government  into  the  medical  care 
field.  There  are  many  other  reasons,  in- 
cluding the  relationship  between  cash  pay- 
ments for  disability  and  the  patient’s  interest 
in  rehabilitation.  The  issue  of  disability  pen- 
sions will  be  settled  next  year  in  the  Byrd 
Committee  or  on  the  Senate  floor. 

A bill  for  $90  million  in  grants  for  building 
and  equipping  non-federal  research  facilities 


passed  the  Senate,  and  is  awaiting  action  in 
the  House  Interstate  and  Foreign  Commerce 
Committee.  Hearings  have  been  held  on  a 
bill  for  U.  S.  grants  to  medical  schools  and  on 
another  ((Jenkins-Keogh)  to  allow  self-em- 
ployed persons  to  defer  income  tax  payments 
on  part  of  their  income  put  into  annuities. 

Other  bills  that  will  be  ready  for  action  in 
January  include  legislation  to  stimulate  nurs- 
ing education,  improve  the  medical  care  of 
military  dependents,  authorize  health  insur- 
ance for  government  workers,  authorize  U.  S. 
guarantee  of  mortgages  on  health  facilities, 
and  offer  military  medical  scholarships.  The 
administration’s  bill  for  reinsuring  health  in- 
surance plans  by  now  is  a little  shopworn,  but 
it  still  might  be  pushed  again  next  year. 

President  Eisenhower  has  made  it  known 
he  wants  Congress  to  get  to  work  on  health 
legislation  early  next  session.  His  urging 
might  not  be  needed.  Next  year  is  a presi- 
dential election  year,  and  both  parties  will 
exert  themselves  to  enact,  and  take  credit  for, 
new  health  programs  that  carry  public  appeal. 

Despite  the  hundreds  of  hours  of  hearings 
in  Senate  and  House,  not  a single  important 
permanent  medical  program  was  set  up  by 
Congress  in  the  last  session.  A national  men- 
tal health  survey,  supported  by  the  AMA, 
was  enacted,  but  the  administration’s  plan  for 
mental  health  grants  will  be  up  for  action 
next  year. 

Ignoring  protests  of  physicians  and  den- 
tists, Congress  extended  the  doctor  draft  act 
for  another  two  years,  after  first  adopting 
two  amendments.  It  exempted  all  men  over 
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45,  and  all  35  or  older  who  previously  had 
been  rejected  for  medical  commissions  for 
physical  reasons  alone. 

For  almost  four  months  Congressional  com- 
mittees pondered  what  to  do  about  Salk  polio- 
myelitis vaccine.  At  first  there  were  two 
main  questions:  1.  How  much  money  should 
Congress  spend  to  buy  vaccine  for  free  shots, 
and  who  should  get  them?  2.  How  far  should 
the  federal  government  move  into  the  picture 
to  insure  equitable  allocation? 

One  of  the  proposals — this  even  got  through 
the  Senate  — was  to  offer  unlimited  money 
to  the  states,  which  in  turn  could  give  free 
shots  to  any  persons  or  group  of  persons  under 
age  20.  President  Eisenhower’s  idea  — which 
he  urged  on  Congress  several  times  — was 
simply  to  insure  that  no  person  in  need  of  the 
vaccine  would  go  without  it  for  financial 


reasons.  Eventually  his  view  prevailed  and 
the  states  now  are  drawing  on  a $30  million 
fund.  This  law  expires  next  February  15. 

As  weeks  passed,  there  was  less  and  less 
enthusiasm  for  setting  up  a federal  allocation 
system,  which  Secretary  Hobby  and  Surgeon 
General  Scheele  repeatedly  told  Congress 
wasn’t  needed.  Consequently,  when  the  Na- 
tional Foundation  announced  it  had  all  the 
vaccine  it  needed  for  its  program,  a voluntary 
allocation  plan  was  put  in  effect.  The  plan 
has  the  support  and  cooperation  of  physicians, 
pharmacists,  drug  manufacturers,  and  the 
state  health  officers.  The  Department  of 
Health,  Education,  and  Welfare  is  the  liaison 
between  the  pharmaceutical  houses  and  the 
states,  dividing  the  vaccine  on  the  basis  of  the 
number  of  unvaccinated  persons  in  the 
eligible  age  groups. 


REPORT  OF  AMA  DELEGATE* 


The  104th  annual  meeting  of  the  AMA  was 
held  in  Atlantic  City  from  June  6 through 
June  10.  On  June  4 the  3rd  annual  National 
Medical  Civil  Defense  conference  met  in  At- 
lantic City,  and  on  June  5 the  annual  con- 
ference of  presidents  and  other  officers  of 
state  medical  associations. 

The  National  Medical  Civil  Defense  con- 
ference was  attended  by  about  250  men.  Its 
purposes  were  to  acquaint  the  physicians  at- 
tending with  the  magnitude  of  Civil  Defense 
problems  in  an  H Bomb  era  to  review  the 
national  planning  of  Civil  Defense  to  date  to 
outline  the  responsibilities  of  the  state  and 
local  communities  in  the  planning  for  Civil 
Defense.  The  program  featured  the  Honor- 
able Estes  Kefauver,  U.  S.  Senator  from 
Tennessee,  Dr.  Elmer  Hess,  president  of  the 
American  Medical  Association,  Joseph  R. 
Shaeffer,  M.D.,  Surgical  consultant  to  the 
Surgeon  General  of  the  Army,  Oscar  P. 
Hampton,  M.D.,  member  of  the  sub-com- 
mittee on  National  Casualty  of  Committee  on 
Trauma  of  the  American  College  of  Surgeons, 
and  consultant  to  the  Surgeon  General  as 
well  as  many  other  men  of  equal  caliber.  The 
program  was  extremely  well  received  and 
gave  those  of  us  attending  many  specific  sug- 

* A brief  resume  of  the  AMA  House  of  Delegates 

meeting  in  Atlantic  City  appeared  in  the  July 

1955  issue. 


gestions  to  transmit  to  our  own  state  com- 
mittee on  Civil  Defense. 

The  conference  of  presidents  and  other  of- 
ficers of  the  State  Medical  Associations  was 
also  attended  by  several  hundred  physicians. 
Its  programs  included  remarkable  presen- 
tations by  Charles  L.  Farrel,  M.D.  of  Paw- 
tucket, Rhode  Island,  who  is  president  of 
the  Conference  for  the  coming  year,  by  the 
Honorable  John  W.  Bricker,  Senior  Senator 
from  Ohio,  and  by  Herbert  Philbrick,  in- 
stantly recognized  as  the  author  of  the  book, 
“I  Led  Three  Lives.”  Basically,  this  confer- 
ence expressed  again  the  essential  fact  that 
physicians  must  become  more  interested 
daily  in  the  medical-economic  problems  of 
the  practice  of  medicine,  if  the  practice  of 
medicine  is  to  be  maintained  in  years  to  come 
in  the  same  status  as  we  now  know  it. 

The  House  of  Delegates  of  the  AMA  con- 
sidered over  100  separate  items  of  business, 
and  gave  major  consideration  to  osteopathy, 
medical  ethics,  medical  practices,  hospital 
accreditation,  intern  training  and  polio  vac- 
cine. These  items  represent  the  major  topics 
of  discussion,  but  there  were  many  others  of 
nearly  the  same  importance.  A complete  re- 
sume of  the  actions  of  the  House  of  Delegates 
is  reported  in  the  AMA  issues  beginning  July 
25,  and  should  be  perused  by  each  practicing 
physician. 
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PHYSICIANS— THERAPISTS  GET 
SOUTH  DAKOTA  LICENSES 


Licensure  of  twenty-six 
doctors  and  eighteen  phys- 
ical therapists  by  the  South 
Dakota  State  Board  of  Med- 
ical and  Osteopathic  Exana- 
iners.  The  Board  met  July 
18th  at  Sylvan  Lake  but  de- 
layed announcement  of  the 
licenses  granted  until  final 
results  were  in  on  the  eleven 
who  passed  the  two-day 
series  of  examinations. 

Passing  the  exams  were: 
Drs.  Anna  Krijger,  Corsica; 
Paul  Dzintars,  Philip;  Ping 
Chung  Ling,  Yankton;  San- 
dor  Stephanofsky,  Webster; 
Elsa  Riesberg,  Yankton; 
David  J.  Buchanan,  Huron; 
Donald  G.  Velleck,  Yankton; 
G.  M.  Jameson,  Sioux  Falls; 
Frank  King,  Des  Moines; 
C.  G.  Hughes,  Des  Moines 
and  Floyd  Williams,  Des 
Moines.  King,  Hughes  and 
Williams  are  doctors  of  os- 
teopathy. 

Approved  for  licensure  by 
virtue  of  examinations  passed 
before  other  state  Boards  of 
Examiners  were  two  osteo- 
pathic physicians,  Louis  Eske, 
Groton,  and  Marcus  Lee, 
Sturgis.  Doctors  of  medicine 
licensed  in  the  same  manner 


were,  Robert  Hansen,  Rapid 
City;  Hubert  Theissen,  Rapid 
City;  Francis  P.  Dorsey,  Jr., 
Hartington,  Nebraska;  James 
D.  Alway,  Jr.,  Aberdeen; 
John  T.  Elston,  Rapid  City; 
Paul  H.  Stavig,  USAF;  S.  C. 
Taylor,  Hot  Springs;  Robert 
Thompson,  Yankton;  A.  C. 
Vogele,  Aberdeen;  Richard 
Waldorf,  Redfield;  Robert 
Nelson,  Sioux  Falls;  Anthony 
Colletti,  Yankton;  Margaret 
Faithe,  Wakonda;  and  E.  S. 
Palmerton,  Rapid  City. 

Under  a new  law  passed 
at  the  1955  session  of  the  Leg- 
islature, the  Board  was  em- 
powered to  license  physical 
therapists.  Provisions  in  the 
law  made  it  possible  for 
qualified  physical  therapists 
to  be  licensed  provided  they 
were  in  practice  in  South 
Dakota  prior  to  July  1,  1955. 
Licensed  under  this  provision 
were:  Winifred  Shultz,  Rapid 
City;  Sister  Mary  Leoncia, 
Watertown;  Sister  Mary  Ala- 
coque,  Aberdeen;  Dale  Fel- 
lows, Sioux  Falls;  Allan  E. 
Quail,  Sioux  Falls;  Lois 
M.  Saxton,  Rapid  City; 
Robert  Normand,  Rapid  City; 
Doris  Chaffin,  Sturgis;  Gwen 


Bailey,  Rapid  City;  Helen 
Buchanan,  Huron;  Cornelia 
Burrill,  Sioux  Falls;  Virginia 
Skinner,  Sioux  Falls;  An- 
nette Smith,  Yankton;  Carol 
Spensley,  Sioux  Falls;  Neil 
Meyers,  Mitchell;  Katherine 
Gale,  Sioux  Falls,  George 
Herrick,  Ft.  Meade  and  Ed- 
ward Akerly,  Hot  Springs. 


JUDGE  DISMISSES 
CAMPBELL  SUIT 

Circuit  Judge  W.  W. 
Knight  dismissed  a $50,000.00 
conspiracy  case  brought  by 
Dr.  Donald  F.  Campbell 
against  eleven  Watertown 
doctors  and  Memorial  Hos- 
pital on  August  6th. 

Dr.  Campbell  contended 
there  had  been  a conspiracy 
to  remove  him  from  the  hos- 
pital’s staff.  In  addition  to 
the  $50,000.00  judgment,  he 
asked  to  be  restored  to  the 
staff. 

Judge  Knight  held  that  the 
complaint  failed  to  state  a 
cause  of  action  against  the 
hospital  and,  as  to  the  eleven 
doctors  failed  to  state  a claim 
upon  which  relief  could  be 
granted. 

In  an  earlier  action  in  Cir- 
cuit Court,  the  Court  had  up- 
held the  Board  of  Medical 
Examiners  in  their  action 
maintaining  Doctor  Camp- 
bell’s license  after  a com- 
plaint had  been  filed  for  re- 
vocation. 
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the  success  story  yd 


capsules 


When  you  have  prescribed  Achromycin 
you  have  confirmed  its  advantages — 
again  and  again.  It  is  well  tolerated  by 
patients  of  every  age.  Compared  with 
certain  other  antibiotics,  it  has  a broader 
spectrum,  diffuses  more  rapidly,  is  more 
soluble,  and  is  more  stable  in  solution. 
It  provides  prompt  control  of  many 


infections  including  those  caused  by 
Gram-positive  and  Gram-negative  bac- 
teria, rickettsia,  and  certain  viruses  and 
protozoa.  Furthermore,  it  is  a quality 
product;  every  gram  is  made  under  rigid 
control  in  Lederle’s  own  laboratory. 

Achromycin,  a major  therapeutic  agent 
now . . . growing  in  stature  each  day ! 


(;RLE  LABORATORIES  DIVISION  American  Gfonamid  COMPANr  PEARL  RIVER,  NEW  YORK 


REQ.  U.  «. 


•.  OFF. 


HILLS  DISTRICT 
ANNUAL  FRY 
DRAWS  MANY 

Over  a hundred  members 
and  wives  of  the  Black  Hills 
District  Medical  Society 
gathered  in  Spearfish  Park  to 
enjoy  the  annual  fish  fry  hos- 
ted by  Dr.  Lyle  (Bunny)  Hare 
of  that  city. 

Guests  at  the  meeting  in- 
cluded Dr.  Robert  Parker  of 
the  Mayo  Clinic,  who  spoke 
on  heart  disease,  Dr.  F.  Dan- 
iels Gillis.  Mitchell,  president 
of  the  State  Medical  Associa- 
tion, and  John  C.  Foster, 
Sioux  Falls,  executive  secre- 
tary. 

Three  new  members.  Dr, 
Faul  of  Lead,  Dr.  Marousek 
of  Belle  Fourche,  and  Dr. 
Lydiatt  of  Hot  Springs,  were 
accepted  at  the  meeting. 

NEWS  NOTES 

Dr.  F.  C.  Totten,  Lemmon, 
has  been  named  to  the  Health 
Department’s  Advisory 
Council  by  Governor  Joe 
Foss.  Dr.  Totten  replaces 
Dr.  Roscoe  Dean  who  is  on 
active  military  duty. 

The  Academy  of  Psychoso- 
matic Medicine  will  hold  its 
second  annual  meeting  in 
New  York  at  the  Plaza  Hotel, 
October  6-8.  Information  may 
be  obtained  from  Ethan 
Allan  Brown,  M.D.,  75  Bay 
State  Road,  Boston,  Massa- 
chusetts. 

sji 

Dr.  John  J.  Pirsch  has 

joined  the  Anatomy  staff  as 
Assistant  Professor.  Dr. 
Pirsch  recently  received  his 
doctorate  degree  from  the 
University  of  Iowa  School  of 
Medicine  and  his  principal 
line  of  investigative  work 
has  been  concerned  with  the 
neurological  mechanisms 


responsible  for  sleep. 

Hi 

Special  acknowledgment  is 
extended  the  Medical  Asso- 
ciation by  the  Medical  School 
and  its  Auxiliary  in  estab- 
lishing a medical  student 
loan  fund  from  the  Bene- 
volent Fund  of  the  Associa- 
tion. 


EXAMINERS  SEEK 
TO  STOP  HEALER 

The  South  Dakota  State 
Board  of  Medical  and  Osteo- 
pathic Examiners  has  gone 
to  court  again  in  an  effort  to 
stop  the  increase  in  un- 
licensed healers  in  South 
Dakota. 

Action  was  taken  in  Turner 
County  when  John  C.  Foster, 
Executive  Secretary  of  the 
Board  swore  out  a complaint 
on  Ingwald  Bak  of  Irene  for 
practicing  a healing  art  with- 
out any  type  of  South  Dakota 
license. 

At  a preliminary  hearing 
before  County  Judge  Strand, 
Bak  was  bound  over  to  Cir- 
cuit Court  for  trial.  Bak 
claims  to  be  a “Reflexolo- 
gist.” 


SOUTH  DAKOTA  |! 


Dr.  E.  F.  Grove,  Arlington,  I 
receives  congratulatory  hand-  I 
shake  from  executive-secre-  *, 
tary,  John  C.  Foster,  upon 
presentation  of  the  Medical 
Association’s  50-Year  Pin  at  ' 
the  Brookings  Country  Club  ' 
on  August  18th. 


ROSTER  SUPPLEMENT 

The  following  are  members 
who  were  not  included  in  the 
August  Roster: 

D.  D.  Hillan,  M.D. Madison  | 

T.  A.  Angelos,  M.D Canton  ! 

M.  A.  Welbes,  M.D.  Bridgewater  i 

E.  A.  Pittenger.  M.D.  ...Aberdeen  i 

K.  Zvenj  nicks,  M.D. Hosmer  j 

B,  Strauss,  M.D. Veblen  ■ 

P.  F.  Dzintars,  M.D. Phillip  J 

P.  D.  Peabody,  M.D. Sisseton  ; 

Wm,  Duncan.  M.D. Webster  j 

E.  J.  Hofer,  M.D. Freeman  j 


MEDICAL  SCHOOL  LISTS  GRANTS  | 

Research  grants,  totaling  $30,000.00  and  representing  some  | 
six  different  lines  of  investigation,  have  been  received  by 
medical  school  departments  since  July  1.  A listing  of  the  in-  i 
dividual  projects  is  included: 

Name  Agency  Total  Grant 

Krueger,  K.  K.  National  Science  Foundation  $5,400.00  (2  Yrs.) 

“Metabolism  of  organisms  in  the  genus  Neisseria” 

Mather,  Adaline  U.S.P.H.  Service  $3,197.00 

“The  mechanism  of  the  reactions  involved  in  the 
formation  and  oxidation  of  tricarboxylic  acid  cycle 
intermediates  by  spirillum  spp.” 

Pirtle,  E.  C.  & T.  E.  Eyres  U.S.P.H.  Service  $2,129.00  j 

“Clinical  and  immunological  relationships  in  Herpes  ; 

simplex  virus  infections”  ! 

Cox,  C.  D.  U.S.P.H.  Service  $8,596.00  ( 

“The  micro-detection  of  antigenic  substances  of  bac- 
terial and  viral  origin” 

Cox,  C.  D.  State  Tuberculosis  Association  $700.00  ' 

Kelsey,  F.  E.  American  Heart  Association  $5,250.00  ’ 

“The  mechanism  of  action  of  digitalis  and  related 

QiiHcf 

Fodden,  J.  H.  U.S.P.H.  Service  $4,579.00 

“Pathogenesis  and  etiology  of  peptic  ulceration” 
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TB  CONFERENCE 
SCHEDULED 

“Tuberculosis,  the  Job  is 
NOT  Done”  is  the  theme  of 
the  42nd  annual  meeting  of 
the  Mississippi  Valley  Con- 
ference on  Tuberculosis 
when  it  meets  in  Des  Moines 
at  the  Hotel  Savery  on  Oc- 
tober 13,  14  and  15. 

Meeting  simultaneously 
with  professional  tuberculosis 
control  workers  will  be  the 
Mississippi  Valley  Trudeau 
Society.  The  two  groups 
meet  together  on  Thursday, 
October  13,  while  the  scien- 
tific session  of  the  Trudeau 
Society  will  take  place  on 
Friday,  October  14. 


ANNOUNCEMENT 

Mediclinics  of  Minnesota, 
organized  to  provide  prac- 
tical medical  education  for 
practicing  physicians,  an- 
nounces its  first  course.  This 
program  will  consist  of 
thirty-two  hours  of  instruc- 
tion, four  hours  each  day, 
covering  a period  of  eight 
days.  The  course  will  be 
made  up  of  lectures  and 
panel  discussions  on  subjects 
having  an  everyday  applica- 
tion in  the  general  practice 
of  medicine  and  presented  by 
members  of  a medical  faculty 
well  qualified  to  assume 
teaching  roles. 


This  course  will  be  given 
in  Fort  Lauderdale,  Florida 
from  March  5 - 14,  1956.  The 
program  is  under  the  local 
sponsorship  of  the  members 
of  the  Academy  of  General 
Practice  of  Broward  County. 
The  American  Academy  of 
General  Practice  is  author- 
izing thrity-two  hours  of 
credit  for  postgraduate  study 
for  those  of  its  members  en- 
rolled in  this  class. 

Make  your  reservation 
early  and  confirm  it  by  send- 
ing your  check,  payable  to 
Mediclinics  of  Minnesota,  in 
the  amount  of  $50.00  to  the 
above  address. 


A nnouncing 


The  Twenty-Third  Annual  Assembly 


OF  THE 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

Paxton  Hotel,  Omaha,  Nebraska 
OCTOBER  24,  25,  26,  27,  1955 

FEATURING  ii  GUEST  SPEAKERS  OF  NATIONAL  REPUTE 


Harold  D.  Palmer,  M,D.,  Denver,  Colorado 

Pathology 


Ralph  E.  Campbell,  M.D.,  Madison,  Wisconsin 

Gynecology  and  Obstetrics 

Frank  H.  Bethell,  M.D.,  Ann  Arbor,  Michigan 

Internal  Medicine 


G.  W.  N.  Eggers,  M.D.,  Galveston,  Texas 

Orthopedic  Surgery 

Francis  L.  Lederer,  M.D.,  Chicago,  Illinois 

Otolaryngology 

Ralph  Spaeth,  M.D.,  Chicago,  Illinois 

Pediatrics 

George  V.  Brindley,  M.D.,  Temple,  Texas 

J.  Scott  Butterworth,  M.D.,  New  York,  New  York  -u  to  u + ht- 

Internal  Medicine  J- 'J  Charles  W.  Mayo,  M.D.,  Rochester,  Minnesota 

Surgery 

Howard  P.  Rome,  M.D.,  Rochester,  Minnesota  Carl  F.  Rusche,  M.D.,  Los  Angeles,  California 

Neuropsychiatry  Urology 

Lectures,  panel  discussions,  round-table  luncheons  and  dinners,  medical  motion  pictures,  scientific 

exhibits  and  technical  exhibits. 

Approved  for  credit  by  the  American  Academy  of  General  Practice  — 37  hours  of  postgraduate 

instruction. 

(All-inclusive  registration  fee  — $7.50.  Luncheons  and  dinners  additional.) 

For  information  write  . . . 

JAMES  J.  O’NEIL,  M.D.,  Director  of  Clinics 
1031  Medical  Arts  Building,  Omaha,  Nebraska 


— 349  — 


SOUTH  DAKOTA 


HUMAN  LEPTOSPIROSIS— 

(Continued  from  Page  332) 
detected  had  additional  antigens  been  used. 
The  use  of  eight  or  ten  antigens  with  each 
serum  in  such  a test  does  not  lend  itself  to 
routine  analysis;  indeed,  the  use  of  any  hving 
leptospiral  antigens  is  in  itself  hazardous  to 
personnel  in  the  average  laboratory.  There- 
fore, until  a non-living  leptospiral  antigen, 
with  a broad  spectrum  capable  of  detecting 
antibodies  produced  by  any  of  the  pathogenic 
leptospirae,  is  available,  the  sero-diagnosis  of 
leptospirosis  would  not  seem  to  fall  within 
the  capabilities  of  the  average  hospital  lab- 
oratory. 

SUMMARY 

The  agglutination-lysis  test  was  employed,  using 
three  leptospiral  antigens,  in  a survey  of  527 
randomly  selected  human  sera  from  this  general 
area.  Seventeen  (3.2%)  of  the  527  sera  showed 
some  reaction  with  one  or  more  of  the  three  anti- 
gens, 5 of  the  17  positive  sera  showing  titers  of 
1:1000  or  higher  and  5 showing  titers  of  1:100. 

It  is  hoped  that  the  above  findings  will  stimulate 
an  alert  consideration  of  leptospirosis  as  a possi- 
bility when  physicians  in  this  area  are  confronted 
with  their  infections  of  obscure  etiology. 
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THE  FEDERAL  NARCOTIC  LAW  IN 
RELATION  TO  THE  PRACTICE 
OF  PHARMACY* 

Frank  Sojat** 


SJ 


The  problem  of  narcotic  control  is,  I’m  sure, 
well  known  to  all  of  you.  All  of  you  are 
intimately  familiar  with  the  provisions  of  the 
law  and  regulations  for  a rigid  system  of 
records  which  must  reflect  an  accountability 
of  narcotics  handled.  Although  the  average 
pharmacist  encounters  usually  only  those 
records  required  from  the  time  of  his  acquisi- 
tion of  narcotic  drugs  to  the  time  of  their  dis- 
position to  a patient,  the  system  of  records 
actually  begins  even  prior  to  the  time  that 
narcotics  are  imported  in  the  crude  form  — 
opium  and  coca  leaves  — and  covers  the 
drugs  all  through  the  various  stages  from  the 
importer  through  the  manufacturing  labora- 
tories, wholesalers,  retailers  and  practitioners 
to  the  patient  to  whom  they  are  ultimately 
dispensed  or  administered. 

Although  these  records  may  appear  to  be 
quite  extensive,  they  are  only  a part  of  a 
well  organized  system  of  controls,  but  very 
important  to  the  ultimate  success  of  the  sys- 
tem which  depends  on  the  complete  function- 
ing of  all  of  its  parts.  A breakdown  in  any 
one  phase  results  in  the  weakening  of  the  en- 
tire system  of  controls. 

Objects  of  Narcotic  Control 

For  a better  understanding  of  this  system 
of  narcotic  controls  which  functions  not  only 
on  a national  but  also  on  an  international 
basis,  I would  like  to  present  the  six  objects 

*Presented  at  the  Pharmaceutical  Institute,  April 

12-13,  1955,  South  Dakota  State  College. 
**District  Supervisor,  Bureau  of  Narcotics,  U.  S. 

Treasury  Department. 


of  the  system.  They  are:  (1)  Determination 
of  the  medical  and  scientific  needs  of  the 
world  for  narcotic  drugs;  (2)  Limitation  of 
world  production  of  narcotic  drugs  to  the 
quantities  necessary  for  medical  and  scien- 
tific use;  (3)  Control  of  the  movement  of  nar- 
cotic drugs  in  the  lawful  trade;  (4)  Determina- 
tion of  the  causes  and  effects,  and  study  of  the 
treatment  of  addiction;  (5)  Possible  replace- 
ment of  habit  forming  drugs  by  others  which 
are  without  addiction  liability;  (6)  Prevention 
of  the  illicit  traffic. 

Perhaps  at  first  glance  a question  or  two 
may  arise  with  respect  to  what  bearing  the 
practice  of  pharmacy  may  have  on  the  ob- 
jects of  this  system  of  control.  Gentlemen, 
pharmacy  has  a very  direct  effect  on  each 
and  every  one  of  these  objects.  For  instance, 
there  can  be  no  question  of  the  fact  that  phar- 
macy influences  in  a major  way  the  deter- 
mination of  the  medical  and  scientific  needs 
of  the  world  for  narcotic  drugs  and  the  limi- 
tation of  production  to  such  needs.  If  phar- 
macists make  a careful  determination  of  the 
quantities  of  various  narcotic  drugs  required 
to  be  stocked  for  a reasonable  period  of  time, 
and  then  restrict  the  amounts  ordered  to  this 
need,  rather  than  through  haphazard  order- 
ing find  themselves  greatly  over  stocked,  this 
will  have  a direct  effect  on  the  first  two  ob- 
jects of  the  system.  This  is  quite  important. 
It  is  amazing  to  find  how  often  there  are 
stocked  quantities  of  narcotics  far  in  excess 
of  normal  requirements  (perhaps  because  of 
the  supposed  saving  in  money  or  some  other 
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reason)  even  to  the  point  that  the  drugs  de- 
teriorate and  are  unfit  for  dispensing.  Exces- 
sive stocks  always  prove  to  be  poor  business 
I procedure,  are  an  open  invitation  to  large 
1 losses  through  thefts,  burglaries  or  robberies, 
! and  through  such  losses,  permit  the  entry  of 
( drugs  in  sizeable  amounts  into  illicit  chan- 
nels. 

This  is  a very  important  consideration 
presently  in  view  of  the  fact  that  it  has  been 
proved  that  the  Chinese  Communists  are 
flooding  the  markets  with  illict  narcotics  for 
the  money  that  is  in  this  trade  and  for  the 
purpose  of  demoralizing  other  peoples.  And 
I am  sure  that  no  one  of  us  would  care,  either 
wittingly  or  unwittingly,  to  assist  these 
people  in  their  efforts. 

I believe  that  no  explanation  is  required 
with  respect  to  how  forcefully  the  practice  of 
pharmacy  affects  the  other  objects  of  the  sys- 
tem of  control.  Certainly,  the  efficiency  and 
completeness  of  narcotic  records  affects  the 
control  of  movement  of  drugs  in  the  lawful 
trade;  certainly,  the  valuable  contributions  of 
pharmaceutical  research  have  their  impact 
on  the  determination  of  causes,  effects,  treat- 
ment of  addiction,  and  the  development  of 


new  drugs  without  addiction  liability  to  re- 
place narcotics;  certainly,  the  careful  handl- 
ing of  narcotics  and  the  provision  of  adequate 
safeguards  assist  in  the  prevention  of  the 
straying  of  narcotics  into  the  illict  traffic.  I 
believe  that  from  the  above  it  can  be  readily 
seen  that  pharmacy  is  a major  factor  in  our 
system  of  controls. 

Proper  Storage  of  Narcotics 

Perhaps  it  is  not  necessary  to  elaborate  on 
the  necessity  for  good  records  reflecting  an 
accountability  of  drugs,  or  the  requirement 
that  adequate  safeguards  be  provided.  How- 
ever, I am  sure  that  from  time  to  time  you 
are  faced  with  questions  and  are  required  to 
interpret  some  of  the  provisions  of  the  law 
and  regulations  with  respect  to  these. 

For  example,  the  question  of  adequate  safe- 
guards is  one  which  may  be  often  encoun- 
tered. Article  193  of  Bureau  of  Narcotics, 
Regulations  No.  5,  states:  “Narcotic  drugs  and 
preparations  shall  at  all  times  be  properly 
safeguarded  and  securely  kept  where  they 
will  be  available  for  inspection.”  The  exact 
manner  in  which  the  drugs  shall  be  stored  is 
not  prescribed  by  the  regulations  but  in  all 
cases  emphasis  is  placed  on  the  responsibility 
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of  the  retailer  to  see  that  his  narcotics  are  al- 
ways properly  safeguarded  and  securely  kept. 
Accumulated  experience  of  narcotic  officers, 
based  on  their  investigations  of  drug  store 
thefts  over  a period  of  many  years,  leads  to 
the  almost  unanimous  conclusion  that  the 
greatest  security  for  a retail  narcotic  stock 
is  provided  by  keeping  the  narcotic  drugs 
locked  at  all  times  in  a strong  safe  substantial 
enough  to  deter  entry  and  heavy  enough  to 
prevent  the  safe  from  being  carried  away.  A 
chest  or  safe  meeting  Underwriters  Labora- 
tories requirements  for  a safe  which  will  pre- 
vent entry  by  means  of  tools,  explosives,  and 
torches  for  at  least  sixty  minutes  is  considered 
a strong  safe.  For  small  stocks  the  Bureau 
has  occasionally,  though  reluctantly,  accepted 
lighter  safes  with  a somewhat  lower  rating. 
While  better  than  no  safe  at  all,  a safe  of  this 
type  offers  only  a bare  minimum  of  protec- 
tion. Certainly  a light  wooden  cabinet  or 
drawer  in  a prescription  counter  equipped 
with  an  ordinary  lock  is  not  adequate.  If,  for 
any  reason,  a satisfactory  safe  is  not  available, 
the  druggist  should  exercise  extreme  care  to 
purchase  only  the  quantities  of  narcotics  im- 
mediately required,  keeping  his  stock  at  the 
absolute  working  minimum.  This  working 
stock  may  be  distributed  and  concealed 
throughout  the  general  stock  provided  care  is 
taken  to  place  the  drugs  where  salesmen, 
delivery  men  or  chance  visitors  cannot  see 
them  and  where  customers  bringing  in  nar- 
cotic prescriptions  to  be  filled  cannot  observe 
the  location  from  which  the  ingredients  are 
assembled.  While  this  method  is  preferable 
to  segregation  and  storage  in  a single  and  un- 
protected place,  such  as  wooden  drawer  or 
metal  cabinet,  it  is  nevertheless  a poor  sub- 
stitute for  adequate  protection  and  a strong 
safe. 

Narcotic  Prescriptions 

Questions  frequently  arise  concerning  pres- 
criptions. First  of  all,  I would  like  to  point 
out  that  a prescription  is,  in  fact,  an  excep- 
tion to  the  requirement  that  narcotics  be 
transferred  on  order  forms.  In  order  to  be 
legal,  prescriptions  for  narcotic  drugs  and 
preparations,  in  addition  to  other  formal  re- 
quirements with  respect  to  the  signing,  the 
date,  the  patient’s  name  and  address,  etc., 
must  have  been  issued  for  a bona  fide  patient 
by  a duly  registered  practitioner  in  the  course 
of  his  professional  practice  only.  The  Courts 


have  uniformly  held  in  effect  that  a written 
order  for  narcotic  drugs  issued  by  a prac- 
titioner merely  to  gratify  or  perpetuate  the 
drug  addiction  of  an  alleged  patient,  is  not  a 
prescription  as  that  term  is  used  in  the  Fed- 
eral Narcotic  Law.  The  druggist  should  not 
fill  a prescription  if  he  has  knowledge  that 
the  order  has  been  issued  to  gratify  drug  ad- 
diction. A druggist  should  keep  in  mind  the 
fact  that  he  shares  an  equal  responsibility 
with  the  physician  when  he  fills  the  prescrip- 
tion of  the  physician.  It  follows  that  the 
druggist  should  be  especially  careful  in  scrut- 
inizing purported  narcotic  prescriptions  pre- 
sented to  him  for  filling  that  to  the  end  for- 
geries may  be  detected  and  action  taken  ac- 
cordingly. 

Telephone  Prescriptions 

Another  question  which  arises  quite  often 
is  that  concerning  the  filling  of  telephone 
orders  or  as  they  are  sometimes  called,  “tele- 
phone prescriptions”  for  narcotics.  The 
furnishing  of  narcotics  pursuant  to  telephone 
advice  of  practitioners  is  prohibited,  whether 
prescriptions  covering  such  orders  are  sub- 
sequently received  or  not,  except  that  in  an 
emergency  a druggist  may  dehver  narcotics 
through  his  employee  or  responsible  agent 
pursuant  to  a telephone  order,  provided  the 
employee  or  agent  is  supplied  with  a properly 
prepared  prescription  before  delivery  is  made, 
which  prescription  shall  be  turned  over  to 
the  druggist  and  filed  by  him  as  required  by 
law.  From  the  above  it  can  be  seen  that  the 
druggist  must  have  a proper  and  legal  pres- 
cription before  dispensing  narcotics. 

An  amendment  to  the  Harrison  Act  was 
adopted,  effective  August  31,  1954,  permitting, 
under  certain  restrictions,  the  oral  prescribing 
of  certain  narcotic  drugs  and  compounds  to 
be  designated  by  the  Commissioner  of  Nar- 
cotics. This  law  will  not  become  operative 
until  the  Commissioner  designates  the  drugs 
and  compounds  for  which  oral  prescriptions 
will  be  permitted.  You  will  be  further  in- 
formed, at  a later  date  concerning  this  new 
law. 

Our  Bureau,  one  of  the  law  enforcement 
arms  of  the  Treasury,  does  enforce  the  Nar- 
cotic Law.  I am  sure  that  we  agree  unanim- 
ously that  all  violators  should  be  punished 
whether  they  be  the  common  dope  peddler  or 
the  professional  man  who  deliberately  breaks 
(Continued  on  Page  362) 
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BRISTAMIN  TABLETS— 50  MG 

Description:  A new  dosage  form  of  Phenylto- 
loxamine  (Bristamin)  dihydrogen  citrate 
equivalent  to  50  mg.  of  the  base  in  tablet 
form. 

Indications:  Symptomatic  relief  in  the  treat- 
ment of  hay  fever,  spasmodic  bronchial 
cough  due  to  allergy,  vasomotor  rhinitis 
(perennial  or  seasonal),  and  as  adjunctive 
therapy  in  the  control  of  angioneurotic 
edema,  drug  reactions,  food  allergies,  serum 
sickness  and  urticaria. 

Dosage:  Orally,  four  times  daily. 

How  supplied:  Bottles  of  100  scored  tablets. 

Source:  Bristol  Laboratories  Inc. 

TOPICAL  OINTMENT  ALFLORONE 
ACETATE 

Description:  A combination  of  9-alpha-fluoro- 
hydrocortisone  acetate  in  an  emollient  base 
consisting  of  anhydrous  lanolin,  petrolatum 
and  wax. 

Indications;  Alflorone  is  a new  chemical  de- 
rivative of  hydrocortisone  and  is  claimed 
to  be,  on  a weight  basis,  the  most  effective 
anti-inflammatory  agent  yet  developed  for 
topical  use. 

Recommended  as  an  aid  to  conventional 
management  in  the  treatment  of  nonspecific 
anogenital  pruritus  and  the  allergic  der- 
matoses. 

Dosage:  A small  quantity  should  be  applied 
to  the  affected  area  two  or  three  times  a 
day.  The  0.25%  Ointment  may  be  used  for 
the  treatment  of  long-standing  or  severe 
allergic  skin  lesions.  After  satisfactory  re- 
sponse is  obtained,  a trial  with  the  0.1% 
ointment  may  be  indicated  in  order  to  de- 
termine if  the  condition  may  be  controlled 
with  the  lower  dosage. 


The  0.1%  ointment  may  be  used  for  the 
treatment  of  less  severe  allergic  skin 
lesions. 

How  supplied:  Both  the  0.1%  and  the  0.25% 
Topical  Ointments  of  Alflorone  acetate  in 
Emollient  Base  are  supplied  in  5 gm.  and 
15  gm.  collapsible  tubes. 

Source:  Sharp  and  Dohme,  Philadelphia. 

BICILLIN  POULTRY  FORMULA 

Description:  A new  penicillin  formula  de- 
veloped exclusively  for  poultry  use. 

Indications:  For  the  treatment  of  blue  comb 
disease  in  poultry.  Blue  comb  disease, 
which  extends  over  a period  of  10  days  to 
two  weeks,  is  quite  common  among  young 
adult  chickens  and  turkeys.  It  is  charac- 
terized by  such  symptoms  as  darkening  of 
the  head  and  skin,  drop  in  feed  and  water 
consumption,  diarrhea,  rapid  loss  in  weight, 
and  dehydrated  appearance  of  flesh.  Other 
names  by  which  it  is  known  include  pullet 
disease,  mud  fever,  infectious  diarrhea  and 
many  others. 

Dosage:  In  the  treatment  of  blue  comb  di- 
sease, Bicillin  Poultry  Formula  is  added  to 
the  drinking  water  of  affected  chickens  and 
turkeys  at  the  rate  of  1 fluidounce  (2  table- 
spoonfuls) to  each  gallon  of  water.  For  non- 
specific upper  respiratory  infections  in 
poultry,  the  recommended  dosage  is  Vz 
fluidounce  (1  tablespoonful)  of  the  formula 
to  each  gallon  of  drinking  water. 

During  the  period  of  treatment,  it  is  ad- 
vised that  fresh  medicated  water  be  given 
every  24  hours  and  that  access  to  other 
water  be  prevented. 

Source:  Wyeth  Laboratories. 
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TRICOFURON  SUPPOSITORIES 
AND  POWDER 

Descriplion:  Tricofuron  Vaginal  Suppositor- 
ies contain  Furoxone,  brand  of  furazolidone 
0.25%  in  a water-miscible  base  composed  of 
Carbowax  and  20  dendro  palmitic  acid.  The 
powder  contains  Furoxone  0.1%  in  a water- 
soluble  powder  base  composed  of  lactose, 
dextrose  and  citric  acid.  Furoxone  is  one  of 
the  nitrofurans,  antimicrobial  agents,  en- 
tirely different  from  antibiotics  and  the  sul- 
fonamides. 

Indications:  Both  suppositories  and  powder 
are  used  concomitantly  for  trichomonas 
vaginalis  vaginitis  and  the  accompanying 
secondary  bacterial  infections.  The  duration 
of  treatment  is  at  least  3 or  4 weeks, 
throughout  the  menstrual  cycle  and  for  sev- 
eral days  thereafter,  or  for  one  week  after 
no  more  trichomonads  can  be  found  on 
microscopic  examination. 

Dosage:  Suppositories:  1st  week,  one  supposi- 
tory in  morning  and  one  at  bedtime.  After 
1st  week,  one  suppository  at  night.  Powder: 
Insufflation  by  physician  of  the  entire  vag- 
inal vault  and  cervix  2 times  weekly. 

How  supplied:  Suppositories  of  2 Gm.,  her- 
metically sealed,  box  of  12.  Powder  in  30 
Gm.  bottle. 

Source:  Eaton  Laboratories,  Norwich,  New 
York. 

HYDROSPRAY 

Description:  A nasal  suspension  containing 
Hydrocortone,  Propadrine  and  neomycin. 

Indications:  For  the  treatment  of  allergic  and 
inflammatory  nasal  problems.  The  prep- 
aration is  intended  for  the  control  of  in- 
flammatory processes  in  combination  with 
symptomatic  relief  from  nasal  congestion 
and  anti-infective  therapy.  Sharp  and 
Dohme  lists  the  following  advantages  of 
Hydrospray:  activity  in  the  presence  of  pus 
mucus,  moderate  duration  of  nasal  decon- 
gestion, lack  of  secondary  swelling,  free- 
dom from  side  effects,  maximum  spreading 
and  penetration,  absence  of  local  and  sys- 
temic toxicity,  and  lack  of  interference 
with  ciliary  activity. 

How  supplied:  15  cc.  spray  bottle  which  may 
be  used  for  either  the  spray  or  dropper 
method  of  application. 

Source:  Sharp  and  Dohme,  Philadelphia. 

ABTEN 

Description:  Tablets  containing  Rauwolfia 


Serpentina  Alkaloids  in  two  strengths  (1 
and  2 mg.)  as  supplied  by  the  powdered 
whole  root. 

Indications:  Treatment  of  labile  hypertension. 
Dosage:  Two  to  four  tablets  of  the  1 mg. 
strength  or  one  or  two  tablets  of  the  2 mg. 
strength  given  daily  in  the  morning  and 
evening.  Dosage  should  be  adjusted  to  in- 
dividual requirements. 

How  supplied:  In  bottles  of  100  and  1000. 
Source:  Paul  Maney  Laboratories. 

RAULEN 

Description:  Compressed  tablets  containing 
the  alkaloid  Reserpine  derived  from  var- 
ious species  of  Rauwolfia.  Available  2 
strengths  — 0.25  mg.  and  1.0  mg. 
Indications:  An  adjunct  in  the  treatment  of 
some  psychotic  and  psychoneurotic  dis- 
orders, particularly  in  agitated  and  violent 
patients.  Also  useful  in  anxiety  and  tension 
states,  in  alcoholism  and  other  disorders 
where  a tranquilizing  effect  is  desirable. 
Dosage:  Initial  dosage  of  0. 5-1.0  mg.  given  in 
the  morning  or  in  2 divided  oral  doses.  The 
dose  should  then  be  reduced  to  0.1-0. 5 mg. 
per  day. 

Source:  Paul  Maney  Laboratories,  Inc. 

LOTEN-ENCOTE 

Description:  Enteric  coated  tablets  contain- 
ing Rauwolfia  Serpentina  alkaloids  0.75  mg. 
(supplied  by  powdered  whole  drug),  Neo- 
thylline  100  mg.,  and  Ruthin  20  mg. 
Indications:  As  a hypotensive  agent  for  the 
treatment  of  certain  nonmalignant  types  of 
hypertension. 

Dosage:  Adults  only  — one  to  three  tablets 
daily.  Not  more  than  three  tablets  in  any 
24  hour  period.  Each  patient  should  have 
his  dosage  regulated  in  accordance  with  his 
individual  requirements. 

Source:  Paul  Maney  Laboratories,  Inc. 

TREVIDAL 

For  more  convenient  and  economic  handl- 
ing, Trevidal  — Organon’s  protective  and 
balanced  antacid  • — is  now  available  in  shelf- 
cartons  of  six  100  tablet  boxes,  instead  of  the 
package  of  12  formerly  available.  The  special 
carton,  which  measures  5^/4  x 6%  x 7y4,  takes 
no  more  shelf  room  than  the  six  individual 
boxes.  It  is  strong,  yet  light  and  easy  to  open, 
with  pre-cut  windows  front  and  back  for 
complete  visibility  and  easy  stock  counting. 
The  special  shelf  cartons  are  packaged  in 
units  of  six  in  a special  Trevidal  shipper. 


— 356  — 


SEPTEMBER  1955 


each  shipper  containing  36  boxes  of  Trevidal. 

SPASAVER  BOTTLES 

A continuing  swing  from  liquid  to  “dry 
line”  pharmaceutical  products  has  resulted 
in  broadening  the  use  of  ‘Spasaver’  bottles  for 
capsule  and  tablet  preparations  of  the  Sharp 
& Dohme  Division  of  Merck  & Co.,  Inc.  The 
introduction  of  the  ‘Spasaver’  bottle  by  Sharp 
& Dohme  several  years  ago  was  designed  to 
help  the  pharmacist  make  more  efficient  use 
of  shelf  space  when  liquid  preparations  were 
dominant. 

Supplementing  this  most  recent  innovation 
in  space-saving  are  newly  designed  labels  and 
cartons,  created  by  the  Sharp  & Dohme  ad- 
vertising department  to  add  product  “shelf 
appeal.” 

Three  sizes  of  wrap-around  labels  will 
handle  the  entire  line  of  tablet  and  capsule 
products.  The  new  labeling  will  utilize  the 
Dumatic  Roll  Labeler  for  greater  accuracy 
and  safety  in  applying  labels  to  bottles.  The 
expanded  area  of  the  new  labels  will  provide 
more  white  space  and  larger  lettering  of  the 
product  name  for  easy  identification  on  the 
shelf.  The  product  name  will  be  printed  on 


the  front,  side  and  top  of  all  packages  and 
cartons  to  permit  variations  in  shelf  place- 
ment and  display. 

With  the  cooperation  of  the  T.  C.  Wheaton 
Glass  Co.,  nine  bottle  sizes  have  been  de- 
veloped for  150  present  product  formulations, 
and  new  tablet  and  capsule  products.  In  ad- 
dition to  this  reduction  in  number  of  bottles, 
the  nine  sizes  are  sub-divided  into  three 
groups  with  standard  length  and  width,  vary- 
ing only  in  height.  Additional  standardiza- 
tion is  made  possible  by  the  reduction  of 
bottle  caps  to  three  standard  sizes,  adaptable 
to  both  screw  cap  and  snap  cap  with  alum- 
inum seal.  All  bottles  are  designed  with  a 
large  neck  and  mouth  for  ease  of  filling  and 
patient  use. 

Summarizing  the  advantages  of  the  “Spa- 
saver” change-over,  Sharp  & Dohme  packag- 
ing experts  cite  the  economy  of  bottles;  a 
greater  degree  of  standardization  in  bottles, 
labels,  caps  and  containers;  larger  label  legi- 
bility; a convenient  tie-in  with  the  com- 
pany’s use  of  the  Dumatic  Roll  Labeling 
Machine;  and  simplification  of  the  packaging 
line  eliminating  change  over  for  various  sizes. 
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Board  Issues  24  Registrations 


At  a meeting  following  the 
Huron  Convention,  the  South 
Dakota  Board  of  Pharmacy 
reported  examination  grades 
received  in  licentiate  exam- 
inations conducted  at  Brook- 
ings on  May  24-26,  1955. 

The  following  have  been 
assigned  South  Dakota  Reg- 
istered Pharmacist  Cer- 
tificates and  are,  therefore, 
new  members  of  the  South 
Dakota  Pharmaceutical  Asso- 
ciation. 

Cert.  Number 

R-3131  Walter  Harold  Williams 
Ellsworth  A.F.B.,  S.  Dak. 

3132  Alvin  George  Auchstetter 
Huron,  South  Dakota 

3133  Dale  Alton  Duckett 
Lincoln,  Nebraska 

3134  Robert  Allen  Exon 
Vermillion,  South  Dakota 

3135  Glen  Coolidge  Himrich 
Selby,  South  Dakota 

3136  Thomas  Earl  Miller 
Alpena,  South  Dakota 

3137  George  Emerson  Moses 
Canton,  South  Dakota 

3138  Donald  Warren  Powers 
Canova,  South  Dakota 

3139  Joseph  F.  Statz 
Parkston,  South  Dakota 

3140  Vern  Scott  Whitley,  Jr. 
Winner,  South  Dakota 

3141  Robert  Lee  Williams 
Rapid  City,  South  Dakota 

3142  Richard  Earl  Angerhofer 
Milbank,  South  Dakota 

3143  Richard  Edward  Bloemke 
Denison,  Iowa 

3144  Francis  Burton  Crawford 
Beaver  Creek,  Minnesota 

3145  Keith  Donald  Everton 
Crofton,  Nebraska 

3146  Dennis  N.  Fischer 
Springfield,  Minnesota 


3147  James  Robert  Johnson 
Tracy,  Minnesota 

3148  Marvin  T.  Knutson 
Sleepy  Eye,  Minnesota 

3149  Ivan  Leon  Madsen 
Tyler,  Minnesota 

3150  Leo  Franklin  Schroeder, 
Jr. 

Aberdeen,  South  Dakota 

3151  Harold  Carl  Schwartz 
Springfield,  Minnesota 

3152  Everett  E.  Shrader 
Belle  Fourche,  South  Dakota 

3153  Frederick  William 
vonFischer 

Springfield,  Minnesota 

3154  Robert  O.  Voy 

Dell  Rapids,  South  Dakota 


70lh  ANNUAL  CONVEN- 
TION DATES  SET 

The  Executive  Committee 
of  the  South  Dakota  State 
Pharmaceutical  Association 
set  the  dates  of  June  12-14, 
1956  for  the  70th  Annual 
Convention  to  be  held  at 
Sioux  Falls.  The  dates  were 
recommended  by  the  Sioux 
Falls  Retail  Druggists  Asso- 
ciation. The  Cataract  Hotel 
will  be  the  location  of  the 
Convention  headquarters. 

Thomas  P.  Mills,  owner  of 
the  Mills  Pharmacy  in  Sioux 
Falls  has  been  selected  to 
serve  as  Local  Secretary  of 
the  Convention.  Other  com- 
mittee chairmen  will  be 
selected  later. 


PLANS  FOR  1955 
NATIONAL  PHARMACY 
WEEK  OBSERVANCE 
APPROVED 

Nothing  binds  a phar- 
macist closer  to  the  people 
he  serves  than  his  work  in 
behalf  of  community  health. 
The  slogan  for  the  1955  ob- 
servance of  National  Phar- 
macy Week,  “Your  Phar- 
macist Works  for  Better 
Community  Health,”  will 
therefore  be  especially  ap- 
propriate. 

Twenth-nine  annual  ob- 
servances of  National  Phar- 
macy Week  have  been  re- 
corded under  the  sponsorship 
of  the  American  Pharmaceu- 
tical Association  in  coopera- 
tion with  other  national, 
state,  and  local  groups  or 
practicing  pharmacists. 

A full  description  of  plans 
for  1955,  which  are  more  ex- 
tensive than  any  in  the 
thirty-year  existence  of  the 
National  Pharmacy  Week 
project,  is  given  in  the  July 
issue  of  the  Journal  of  the 
A.Ph.A.  These  plans  were 
approved  at  a meeting  of  the 
A.Ph.A.  Committee  on  Pub- 
lic Relations  at  Washington, 
D.  C.  on  July  8. 

October  2 to  8 Set  For 
Display  Contests 
Early  in  September  some 
50,000  pharmacies  through- 
out the  nation  will  receive  an 
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announcement  of  the  1955  ob- 
servance outlining  the  rules 
of  the  annual  display  contest 
in  the  four  categories  of 
competition  — retail  phar- 
macy, public  exhibit,  and 
hospitals  and  clinics.  The 
announcement  will  be  ac- 
companied by  an  official 
window  streamer  which  must 
be  a part  of  all  displays  in 
the  contest. 

Competition  for  contest 
prizes  will  be  limited  to 
members  of  the  American 
Pharmaceutical  Association; 
however,  non-members  are 
invited  to  install  displays 
even  though  they  may  not 
decide  to  enter  the  contest. 
The  national  awards  include 
cash  prizes  totaling  $350, 
plaques,  and  certificates,  all 
of  which  will  be  presented  at 
the  A.Ph.A.  convention  to  be 
held  in  Detroit  next  April. 
This  year,  for  the  first  time, 
certificates  will  be  awarded 
to  each  state  winner  in  the 
retail  pharmacy  competition. 
The  time  and  place  of  the 
presentation  of  such  awards 
will  be  announced  later. 

Pharmacists  entering  a 
photograph  in  the  retail 
pharmacy  display  competi- 
tion will  send  such  photos  to 
their  state  pharmaceutical 
association  office.  The  state 
associations  will,  in  turn, 
select  the  best  display  within 
their  state  and  forward  the 
photograph  to  the  American 
Pharmaceutical  Association 
on  or  before  December  15, 
for  the  final  judging  of  the 
national  winners.  Photo- 
graphs of  displays  entered  in 
the  public  exhibit,  college, 
and  hospital  categories  will 
be  sent  directly  to  the 
A.Ph.A.  Headquarters  at 
Washington,  D.  C.  for  judg- 
ing by  the  Committee  on 


Public  Relations. 

The  cooperation  of  each 
pharmacist  in  installing  a 
National  Pharmacy  Week 
display,  October  2-8,  repre- 
sents an  important  part  of 
the  public  relations  value  of 
this  observance.  Pharmacists 
need  not  be  reminded  of  the 
potential  impact  on  the  pub- 
lic if  all  or  a majority  of  the 
nation’s  pharmacists  take  an 
active  part  in  this  phase  of 
the  program.  This  is  an  op- 
portunity to  offset  some  of 
the  unfavorable  publicity 
generated  by  newspaper  and 
magazine  articles  dealing 
with  certain  illegal  commer- 
cial practices  which  have  at 
times  received  undue  em- 
phasis through  sensational 
headlines.  The  community 
health  services  of  most  phar- 
macists are  greatly  appre- 
ciated by  the  public  but  mass 
emphasis  on  them  at  least 
once  each  year  in  the  form  of 
public  displays  is  essential  in 
order  to  publicize  them. 

Participation  in  National 
Pharmacy  Week  will  not  be 
limited  to  the  installation  of 
displays.  Pharmacists  will 
also  (1)  deliver  addresses  be- 
fore civic  and  service  clubs, 
(2)  take  part  in  radio  and  tele- 
vision programs,  (3)  place 
editorial  material  in  the 
hands  of  newspaper  editors, 
(4)  request  governors  and 
mayors  to  sign  and  issue 
proclamations,  and  (5)  place 
suitable  announcements  or 
paid  advertisements  in  local 
newspapers. 

To  assist  pharmacists  in 
taking  an  active  part  in  these 
various  phases  of  the  obser- 
vance, a variety  of  publicity 
aids  covering  every  type  of 
media  will  be  supplied  by 
the  American  Pharmaceu- 
tical Association  at  a nom- 


inal charge.  These  will  in- 
clude material  of  tested  in- 
terest coupled  with  an  up-to- 
date  approach  covering  pub- 
lic addresses,  radio  and  tele- 
vision scripts,  newspaper 
editorials,  and  an  advertising 
mat.  A participation  order 
form  listing  these  materials 
will  be  sent  to  every  phar- 
macy in  the  nation  early  in 
September. 


MERCK  VETERINARY 
MANUAL 

The  First  Edition  of  The 
Merck  Veterinary  Manual 
was  off  the  press  August  1, 
it  was  announced  recently  by 
Merck  & Co.,  Inc.,  Rahway. 
More  than  200  authorities  in 
various  fields  of  veterinary 
medicine  served  as  authors 
or  consultants  in  the  prep- 
aration of  this  unique  1400- 
page  volume.  Prepared  under 
the  editorial  direction  of  the 
Merck  Veterinary  Research 
Department,  the  new  manual 
is  being  published  to  serve 
the  veterinary  and  allied  pro- 
fessions. 

General  Content 

The  Merck  Veterinary 
Manual  contains  389  prin- 
cipal chapters  on  the  diag- 
nosis and  therapy  of  diseases 
in  animals,  including  poultry. 

Part  I contains  17  main 
sections  on  the  diagnosis  and 
therapy  of  diseases  of  large 
and  small  domestic  animals, 
including  sections  on  allergic 
diseases,  endocrinology,  met- 
abolic disturbances,  neo- 
plasms, nutrition,  and  the 
nervous  system. 

Part  11  is  concerned  with 
toxicology,  including  her- 
bicides, insecticides,  and  bac- 
terial toxins,  as  well  as  the 
more  common  chemical  poi- 
sons. An  extensive  list  of 
poisonous  plants  of  the 
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United  States  is  presented  in 
tabular  form  for  quick  refer- 
ence. 

Part  III  is  devoted  to  the 
diseases  of  poultry,  including 
chapters  on  viral,  bacterial, 
protozoan,  and  mycotic  di- 
seases. 

Part  IV  deals  with  the 
health  and  disease  problems 
of  fur,  laboratory,  and  zoo 
animals. 

Part  V contains  data  re- 
lated to  public  health  and  a 
wealth  of  other  useful  sup- 
plementary information. 

An  extensive  subject  index 
with  cross-indexed  entries 
provides  ready  reference. 

Some  Highlights 

Diagnosis  and  therapy  are 
given  primary  emphasis,  but 
pertinent  pathologic  and 
epizootiologic  features  are  in- 
cluded. Comprehensive  cov- 
erage has  been  given  those 
conditions  occurring  in  North 
America.  Exotic  diseases  are 
included  when  they  may  be 
easily  confused  with  those 
more  commonly  observed. 
Surgical  procedures  are  men- 
tioned wherever  indicated, 
but  are  not  described. 

Discussions  of  modern 
treatment  with  such  advan- 
ces as  sulfonamides,  anti- 
biotics, and  adrenocortical 
hormones  are  extensive  and 
bring  together  current  accep- 
ted developments  in  the  ap- 
plication of  these  drugs. 

A comparatively  large  sec- 
tion on  nutrition  discusses  in 
detail  the  devidiency  diseases 
of  each  individual  species  of 
domestic  animals.  Tabula- 
tions of  nutritional  require- 
ments and  allowances  as  well 
as  composition  of  feeds  are 
exceptionally  complete. 

Therapeutic  reference  is 
made  to  more  than  900  pre- 
scriptions categorized  ac- 


cording to  their  therapeutic 
action  at  the  end  of  each  sec- 
tion and  adapted  to  the  var- 
ious species.  The  prescrip- 
tions call  for  standard  drugs 
except  when  a product  is 
known  chiefly  by  its  pro- 
prietary name,  as  many  new 
useful  drugs  are.  A list  of 
Alternative  Proprietary 
Preparations  is  provided. 

A wealth  of  supplementary 
data  is  set  forth  on  such  mis- 
cellaneous subjects,  for  ex- 
ample, as  breeding,  motion 
and  railroad  sickness  in- 
volved in  shipping  animals, 
immunologic  procedures,  col- 
lection and  submission  of 
specimens  for  toxicologic  or 
histopathologic  examination, 
and  public  health  data. 

A large  number  of  tables 
throughout  the  text,  such  as 
those  on  dental  development, 
gestation,  and  body  tempera- 
ture, summarize  data  in  read- 
ily available  form. 

The  Publishers 

The  preparation  and  pub- 
lication of  this  First  Edition 
of  The  Merck  Veterinary 
Manual  was  stimulated  by 
Merck’s  extensive  research 
program  in  veterinary  science 
conducted  in  the  company’s 
Chemical  and  Sharp  & 
Dohme  Divisions.  Additional 
stimulus  was  provided  by 
the  wide  and  enthusiastic  re- 
ception accorded  the  Merck 
Manual  of  Diagnosis  and 
Therapy  by  the  medical  and 
allied  professions.  First  pub- 
lished in  1899,  more  than 
300,000  copies  of  the  current 
Eighth  Edition  of  the  Merck 
Manual  of  Diagnosis  and 
Therapy  have  been  sold  since 
its  publication  in  1950.  This 
widely  used  medical  book 
has  served  as  a model  in  the 
preparation  of  The  Merck 


Veterinary  Manual.  Mercl 
& Co.,  Inc.  also  publish,  since 
1899,  The  Merck  Index  ol 
Chemicals  and  Drugs,  an  en- 
cyclopedia for  the  chemist 
pharmacist,  physician,  and 
members  of  allied  profes- 
sions. The  current  Sixth 
Edition  of  this  work  was  pub- 
lished in  1952. 

The  Format 

The  Merck  Veterinary 
Manual  is  printed  in  pocket 
size  on  strong  Bible  paper 
with  a maroon,  gold-stamped, 
durable  Sturdite  binding.  All 
copies  are  thumb-indexed. 
The  post-publication  price  is 
$7.50.  Veterinarians  and 
members  of  allied  profes- 
sions may  order  directly 
from  Merck  & Co.,  Inc.,  Pub- 
lications Department,  Rah- 
way, New  Jersey.  In  ad- 
dition, order  blanks  will  be 
available  at  the  Sharp  & 
Dohme  booth  during  the  An- 
nual Convention  of  the 
American  Veterinary  Med- 
ical Association,  August  15- 
18,  Minneapolis,  Minnesota. 


STATE  BOARD 
"SUBSTITUTION" 
REGULATION  IN  EFFECT 

The  South  Dakota  State 
Board  of  Pharmacy  adopted 
a regulation  concerning 
product  substitution  in  April. 
This  regulation  has  been  in 
effect  since  August  1,  1955. 
The  wording  of  the  regula- 
tion is  as  follows: 

“The  furnishing  or  dis- 
pensing, without  permis- 
sion of  the  prescriber  or 
the  purchaser,  of  a differ- 
ent drug,  or  a different 
drug  product,  or  a drug 
product  of  a different 
manufacturer  or  distrib- 
utor, in  place  of  the  specific 
drug,  brand  of  drug  or 
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drug  product  ordered  or 
prescribed,  by  any  person 
holding  a certificate  of 
registration  shall  be  evi- 
dence that  such  person  is 
incompetent  or  otherwise 
lacking  in  the  necessary 
qualifications  to  perform 
the  duties  of  a registered 
pharmacist  and  shall  con- 
stitute grounds  for  the  re- 
vocation of  such  person’s 
certificate  of  registration.” 


PROPOSED  ANTI-SELF- 
SERVICE REGULATIONS 
ENDORSED  BY 
CONVENTION 

At  one  of  the  largest  at- 
tended closed  sessions  in  the 
last  fifteen  years,  the  phar- 
macists of  South  Dakota 
voted  overwhelmingly  to  ap- 
prove and  endorse  the  “Pro- 
posed Anti-Self-Service 
Regulations.” 

The  Convention  recom- 
mended the  adoption  of  these 
regulations  by  the  South  Da- 
kota Board  of  Pharmacy  as 
its  official  Rules  and  Regu- 
lations. It  is  understood  that, 
if  adopted  by  the  Board,  the 
regulations  would  not  be- 
come effective  before  July  1, 
1956. 

The  proposed  regulations 
are  as  follows: 

1.  Every  pharmacist  con- 
ducting a retail  pharmacy  in 
this  state  shall  segregate  the 
sales  display  of  packaged 
drugs,  medicines  and  poisons 

’ from  any  sales  display  of 
general  merchandise. 

2.  No  pharmacist  conduct- 
ing a retail  pharmacy  in  this 
state  shall  openly  display  any 
packaged  drug,  medicine  or 
poison  within  an  unrestricted 
floor  area  where  general 
i merchandise  is  openly  dis- 


played or  offered  for  sale  by 
the  methods  of  self-service 
and  unregulated  check-out 
counter. 

3.  No  packaged  drug,  med- 
icine or  poison  shall  be 
openly  displayed  for  sale, 
within  any  pharmacy  in  this 
state,  in  a manner  where  the 
buyer  may  pick  up  and  ex- 
amine the  package,  unless 
such  packaged  drug,  med- 
icine or  poison  is  displayed 
within  a RESTRICTED 
DRUG  AREA  adjoining  the 
prescription  department  of 
such  pharmacy  and  within 
which  restricted  drug  area 
no  articles  of  general  mer- 
chandise are  similarly  dis- 
played. 

4.  All  sales  from  such  re- 
stricted drug  area  must  be 
completed  by  a registered 
pharmacist,  or  by  trained 
personnel  over  sixteen  years 
of  age,  who  are  acting  under 
the  direction  and  supervision 
of  such  registered  phar- 
macist. 

5.  Every  person  selling  or 
making  delivery  of  any  item 
from  such  restricted  drug 
area  shall  be  instructed  by 
his  pharmacist  supervisor; — 

(a)  not  to  sell  or  deliver  any 
item  from  the  restricted  drug 
area  to  any  child  under  six 
years  of  age  or  to  permit 
such  children  within  such  re- 
stricted drug  area  unless 
they  are  under  constant  sup- 
ervision of  an  adult  person; 
and 

(b)  not  to  sell  or  deliver  any 
item  which  if  applied  exter- 
nally, or  taken  internally 
may  impair  the  normal  func- 
tions of  any  tissues  or  organ 
of  the  body,  unless  the  buyer 
is  a responsible  adult  person 
who  has  been  warned  to  keep 
such  items  out  of  the  reach 
of  small  children;  and 


(c)  not  to  sell  or  deliver  any 
item,  the  labeling  of  which 
warns  against  unsafe  dosage, 
or  methods  or  duration  of 
administration  or  application, 
in  such  manner  and  form,  as 
are  necessary  for  the  protec- 
tion of  users,  unless  the 
buyer  has  been  warned  to 
use  ONLY  as  directed  on  the 
label;  and 

(d)  not  to  sell  or  deliver  any 
item,  the  labeling  of  which 
bears  any  WARNING  or 
CAUTION  against  use  in 
pathological  conditions,  or  by 
children  where  its  use  may 
be  dangerous  to  health,  un- 
less the  seller  is  satisfied, 
after  inquiry,  that  the  buyer 
is  not  trying  such  item  for 
self-medication  for  the  first 
time,  and  that  the  buyer 
understands  the  proper  use 
thereof  and  is  a proper  per- 
son to  be  entrusted  with  such 
item.  If  the  buyer  has  not 
used  such  item  before  he 
shall  be  referred  to  the  phar- 
macist supervisor  for  advice; 
and 

(e)  not  to  sell  or  deliver  any 
item,  the  labeling  of  which 
bears  the  statement  “Warn- 
ing— May  be  habit  forming,” 
unless  the  seller  has  been 
authorized  by  his  pharmacist 
supervisor  to  complete  such 
sale;  and 

(f)  not  to  sell  or  deliver  any 
exempt-narcotic  preparation, 
unless  the  seller  has  been 
authorized  to  complete  such 
sales  and  a record  including 
the  buyer’s  name  and  ad- 
dress, the  kind  of  prepara- 
tion and  the  quantity  sold 
and  the  date  of  sale,  has  been 
entered  in  the  pharmacy’s 
Exempt-Narcotic  Register; 
and 

(g)  not  to  sell  or  deliver  any 
ethyl  alcohol  rubbing  com- 
pound until  the  pharmacist 
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supervisor  has  signed  his 
name  on  the  label;  and 

(h)  not  to  sell  or  deliver  any 
item  without  prescription, 
the  labeling  of  which  bears 
the  statement  “Caution:  Fed- 
eral law  prohibits  dispensing 
without  prescription”;  and 

(i)  not  to  sell  or  deliver  any 
poison  to  any  minor  person 
under  sixteen  years,  or  to 
any  person  known  to  be  of 
unsound  mind,  except  upon 
the  written  or  oral  order  of 
a responsible  adult  person 
known  to  the  seller;  and 

(j)  not  to  sell  or  deliver  any 
poison  until  the  seller  shall 
have  satisfied  himself,  after 
inquiry,  that  the  buyer  un- 
derstands the  poisonous 
nature  of  the  item  and  that 
such  poison  is  to  be  used  for 
legitimate  purposes,  and  if  a 
Schedule  “A”  poison,  not 


until  the  buyer  has  signed 
his  name  in  the  pharmacy’s 
Poison  Register. 

6.  Such  restricted  drug 
area,  shall,  at  all  times  when 
the  pharmacy  is  open  to  the 
public,  be  under  the  VISION 
and  SUPERVISION  of  a reg- 
istered pharmacist  or  phar- 
macy interne. 

7.  The  registered  phar- 
macist in  charge  of  a phar- 
macy shall  be  responsible  to 
the  public  for  every  act  of 
selling  or  delivering  any 
drug,  medicine  or  poison 
from  a restricted  drug  area 
in  such  pharmacy. 

8.  No  person,  firm  or  cor- 
poration shall  hereafter  carry 
on,  conduct,  or  transact  bus- 
iness under  a name  which 
contains  as  a part  thereof  the 
words  “self-service  drugs,” 
“self-service  drug,”  “self- 
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service  drug  store”  or  “self- 
service  pharmacy,”  or  in  any 
manner  by  advertisement, 
circular,  poster  or  sign,  in- 
dicate to  the  public  that 
drugs  and  medicines  are 
being  displayed  and  offered 
for  sale  by  the  methods  of 
self-service. 


LEWIS  DRUG  DONATES 
SCHOLARSHIP 

An  $84  freshmen  tuition 
scholarship  has  been  donated 
to  South  Dakota  State  Col- 
lege, Division  of  Pharmacy 
by  the  Lewis  Drug  Co.  of 
Sioux  Falls. 

The  scholarship  will  be 
awarded  to  a deserving 
freshman  student  needing 
assistance. 


FEDERAL  NARCOTIC  LAW— 

(Continued  from  Page  354) 
the  law.  However,  we  are  not  anxious  to 
“persecute”  and  we  do  not  go  around  at- 
tempting to  get  a druggist  into  difficulties  by 
having  someone  talk  him  into  committing  a 
violation.  But  we  do  institute  criminal  in- 
vestigations in  those  cases  in  which  there 
is  evidence  that  this  type  of  investigation  is 
warranted.  We  are  always  ready  to  be  of 
assistance  to  the  druggist  when  a question 
may  arise,  and  to  help  him  when  he  may 
have  made  an  honest  error. 

We  are  most  appreciative  of  the  coopera- 
tion and  assistance  we  receive  from  bodies 
like  yours  and  from  pharmacists  in  general. 
As  I heard  Commissioner  Anslinger  once  say, 
“The  corner  drug  store  is  the  cornerstone  of 
narcotic  control.” 


HEALTH  INSURANCE— 1954— 

(Continued  from  Page  342) 
Conference,  International  Claim  Association, 
Life  Insurance  Association  of  America,  and 
Life  Insurers  Conference. 

The  Council’s  Survey  Committee  developed 
the  statistics  on  health  insurance  coverage 
and  drafted  the  survey  report.  Chairman  of 
the  Survey  Committee  is  Henry  D.  Locke, 
vice  president  of  Liberty  Mutual  Insurance 
Company. 

Organizations  surveyed  in  the  Council’s  re- 
port include  insurance  companies.  Blue  Cross, 
Blue  Shield,  and  various  independent  plans 
sponsored  by  business  and  industry,  by  em- 
ploye benefit  associations,  and  by  private 
group  clinics.  Basing  its  study  mainly  on 
responses  to  questionnaires  sent  these  insur- 
ing organizations,  the  Health  Insurance  Coun- 
cil each  year  compiles  data  on  the  extent  of 
voluntary  health  insurance  coverage  in  the 
United  States. 
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THE  DIAGNOSIS  OF  EARLY  CARCINOMA 
OF  THE  UTERUS* 

Fred  S.  Stahmann,  M.D. 

Sioux  Falls.  South  Dakota 


Provided  our  patients  with  uterine  cancer 
receive  proper  treatment,  the  most  important 
factor  effecting  their  chances  for  recovery  is 
the  extent  of  the  disease  at  the  time  treat- 
ment is  instituted.  This  is  especially  well 
ilustrated  in  carcinoma  of  the  cervix. 

You  will  recall  that  carcinoma  of  the  cer- 
vix is  divided  into  five  stages,  according  to 
the  extent  of  the  disease,  as  interpreted  by 
pelvic  examination.  Table  I is  a general 
summary  of  five-year  survival  rate  in  the 
treatment  of  carcinoma  of  the  cervix  and 
shows  how  the  survival  rate  falls  as  the  ex- 
tent of  the  disease  progresses  before  treat- 
ment is  begun. 

TABLE  I.  GENERAL  SURVIVAL  RATE  IN 
CARCINOMA  OF  THE  CERVIX  ACCORD- 
ING TO  EXTENT  OF  THE  DISEASE 


Stage  Percentage  Cure 

0 Pre-Invasive  100 

1 Limited  to  Cervix  70 

II  Has  Invaded  Parametrium  But  Not 

to  Pelvic  Wall.  Upper  Vagina 35 

III  Reached  Lateral  Pelvic  Wall 4 

IV  Further  Extension  in  Pelvis  and  Vagina  0 


I would  like  to  review  some  of  the  prac- 
tical, clinical  steps  we  can  use  in  recognizing 
this  disease  in  its  curable  stage. 

HISTORY 

How  much  will  a careful  history  help  us 
in  recognizing  early  uterine  carcinoma?  Fre- 
quently, not  at  all,  in  carcinoma  of  the  cer- 
vix. Quite  frequently  a history  of  post-meno- 
pausal bleeding  will  alert  us  to  the  possible 
presence  of  carcinoma  of  the  endometrium. 

*Presented  at  the  Postgraduate  Medical  Seminar 
conducted  by  the  U.  of  S.  D.  School  of  Medical 
Sciences,  April  2,  1955,  Vermillion,  S.  D. 


Carcinoma  of  the  cervix  may  invade  into 
and  beyond  the  cervix  quite  silently.  There 
are,  however,  certain  points  in  the  patient’s 
history  that  should  alert  us: 

1.  Coniaci  bleeding  — post-coital  bleeding 
or  bleeding  after  douching. 

2.  Intermensirual  bleeding. 

3.  So-called  irregular  "menopausal  bleed- 
ing." The  menopausal  age  is  the  peak 
age  for  the  commonest  uterine  cancer, 
that  of  the  cervix. 

4.  Posl -menopausal  bleeding  should  always 
be  considered  cancer  bleeding  until  can- 
cer is  ruled  out.  It  is  quite  often  due  to 
endometrial  cancer. 

5.  Foul  discharge  and  pain  are  late  symp- 
toms and  when  present  usually  the  di- 
sease is  so  advanced  therapy  fails. 

EXAMINATION 

How  much  will  careful  pelvic  examination 
help  us  in  diagnosing  early  uterine  cancer? 
A great  deal,  providing  one  is  truly  cancer- 
minded  while  doing  a pelvic  examination. 

I was  taught  that  the  most  important  thing 
in  the  diagnosis  of  an  ectopic  pregnancy  was 
to  constantly  think  of  it  as  a possibility  in 
every  early  pregnancy  or  with  every  patient 
with  pain  and  bleeding  during  child-bearing 
age.  Perhaps  we  should  develop  this  attitude 
towards  uterine  cancer  during  every  pelvic 
examination  at  any  age. 

It  is  elementary  to  mention  certain  funda- 
mentals of  an  adequate  pelvic  examination, 
but  they  are  extremely  important  in  these 
busy  days  of  many  patients. 
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1.  The  patient’s  bladder  should  be  empty. 

2.  An  adequate  light  is  important. 

3.  Be  gentle,  so  that  the  patient  can  relax 
for  good  exposure. 

4.  Do  not  hesitate  to  ask  the  patient  to  re- 
turn after  a cleansing  enema  with  the 
bowel  empty  if  the  initial  examination 
is  not  satisfactory. 

There  is  no  typical  early  gross  picture  of 
early  cervical  cancer.  Preinvasive  and  early 
invasive  cancer  of  the  cervix  cannot  be  diag- 
nosed by  inspection  and  palpation  constantly. 
On  inspection  it  may  appear  as: 

1.  A small  area  resembling  granulation 
tissue  which  bleeds  on  wiping. 

2.  Leukoplakic  areas. 

3.  Small  ulcer. 

4.  Small  elevated  area. 

5.  Polyp. 

6.  Typical  erosion. 

On  palpation  it  may  feel  to  the  examining 
finger  as: 

1.  An  area  of  hardness. 

2.  An  area  of  friability. 

Therefore,  we  must  prove  that  almost  any 
deviation  from  the  normal  cervix  is  not  a 
malignant  change. 

SPECIAL  TESTS 

Since  a careful  history  and  a careful  phys- 
ical examination  and  pelvic  examination  will 
not  frequently  tell  us  if  early  uterine  cancer 
is  present,  we  must  rely  on  other  help.  These 
special  aids  are: 

1.  Cervical  biopsy. 

2.  Papanicolaou  smear. 

3.  Shiller  Iodine  test. 

4.  Curettage. 

It  is  only  by  the  frequent  and  thorough 
use  of  these  special  aids  on  our  patients 
that  we  will  diagnose  uterine  cancer  in  its 
early  curable  stage. 

In  regards  to  cervical  cancer  the  two  most 
important  special  examinations  are  the  cer- 
vical biopsy  and  the  Papanicolaou  smear. 

The  Papanicolaou  Smear 

The  Papanicolaou  smear  consists  of  stain- 
ing the  secretion  obtained  from  the  vaginal 
vault  or  from  light  scraping  of  the  cervix  and 
then  carefully  examining  the  smear  for 
malignant  cells.  It  is  a relatively  new  pro- 
cedure and  generally  most  men  that  have 
used  it  long  enough,  to  have  developed  good 
technique  and  to  have  acquired  experienced 
cytologists,  are  enthusiastic  about  it.  Several 


recent  reports  in  the  literature  indicate  that 
occasionally  early  cervical  carcinoma  will  be 
picked  up  by  this  method  wherein  the  cervix 
appears  entirely  normal  and  would  not  there- 
fore have  been  biopsied.  The  smear  test, 
however,  has  several  disadvantages. 

1.  The  number  of  good  cytologists  are 
greatly  less  than  the  number  of  good  path- 
ologists who  can  interpret  biopsies  well. 
Most  teaching  smear  laboratories  feel  that  it 
takes  a minimum  of  six  months  before  a good 
microscoptist  can  learn  to  screen  smears  well. 
In  other  words,  it  does  take  considerable 
training  before  a technician  can  become  a 
competent  screening  cytologist.  Her  ef- 
ficiency increases  with  her  experience. 

2.  A positive  smear  does  not  constitute  a 
diagnosis.  It  is  merely  an  indication  for  care- 
ful repeat  examination  and  adequate  biopsy. 

3.  In  most  large  series,  biopsies  occasionally 
pick  up  carcinomas  missed  by  smears. 

Because  of  these  points,  perhaps  using  both 
smears  and  biopsies  would  be  the  ideal  pro- 
cedure. 

The  Shiller  Iodine  Test 

This  test  consists  of  painting  the  cervix 
with  Lugol’s  solution  or  Gram’s  iodine.  I 
prefer  the  latter.  It  reveals  areas  of  leuko- 
plakia, which  at  times  are  cancerous.  Its  chief 
help  is  to  call  our  attention  to  these  leuko- 
plakic areas,  as  well  as  to  sharply  demarcate 
the  squamo-columnar  junction  as  an  aid  in 
biopsy. 

Curettage 

Uterine  curettage  is  our  usual  means  of 
diagnosing  edometrial  carcinoma.  Endocer- 
vical  curettage  is  of  great  value  in  picking 
up  endocervical  adenocarcinoma  which  may 
be  missed  by  ordinary  cervical  biopsy. 

Cervical  Biopsy 

Most  gynecologists  feel  that  cervical  biopsy 
and  curettage  is  the  most  practical  method  of 
diagnosing  early  cervical  cancer  today.  I 
would  like  to  review  these  two  valuable  pro- 
cedures in  more  detail. 

Since  early  or  successful  treatable  car- 
cinoma of  the  cervix  does  not  appear  in  any 
characteristic  pattern,  almost  any  deviation 
from  a normal  cervix  might  be  considered  an 
indication  for  biopsy.  I believe  there  are  a 
few  exceptions  to  this  rule: 

1.  So-called  congenital  erosions,  which 
usually  are  seen  in  young  girls  or  young  nulli- 
parous  women.  These,  as  you  recall,  have  a 
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velvety  appearance  that  does  not  bleed  on 
wiping. 

2.  Postpartum  cervicitis  which  developed 
while  under  our  care  during  a pregnancy,  in 
other  words,  the  patient  who  early  in  her 
pregnancy  has  a grossly  normal  cervix  and 
after  the  puerperium  has  a typical  postpar- 
tum erosion  and/or  laceration. 

All  other  abnormal  cervixes  should  be 
biopsied.  These  include: 

1.  Any  small  area  resembling  granulation 
tissue  which  bleeds  on  contact. 

2.  Leukoplakic  areas. 

3.  Ulcer. 

4.  Erosion. 

5.  Polyps — provided  the  base  can  be  clearly 
seen. 

6.  Localized  hard  or  friable  areas. 

7.  Patients  with  history  of  contact  bleed- 
ing. 

8.  Patients  with  above  findings  or  history 
prior  to  hysterectomy  for  benign  pelvic 
disease. 

Advice  From  The  Pathologist 

In  submitting  a specimen  for  a biopsy  to 
our  pathologist,  we  should,  out  of  considera- 
tion for  him  and  to  help  him  give  us  as 
accurate  a diagnosis  as  possible,  give  him  ade- 
quate biopsy  specimens  not  distorted  his- 
tologically by  heat  necrosis,  or  impaired  by 
drying. 

1.  Use  a sharp  punch  or  knife,  not  cautery. 
To  take  a biopsy  by  cautery  frequently  des- 
troys the  cellular  architecture  to  the  point 
that  our  pathologist  cannot  give  us  a proper 
diagnosis.  Furthermore,  should  the  path- 
ologist request  a repeat  biopsy  the  cauterized 
cervix  may  be  so  distorted  by  inflammatory 
reaction  and  cautery  slough  that  a repeat 
biopsy  must  be  delayed  until  healing  from 
the  cautery  wound  has  occurred. 

2.  The  biopsy  should  be  deep  enough  to  in- 
clude submucosal  tissue  in  order  that  the 
presence  of  invasion  can  be  recognized. 

3.  Attempt  to  biopsy  the  squamo-columnar 
Junction.  Most  carcinomas  of  the  cervix  begin 
at  this  point.  This  is  especially  true  of  car- 
cinoma-in-situ  or  Stage  Zero  carcinoma.  The 
location  of  the  squamo-columnar  junction 
varies  considerably.  In  the  nulliparous  wo- 
man it  usually  is  at  the  opening  of  the  ex- 
ternal os.  If  a so-called  congenital  erosion  is 
present  or  if  eversion  is  present  it  may  be 
out  further  on  the  cervical  lips.  The  Shiller 


iodine  test  has  been  helpful  to  me  in  visual- 
izing the  squamo-columnar  junction. 

4.  Biopsy  specimens  should  not  be  allowed 
to  dry.  They  should  be  placed  in  a 10% 
Formalin  solution  at  once.  They  rapidly 
undergo  cellular  changes  which  greatly  hand- 
icap the  pathologist  unless  we  are  careful  in 
this  regard. 

5.  Brief  clinical  information  is  often  of 
great  help  to  the  pathologist  in  making  a 
diagnosis.  Furthermore,  it  adds  value  to  the 
tissue  report  should  they  be  reviewed  for 
clinical  study  later. 

Knowing  the  date  of  the  last  menstrual 
period  alerts  the  pathologist  for  the  possi- 
bility of  pregnancy  changes,  such  as  a de- 
cidual reaction.  It  also  aids  him  in  interpre- 
ting certain  senile  atrophic  changes. 

All  in  all,  the  more  help  we  can  give  our 
pathologist  in  furnishing  him  good  and  ade- 
quate biopsy  specimens  the  more  help  he 
will  be  to  us. 

Technique  of  Office  Cervical  Biopsies 

Office  cervical  biopsies  are  generally  of 
two  types.  The  punch  or  spot  biopsy  or  the 
circular  or  cone  type,  wherein  an  attempt 
is  made  to  remove  an  entire  ring  of  tissue  at 
the  squamo-columnar  junction.  While  I 
agree  that  a thin  slice  of  the  entire  squamo- 
columnar  junction  coned  out  would  be  an 
ideal  biopsy,  I have  not  been  able  to  obtain 
this  regularly  with  the  coning  biopsy  instru- 
ments. Often  the  cervix  is  too  large  or  too 
small  or  irregularly  lacerated  or  everted  to 
fit  the  instrument,  hence  I prefer  the  punch. 

Important  points  in  taking  a biopsy  in  the 
office  are: 

1.  Adequate  light  and  good  positioning  of 
the  patient. 

2.  Try  to  accurately  visualize  the  squamo- 
columnar  junction.  The  location  of  the 
squamo-columnar  junction  varies  in 
eversion  and/or  erosion.  It  may  be  dis- 
placed out  on  the  cervical  lips. 

3.  If  the  cervical  canal  is  not  normally 
open  enough  to  admit  the  tip  of  the 
biopsy  punch  it  can  be  slightly  dilated 
with  small  graduated  sounds. 

4.  The  Shiller  iodine  test  aids  in  visual- 
izing the  squamo-columnar  junction  as 
well  as  in  identifying  leukoplakic 
areas. 

5.  The  biopsy  punch  must  be  sharp. 

6.  Take  at  least  four  bites,  one  from  each 
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quadrant.  If  the  cervix  is  enlarged, 
more  than  four  bites  are  necessary. 

7.  Take  the  first  bite  posteriorly.  Bleed- 
ing will  not  then  obscure  the  wound. 

8.  Bleeding  is  usually  adequately  con- 
trolled by  a gauze  sponge  or  tampon. 
Cautery  can  be  used. 

9.  Place  the  specimen  promptly  in  fixing 
solution. 

10.  A patient  with  a very  tight  external  os 
should  be  hospitalized  and  the  cervix 
dilated  under  anesthesia. 

A pathological  report  of  basal  cell  hyper- 
activity is  a suspicious  cervix.  It  demands 
close  observation  and  re-biopsy.  A path- 
ological report  of  carcinoma-in-situ  demands 
re-biopsy  in  a hospital  after  dilation,  since 
carcinoma-in-situ  may  merely  be  the  edge 
of  an  invasive  carcinoma. 

Cureliage 

The  second  most  common  uterine  malig- 
nancy is  that  of  the  endometrium.  It  occurs 
about  1/3  or  1/4  as  often  as  carcinoma  of 
the  cervix.  It  also  usually  occurs  at  a later 
age  than  cervical  carcinoma,  being  most  fre- 
quently seen  after  the  menopause.  It  does, 
however,  occur  during  menstrual  life.  The 
cardinal  symptom  of  endometrial  cancer  is 
uterine  bleeding,  usually  intermenstrual  or 
postmenopausal  in  type.  The  diagnosis  of 
endometrial  cancer  is  usually  made  by  path- 
ological examination  of  curettings. 

While  cervical  biopsy  is  usually  an  office 
procedure,  uterine  curettage  for  the  diagnosis 
of  cancer  should  be  considered  a hospital  pro- 
cedure. A cervical  biopsy  should  always  be 
done  when  performing  a curettage. 

Endometrial  carcinoma  should  be  suspected 
and  a uterine  curettage  and  cervical  biopsy 
indicated  in  the  following: 

1.  Posi-menopausal  bleeding  should  always 
be  considered  due  to  a malignancy  until 
proven  otherwise.  It  usually  demands  a diag- 
nostic curettage  and  cervical  biopsy  unless 
the  bleeding  is  obviously  coming  from  a vag- 
inal lesion. 

One  should  remember  that  endometrial 
carcinoma  not  infrequently  occurs  in  a uterus 
containing  myomas  and  that  an  ovarian  cyst 
or  tumor  or  other  pelvic  pathology  may  also 
co-exist.  To  be  unaware  of  the  presence  of 
this  malignancy  in  such  a patient  may  result 
in  inadequate  surgical  treatment  or  delay  of 
treatment.  These  patients  should  be  curetted 


before  planning  subsequent  treatment.  A day 
or  two  extra  hospital  stay  while  the  curet- 
tings are  being  examined  by  the  pathologist 
is  far  better  than  having  the  pathologist  in- 
form you  of  an  endometrial  cancer  when  less 
than  a wide  panhysterectomy  has  been  done. 

2.  Intermenstrual  bleeding.  While  inter- 
menstrual bleeding  is  more  commonly  due  to 
cervical  disease  and  polyps,  endometrial  car- 
cinoma must  be  ruled  out  by  a careful  curet- 
tage, and  cervical  carcinoma  must  be  ruled 
out  by  biopsies  of  the  cervix. 

3.  Menopausal  bleeding.  If  the  patient  is 
at,  or  near  the  menopausal  years,  she  or  we 
may  call  it  menopausal  bleeding.  It  may  be 
cancerous  bleeding.  So-called  irregular  bleed- 
ing of  the  menopause  is  not  characterized  by 
intermenstrual  bleeding.  A diagnostic  cur- 
rettage  and  cervical  biopsy  should  be  done  on 
these  patients  to  rule  out  uterine  malignancy. 

4.  Cervical  polyps.  Rarely  a polyp  may  be 
malignant.  If  the  base  cannot  be  visualized 
in  the  office  the  patient  should  be  hospital- 
ized and  a careful  dilatation  and  currettage 
done  rather  than  to  attempt  its  removal  in 
the  office.  The  polyp  should  be  carefully 
examined  microscopically. 

When  one  becomes  suspicious  that  an  intra- 
uterine malignancy  may  be  present,  the  pa- 
tient is  hospitalized  for  dilatation  and  cur- 
rettage and  cervical  biopsy  under  anesthesia. 
One  may  be  tempted  to  try  to  save  the  pa- 
tient the  expense  and  trouble  of  hospitaliza- 
tion by  doing  an  endometrial  biopsy  in  the 
office  using  a suction  or  other  endometrial 
biopsy  curette.  This  office  procedure  of  ob- 
taining small  specimens  of  endometrium  can- 
not be  recommended  for  the  diagnosis  of  en- 
dometrial carcinoma,  since  it  too  often  misses 
a small  lesion.  Its  use  is  best  limited  to 
“sampling”  of  endometrium  in  infertility 
cases  and  in  menstrual  disorders  and  not  in 
suspected  cases  of  carcinoma. 

Technique  of  Cureitage 

After  gentle  dilatation  of  the  cervix  with 
graduated  sounds  the  uterus  is  carefully  cur- 
etted clockwise,  then  counter-clockwise, 
using  a sharp  medium-sized  curette.  Special 
attention  is  paid  to  the  area  of  the  uterine 
horns  and  fundus  since  these  areas  are  most 
easy  to  miss  with  the  curette.  Curettings  are 
caught  on  a moist  sponge  placed  beneath  the 
cervix. 

Grasp  forceps  are  then  inserted  in  the 


— 366  — 


OCTOBER  1955 

uterine  cavity  and  grasps  are  made  in  the 
area  of  each  horn,  the  fundus  and  each  wall 
of  the  uterine  cavity.  By  adding  this  simple 
procedure  we  often  remove  sizable  polypoid 
tissue  missed  by  the  curette. 

The  cervix  is  biopsied  with  a punch  or  with 
a scapel  circumferentially,  or  removing 
wedges. 

Curettings  are  separated  from  blood  clots 
on  the  sponge  and  promptly  placed  in  fixing 
solution  by  the  operator.  We  should  not  leave 
this  for  a nurse  or  technician  to  do,  who 
may  not  be  able  to  distinguish  between  a 
small  clot  and  tissue. 

After  doing  a diagnostic  curettage  for  post- 
menopausal bleeding  and  finding  no  apparent 
cause,  it  is  well  to  request  the  patient  to  re- 
turn if  post-menopausal  bleeding  recurs  and 
to  promptly  subject  her  to  another  diagnostic 
curettage.  We  have  all  seen  patients  with  a 
negative  diagnostic  curettage  for  post-meno- 
pausal bleeding  show  up  with  definite  car- 
cinoma of  the  endometrium  months  later. 

Post-menopausal  patients,  wherein  the 
curettings  reveal  so-called  adenomatous  hy- 
perplasia should  be  especially  closely 
watched,  and  if  bleeding  recurs,  subjected  to 
a second  thorough  diagnostic  curettage. 

Table  II  is  a summary  of  the  diagnosis  of 
out-patient  cervical  biopsies  submitted  for 
examination  at  Sioux  Valley  Hospital  in 
1954.  These  cervical  biopsies  represent  spec- 
imens taken  in  physicians’  offices  and  brought 
to  the  pathology  department  of  Sioux  Valley 
Hospital  during  the  last  year. 

TABLE  II.  OUT-PATIENT  CERVICAL 
BIOPSIES 


Chronic  Cervicitis  61 

Cervical  Polyp  25 

Invasive  Carcinoma  9 

Carcinoma-in-Situ  2 

Basal  Cell  Hyperactivity 4 

Myoma  1 

Total 102 


Eleven  carcinomas  were  discovered  or  over 
10%  of  the  biopsies  revealed  cervical  malig- 
nancy. Only  two  carcinoma-in-situ  were  dis- 
covered, although  four  biopsies  were  re- 
ported as  basal  cell  hyperactivity  and  our 
pathologist.  Doctor  Charles  Mitchell,  advised 
re-biopsy  and  close  observation  in  these  pa- 
tients. 


Following  up  on  these  nine  invasive  car- 
cinomas as  to  the  stage  of  the  disease  at  the 
time  of  their  biopsy  we  find  that  eight  of  the 
nine  patients  were  in  Stages  1 and  2 or  suc- 
cessfully treatable  stages. 

Stage  1 — 4 

Stage  2 — 4 

Stage  3 or  4 — 1 

The  high  incidence  of  cervical  polyps  was 
interesting  to  me  — about  25^ . 

This  brief  study  shows  that  the  men  of  our 
area  are  becoming  aware  of  the  value  of  the 
relatively  simple  office  procedure  of  cervical 
biopsy. 


DISTRICT  MEMBERSHIPS 
NEARLY  COMPLETE 

According  to  an  unofficial  count,  the  twelve 
district  medical  societies  have  reported  paid, 
honorary  and  military  members  totaling  449 
in  the  State.  A tabulation  follows: 


District 

Pd.,  Hon., 
or  Mil. 

Delin- 

quent 

Potential 

New 

Members 

Aberdeen  SI 

47 

3 

3 

Watertown  S2 

29 

— 

— 

Brookings-Madison 

S3  25 

— 

— 

Pierre  S4 

25 

— 

1 

Huron  S5 

25 

1 

1 

Mitchell  S6 

30 

6 

1 

Sioux  Falls  S7 

106 

6 

5 

Yankton  #8 

39 

4 

10 

Black  Hills  S9 

93 

2 

14 

Rosebud  SIO 

10 

— 

— 

Northwest  Sll 

12 

— 

1 

Whetstone  S12 

9 

4 

1 

Totals 

449 

26 

37 

gliiiiiiiiiiiiiiitiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiitiiniiiiiiiiiiiiiiiiiiiiiiiiiiiiiiig 
I In  very  special  cases 
I A very 
I superior  Brandy 

I SPECIFY 


= THE  WORLD  S PREFERRED  COGNAC  BRANDY  E 

= 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  S 
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BENIGN  LESIONS  OF 
THE  CERVIX 

DIAGNOSIS  AND  TREATMENT*  ; 

Ralph  Luikart,  M.D.  , 

Department  of  Ob.  & Gyn.  ‘ ij 

University  of  Nebraska  i 

Medical  School 
Omaha.  Nebraska 


For  more  than  thirty  years  I have  realized 
the  need  for  improvement  in  hygiene  of  the 
uterine  cervix  and  the  many  complications 
arising  therefrom.  In  1923  I demonstrated  in 
a colored  movie  film  a technique  of  immediate 
post  partum  repair  of  cervical  lacerations. 
The  purpose  was  to  emphasize  the  import- 
ance of  a greatly  needed  and  too  often  neglec- 
ted procedure.  Quoting  from  a recent  formal 
lecture  of  Dr.  F.  J.  Hofmeister,''  “When 
lacerations  occur  immediate,  adequate  repair 
before  episiotomy  needs  to  be  emphasized 
and  reemphasized  as  the  treatment  of  choice.” 

This  procedure  will  be  considered  later  in 
this  discussion. 

Benign  cervical  lesions  include  cervicitis, 
pseudo  erosions,  cervicitis  with  erosion 
(ulcer),  cystic  cervicitis  (nabothian  cysts), 
lacerations  from  childbirth  or  surgical  man- 
ipulation, ectropion  or  eversion,  leukoplakia, 
endometriosis,  cervical  polyps,  strawberry 
cervix  of  trichomonas,  the  curd  covered  cer- 
vix of  monilia,  tuberculosis  and  cervical  stric- 
ture. 

Diagnostic  differentiation  between  benign 
and  malignant  lesions  is  a must. 

Manual  vaginal  examination  will  give  val- 
uable information.  The  consistency,  size,  sur- 
face (smooth  or  nodular),  tenderness  to  touch 
and  lacerations  of  the  cervix  may  be  elicited. 
Adequate  exposure  with  visualization  aided 
by  a suitable  light  will  facilitate  proper  in- 

*Presented  to  the  Sioux  Valley  Medical  Meeting, 
February  24,  1955,  Sioux  Falls,  S.  D. 


spection.  No  therapy  should  be  instituted 
until  any  discharge  present  has  been  inves- 
tigated. 

VAGINITIS 

Among  the  most  common  causes  of  vag- 
initis are  fungus  and  protozoal  infections,, 
which  may  occur  at  any  age.  A frothy  dis-‘ 
charge  should  be  examined  by  hanging  dropj 
for  trichomonads,  especially  so  if  there  is  a' 
strawberry  appearance  of  the  cervix.  A Pap-^ 
anicolaou  smear  obtained  in  the  pi'esence  ofi 
trichomonas  vaginitis  may  in  rare  instances) 
confuse  the  interpretation  and  give  a false  ^ 
positive  for  cancer.  A biopsy  will  determine  ■ 
what  therapy  is  indicated. 

A curdy  discharge  should  be  checked  for 
monilia.  Smears  should  be  examined  for 
gonococci  and  other  infection  indicated.  A 
Papanicolaou  smear  and  biopsy  should  be 
done  if  indicated  by  the  appearance  of  the 
cervix  or  from  the  history  obtained  from  the 
patient.  Nabothian  cysts,  one  or  many,  may 
have  been  felt  at  the  time  of  the  vaginal  ex- 
amination. If  there  are  several  their  hard 
consistency  may  give  a nodular  feeling,  simu- 
lating malignancy. 

Unhealed  or  old  lacerations  of  the  cervix 
may  be  seen.  In  rare  instances  there  may  be 
an  ulcerative,  tuberculous  cervicitis  simula- 
ting cancer.  The  ulcer  should  be  biopsied. 
Any  ulceration  or  red,  hypertrophied  area 
should  have  a Papanicolaou  smear  and  biopsy. 
The  Schiller  test  has  been  of  little  differential 
value  in  my  experience.  Leukoplakia,  which 
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may  appear  as  one  small  spot  or  even  cover 
the  vaginal  portion  of  the  cervix,  usually  has 
a glossy  surface  and  is  white  in  color,  from 
which  it  gets  its  name.  It  does  not  rub  off 
with  a cotton  applicator  nor  bleed  as  a I’ule. 
Endometriosis,  cervical  polyps  and  stricture 
of  the  cervical  canal  will  be  considered  under 
treatment. 

TREATMENT 

Vaginitis:  Examination  of  a hanging  drop 
or  stained  smear  will  usually  clinch  the  diag- 
nosis and  etiology  of  the  vaginitis,  and  the 
proper  course  of  treatment  can  be  selected. 
Monilia  and  trichomonads  are  the  most  com- 
mon offenders.  Any  existing  benign  ulcer  of 
the  cervix  should  first  be  relieved  by  cautery 
unless  contra-indicated  by  one  of  the  follow- 
ing conditions:  An  existing  pregnancy,  acute 
cervicitis,  impending  menstruation,  or  in  case 
a biopsy  is  indicated. 

There  are  as  many  treatments  recommen- 
ded for  these  fungae  and  protozoal  infections 
as  there  are  for  the  common  cold.  It  is  wise 
to  have  more  than  one  type  of  treatment  in 
your  armamentarium.  Therapy  which  is 
usually  successful  may  fail  or  cause  irritation 
or  burning  in  some  instances. 

A properly  taken  acid  douche  (one-half  cup 
of  vinegar  to  two  quarts  of  warm  water) 
taken  daily  for  ten  days  to  two  weeks  will 
often  suffice  to  relieve  trichomonas.  A treat- 
ment I use  that  rarely  fails  consists  of  ex- 
posing the  vaginal  canal  with  an  ordinary 
Miller  type  vaginal  speculum,  stretching  the 
vaginal  wall  enough  to  flatten  the  rougae, 
gently  wiping  out  the  vagina  as  the  speculum 
is  rotated.  Any  inflamed  spots  on  the  cervix 
are  touched  with  ten  percent  silver  nitrate. 
The  entire  vaginal  wall  is  painted  with  a one 
percent  Gentian  violet  in  five  percent  al- 
cohol. The  vagina  is  then  sprayed  with  flora- 
quin  powder  and  a cotton  tampon  is  inserted. 
The  patient  is  told  to  remove  the  tampon  the 
next  evening  at  bedtime  (usually  about  36 
hours  later)  and  take  an  acid  douche.  She 
should  be  told  to  take  the  douche  in  the 
supine  position  preferably  in  the  bathtub, 
holding  the  labia  together,  then  releasing, 
thereby  stretching  the  vaginal  wall.  One 
douche  at  that  time  may  not  suffice  to  re- 
move all  the  medication.  A similar  douche 
should  be  taken  each  day  until  she  returns 
to  the  office  for  a second  and  third  treatment, 
to  be  given  about  four  days  apart.  It  is  im- 


portant that  she  not  discontinue  the  douche 
during  menstruation.  Sodium  mandilate  by 
mouth,  should  be  taken  by  the  patient  to  be 
sure  that  her  urine  is  not  re-infecting  her. 
This  is  a “shot  gun”  type  of  treatment. 

Occasionally  the  medication  causes  a hy- 
groscopic action  resulting  in  more  watery 
discharge  than  the  tampon  can  absorb,  or 
she  may  have  trouble  keeping  the  tampon  in 
the  vagina.  In  either  instance  she  should  be 
warned  that  a vaginal  pad  may  be  needed 
for  protection.  Often  the  reaction  of  vaginal 
discharge  approaches  neutral.  Both  monilia 
and  trichomonads  may  be  present.  Which  is 
actually  the  major  cause  of  the  discomfort 
is  not  easily  determined.  Gentian  violet  prop- 
erly applied,  whether  followed  by  alkaline 
douches  or  not,  will  usually  relieve  the  pa- 
tient. Coitus  need  not  be  interdicted  but  a 
sheath  should  be  worn  by  the  huband  at  that 
time.  His  urine  should  be  examined  and  if  it 
shows  infection  he  should  be  treated.  (Pros- 
tatic massage). 

The  vaginal  treatment  mentioned  above 
should  be  alternated  with  acid  base  sulfa  jel 
if  satisfactory  response  is  not  obtained  after  a 
second  treatment.  An  annoying  vulvitis  ac- 
companying the  vaginitis  may  be  caused  by 
the  presence  of  inadequately  treated  diabetes. 

Trichomonas  vaginalis  and  cancer  of  the 
cervix  is  definitely  less  prevalent  among 
wives  of  circumcised  men.  Cancer  of  the  cer- 
vix is  uncommon  among  Jewish  women. 3 
Fabien  Gangon  states,  “Nuns  with  trichom- 
onas vaginalis  are  very  rarely  seen.”  Carl  H. 
Davis2  asks,  “Is  it  possible  that  trichomonas 
infection  contributes  to  cancer  of  the  cervix?” 
Carl  Henry  Davis^  tested  and  recommended 
calendacide,  a new  preparation,  as  a cure  for 
trichomas  vaginalis  within  four  weeks,  if  ade- 
quate home  and  office  treatment  is  adminis- 
tered. 

TUBERCULOSIS 

In  the  rare  instances  when  there  is  a tuber- 
culous cervicitis,  biopsy  of  the  tissue  is  neces- 
sary to  differentiate  it  from  cancer.  Cervical 
tuberculosis  should  be  treated  with  strepto- 
mycin or  isoniazed.  If,  after  a reasonable 
trial,  results  are  not  satisfactory  hysterec- 
tomy should  be  done. 

CERVICITIS 

Cervicitis  is  the  most  common  cause  of 
leukorrhea.  Clinically  most  women  have 
chronic  cervicitis.  The  term  endocervicitis  is 
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a misnomer  because  the  endocervix  includes 
only  the  mucous  membrane  of  the  cervix.  The 
compound  mucous  glands  which  are  involved, 
even  in  a lesser  degree  of  infection,  extend 
beneath  the  cervical  mucous  membrane 
down  into  the  cervical  interstitial  tissue  as 
much  as  a centimeter.  Hence  topical  applica- 
tions for  cervicitis  are  useless  because  they 
do  not  reach  the  seat  of  the  disease. 

Discussing  cervical  cancer  prophylaxis,  Te 
Linde‘S  states,  “Routine  annual  examination 
of  all  women  over  thirty  by  a competent 
gynecologist  is  a utopia  in  preventive  med- 
icine.” But,  because  of  indolence  and/or 
ignorance  on  the  part  of  the  patient,  and 
carelessness  on  the  part  of  the  medical  prac- 
titioner opportunity  to  make  an  early  diag- 
nosis, and  thereby  greatly  improve  our  statis- 
tics of  the  care  of  cervical  cancer,  is  lost.  The 
examination  is  simple.  It  should  include 
palpation  and  inspection  of  the  cervix,  a can- 
cer smear  with  ring  biopsy  (preferably  with 
a cold  knife)  and  diagnostic  curettage  of  the 
cervix  if  indicated. 

I have  had  personal  conferences  with  many 
gynecologists  and  pathologists  who  have  par- 
ticular interest  in  cervical  cancer.  Without 
exception  they  all  were  of  the  opinion  that 
neglected  lacerations,  trauma  and  infections 
may  be  precursors  of  cancer  of  the  cervix, 
even  though  it  has  not  yet  been  proved. 

The  region  of  the  most  vulnerable  point  of 
cancer  of  the  cervix  is  at  or  near  the  external 
os.  Pemberton  and  Smith^  report  that  none 
of  1048  women  whose  cervices  were  cauter- 
ized were  known  to  have  developed  cervical 
cancer.  Likewise  none  of  740  women  who 
underwent  cervical  amputation  was  known 
to  have  subsequently  developed  cancer  of  the 
remaining  part  of  the  cervix.  In  1952  Profes- 
sor Gangon®  of  Quebec  stated  that  among 
13,000  deaths  of  nuns  there  were  none  re- 
ported as  cervical  cancer  and  during  that 
same  period  12  nun’s  deaths  were  recorded  as 
due  to  corpus  cancer.  If  the  same  ratio  of 
cancer  of  the  cervix  to  corpus  cancer  existed 
among  nuns  as  among  the  general  popula- 
tion there  should  have  been  eight  times  as 
many  cervical  cancers,  or  96.  Instead  there 
were  none.  Further  work  by  Gangon  in  the 
field  gives  further  credence  to  the  view  that 
chronic  cervicitis  is  important  in  the  genesis 
of  cancer  of  the  cervix,  although  he  does  not 
minimize  other  contributory  factors.  How- 


ever, investigative  work  done  by  Janet  Towne 
and  Herb  Schmitz  in  three  Catholic  Orders 
around  Chicago,  and  as  yet  unpublished, 
would  seem  to  refute  these  conclusions. 

The  etiology  of  cervicitis  fifteen  years  ago 
frequently  was  gonorrhoea.  But,  since  the 
advent  of  the  antibiotics  it  is  seldom  the 
offending  organism.  Now  staphylococci  pre- 
dominate. A pusy  discharge  may  indicate 
gonorrhoeal  infection.  Even  though  more 
than  one  smear  and  a culture  are  negative 
for  gonococci,  penicillin  shots  in  adequate 
dosage  should  be  given.  Occasionally  a stub- 
born cervicitis  will  respond  promptly  to  in- 
tramuscular administration  of  antibiotic  med- 
ication. Sensitivity  tests  made  of  cultures 
obtained  directly  from  the  cervical  discharge 
may  aid  in  determining  which  antibiotic 
should  be  administered.  The  organisms  may 
cause  actual  ulceration,  which  usually  is  fol- 
lowed by  an  invasion  of  columnar  epithelium, 
resulting  in  a condition  incorrectly  called  cer- 
vical erosion,  but  actually  an  ectropion  of 
columnar  epithelium.  As  a result  normal 
drainage  of  the  cervical  mucous  glands  is 
blocked,  causing  a cystic  cervicitis  and  nabo- 
thian cysts.  It  is  also  important  to  keep  in 
mind  that  antibiotics  may  cause  vulvitis  and 
proctitis. 

TREATMENT  OF  CERVICITIS  AND 
NABOTHIAN  CYSTS 

The  first  operation  I saw  as  a premedic 
consisted  of  plunging  a red  hot  soldering  iron 
into  the  cervix  of  an  anesthetized  woman 
being  treated  for  severe  cervicitis.  That 
method  of  treatment  was  devised  by  L.  Hun- 
ner^  in  1906.  The  treatment  relieved  the  cer- 
vicitis but  usually  the  cervical  canal  became 
stenosed.  Because  of  this,  the  use  of  the  cau- 
tery fell  into  disrepute,  but  later  was  revived 
by  the  late  Dr.  Dickinson®  about  1920  when 
he  advocated  the  use  of  the  nasal  type  cau- 
tery now  in  common  use. 

The  area  of  the  cervix  to  be  cauterized  is 
striped  from  the  external  os  outward,  the 
stripes  about  .5  cm  apart  at  the  distal  end. 
The  cautery  is  heated  to  a cherry  red  and 
held  in  contact  with  the  cervix  until  the 
cautery  tip  turns  black,  and  no  longer.  This 
is  an  office  procedure.  The  nerves  of  the 
cervix  are  insensible  to  heat.  I do  not  hesitate 
to  enter  the  canal  with  the  cauterj'^  if  the 
opening  of  the  external  os  is  large.  If  there 
is  extensive  chronic  cervicitis  the  patient 
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i I should  be  hospitalized,  anesthetized  and  the 
cervix  dilated  and  the  entire  length  of  the 
; canal  striped.  The  patient  should  be  told 
i:  there  will  be  an  increase  in  vaginal  discharge 
i for  about  two  weeks  with  marked  improve- 
. : ment  by  the  end  of  the  third  week.  A vinegar 
i;‘  douche  once  every  day  is  recommended  to 
relieve  odor  and  possible  irritation.  If  the 
j cauterization  is  extensive,  coitus  should  be 
;l  interdicted  for  two  weeks.  There  may  be 
! spotting  but  rarely  bleeding  of  any  conse- 
quence, if  the  cautery  was  only  cherry  red 
i and  removed  from  the  tissue  immediately 
when  it  became  black.  The  cervix  should  be 
checked  in  three  weeks  at  which  time  a .5 
cm  sound  should  be  passed  and  this  treat- 
ment repeated  once  every  three  weeks  to 
avoid  stenosis.  The  dilatations  should  be  con- 
tinued for  several  months  if  the  cauterization 
was  extensive.  Cauterization  is  repeated  only 
if  necessary,  then  not  until  eight  to  ten  weeks 
later.  If  a large  area  of  ectropion,  4 cm  or 
more  in  diameter,  is  found  out  I prefer  not  to 
I cauterize  the  entire  area  at  the  time  of  the 
first  treatment. 

Te  Linde'^  suggests  that  the  cautery  be 
I heated  until  white  and  burn  deeper.  In  my 
1 practice  it  caused  more  bleeding  and  a greater 
il  tendency  toward  stricture.  When  the  colum- 
nar cells  on  the  surface  are  destroyed  they 
are  replaced  by  squamous  cells  that  protect 
underlying  cervical  glands  from  further  in- 
, vasion  by  the  offending  vaginal  flora,  and 
cervicitis  usually  will  subside.  I have  not 
been  able  to  control  the  depth  of  treatment 
with  fulguration.  A few  cases  so  treated  de- 
veloped moderate  to  severe  bleeding. 

Conization  recommended  by  Crosson®  and 
: others  should  be  employed  only  for  selected 
cases.  Frequently,  post  conization  hemor- 
j rhage,  stricture,  and/or  necessity  of  repeat- 
; ing  the  treatment  has  been  reported.  Often 
I stenosis  of  the  cervix  does  not  become  evi- 
j dent  for  two  to  three  years.  Cases  have  been 
I reported  as  late  as  eleven  years  after  coniza- 
tion. (Galloway’s  collection  reported  by  Hof- 
mesister  and  Gorthy)io  Miller  and  Todd,’'! 
i among  others,  reported  six  percent  to  eight 
percent  strictures  of  the  cervix  following  con- 
ization. They  also  state  the  effect  on  preg- 
nancy in  general  was  harmful.  There  were 
eighteen  percent  who  had  premature  labor 
and  thirteen  percent  of  the  pregnancies  ended 
in  abortion  after  conization  of  the  cervix. 


Nabothian  cysts  are  best  treated  by  puncture 
with  the  cautery. 

LACERATIONS 

The  most  common  injury  to  the  cervix  is 
laceration.  Prevention  should  be  the  first 
choice.  Immediate,  adequate  repair  of  the 
lacerations  becomes  a must. 

The  cervix  is  lacerated  at  the  time  of  child- 
birth in  more  than  eighty  percent  of  prima- 
gravida  and  about  forty-five  percent  of  multi- 
gravida. A laceration  of  less  than  two  cen- 
timeters will  heal  without  suturing.  Less 
than  half  of  cervical  lacerations  at  time  of 
delivery  are  deep  enough  to  require  repair. 

Repair  of  cervical  lacerations  should  not 
be  made  until  the  placenta  is  expelled  and 
the  uterus  firmly  contracted,  otherwise  there 
will  be  annoying  bleeding  and  unnecessary 
blood  loss.  If  the  placenta  is  expelled  after 
the  cervix  is  repaired  the  sutures  will  be 
torn  out.  In  order  that  the  cervix  be  satisfac- 
torily exposed  the  patient  must  be  in  the 
lithotomy  position  and  her  buttocks  brought 
beyond  the  end  of  the  table,  she  resting  on 
her  sacrum.  Otherwise  the  buttocks  are 
pressed  upward  preventing  adequate  retrac- 
tion of  the  vaginal  walls  and  proper  cervical 
exposure.  Pressure  is  made  on  the  fundus, 
the  cervix  is  grasped  an  inch  or  more  above 
the  edge  with  several  ring  forceps.  It  is  al- 
most impossible  to  determine  whether  lacera- 
tions exist  and  their  depth  unless  the  entire 
external  os  is  exposed  in  toto.  The  edges  of 
the  tissue  at  the  site  of  the  lacerations,  new 
or  old,  must  be  freshened.  The  success  of  the 
repair  may  depend  on  this.  Both  old  and  new 
lacerations  are  then  repaired  with  triple  zero 
chronic  catgut.  Start  the  repair  from  the  dis- 
tal ends  of  the  laceration.  A running  suture 
should  be  used.  It  is  satisfactory  and  less  time 
consuming.  The  sutures  should  pass  through 
all  layers  of  the  cervix  about  .5  cm  from  the 
lacerated  edge  and  drawn  just  snug  enough 
to  give  good  approximation  and  control  bleed- 
ing. Before  the  era  of  antibiotics,  when 
puerperal  infection  was  prevalent,  no  immed- 
iate manipulations  within  the  vagina  or 
uterus  were  done  except  as  an  emergency. 
Cervical  repairs,  if  done  at  all,  were  delayed 
until  a later  date.  By  then  the  cervix  had 
returned  to  its  normal  cartilaginous  consist- 
ency making  it  difficult  to  maintain  approx- 
imation of  the  lacerated  edges.  Results  were 
so  unsatisfactory  that  the  procedure  is  almost 
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obsolete.  If  cervical  repairs  are  properly  done 
they  heal  almost  one  hundred  percent.  At  the 
end  of  six  weeks  the  cervix  has  a nulliparous 
appearance.  The  chance  of  infection  is  greatly 
reduced,  with  less  chance  of  the  ever  trouble- 
some chronic  cervicitis.  When  necessary  re- 
pairs are  not  made  at  the  time  of  delivery, 
erosion  and  ectropion  with  infection  and  cer- 
vicitis follow  in  greater  or  lesser  degree. 
Chance  of  conception  and  satisfactory  ges- 
tation is  decreased.  Last  but  far  from  least, 
in  my  opinion  a possible  precursor  of  cervical 
cancer  may  develop. 

CERVICAL  POLYPS 

Polyps  of  the  cervix  are  not  uncommon. 
Their  etiology  is  unknown.  Only  about  one 
fourth  of  one  percent  are  malignant.  Prompt 
removal,  including  the  base,  and  biopsy 
should  be  done.  Most  cervical  polyps  can  be 
detached  by  twisting  or  cutting,  then  touch- 
ing the  remaining  bleeding  point  with  a cau- 
tery. If  the  attachment  is  high  in  the  cervix 
or  the  polyp  is  sessile  in  type  and  the  base  is 
broad,  hospitalization  may  be  preferred. 
Under  pentothol  a cervical  dilatation  better 
exposes  the  base.  Removal  by  heat  will  in- 
terfere with,  if  not  ruin,  the  specimen  for 
biopsy.  Removal  of  polyps  when  found  dur- 
ing pregnancy  does  not  disturb  the  preg- 
nancy if  discretion  is  used. 

LEUKOPLAKIA 

Leukoplakia  of  the  cervix  is  not  common. 
It  is  a hyperkeratosis  on  the  cervix.  It  does 
not  cause  discharge  or  discomfort. 

The  concensus  of  opinion  at  the  National 
Cancer  Conference  at  Denver  in  June  of  1954 
was  that  cancer  of  the  cervix  was  found  no 
more  frequently  when  leukoplakia  was  pres- 
ent. Novak  states  they  are  insignificant. 

Treatment:  A biopsy  should  be  done  and 
then  followed  by  intelligent  watching.  Leu- 
koplakia is  not  relieved  by  medication, 
radium  or  x-ray. 

STRICTURE 
Siensosis  of  the  Cervix 

Stricture  of  the  cervix  is  a common  com- 
plication from  the  therapeutic  operative  pro- 
cedures employed  to  relieve  cervicitis. 
Curtisi2  believes  gonorrhea  is  or  was  the 
most  frequent  cause.  In  my  experience  con- 
ization is  the  most  common  cause  of  cervical 
stenosis.  This  is  especially  apt  to  occur  un- 
less the  after  treatment  includes  dilatation  of 
the  cervix  with  sound  at  regular  intervals 


over  a prolonged  period.  Improper  cauter- 
ization is  often  a cause.  Too  radical  cervical 
curettage,  caustic  medication  destroying  the 
cervical  mucous  membrane,  or  the  use  of 
radium  for  benign  conditions  are  among  the 
causative  factors. 

As  the  stenosis  increases  dysmenorrhea 
becomes  more  severe  and  if  occlusion  be- 
comes -complete  hematometra  and  hema 
toperitoneum  may  result  in  pelvic  pain  from 
peritoneal  irritation.  This  may  be  a factor  in 
pelvic  endometriosis. 

TREATMENT 

Dilatation  of  the  cervix  should  be  done  if 
a passage  into  the  uterine  canal  can  be  found. 
The  degree  of  dilatation  should  be  governed 
by  the  condition  of  the  cervix.  The  cervix 
of  elderly  patients  may  split  full  length. 
Avoid  curettage  of  the  cervical  canal  at  the 
time  of  dilatation.  Here  again  a prolonged 
series  of  dilatations  is  necessary  to  maintain 
a patulous  canal.  When  an  occlusion  occurs  it 
may  be  impossible  to  re-establish  a canal. 
Tracheloplasty  may  be  attempted  to  increase 
childbearing  possibilities;  otherwise  total  hy- 
sterectomy is  apt  to  become  the  best  pro- 
cedure. 

CERVICAL  ENDOMETRIOSIS 

Cervical  endometriosis  is  uncommon.  It 
may  show  up  as  premenstrual  spotting  and 
may  be  associated  with  pelvic  endometriosis. 
Diagnosis  can  be  made  by  biopsy.  Surgery 
for  removal  is  seldom  necessary.  The  areas 
usually  can  be  completely  disposed  of  by 
cautery. 

CONCLUSION 

The  chief  purpose  of  this  discussion  is  to 
emphasize  the  importance  of: 

1.  Correct  diagnosis  of  benign  cervical 
lesions. 

2.  Administration  of  prompt,  proper  and 
adequate  treatment. 

a.  Prophylaxis 

b.  Avoid  over  treatment 

I wish  to  express  my  gratitude  to  Dr. 
Charles  E.  Galloway  for  the  use  of  his  collec- 
tion of  slides.  I wish  also  to  thank  Drs. 
Hofmeister  and  Gorthy  for  the  help  received 
from  their  paper  — Evaluation  and  Selection 
of  Methods  of  Treatment  of  Benign  Lesions 
of  the  Cervix,  which  is  soon  to  be  published 
in  The  American  Journal  of  Obstetrics  and 
Gynecology. 
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The  invitation  to  speak  before  you  is 
greatly  appreciated.  It  affords  me  the  oppor- 
tunity of  bringing  closer  together  the  phys- 
ician and  hospital  administrator.  It  always 
fills  me  with  a great  deal  of  dismay  to  see  so 
few  physicians  participating  in  operational 
conferences  regarding  hospitals.  Perhaps  un- 
wittingly a “gauze  curtain”  has  artificially 
been  placed  between  the  practicing  phys- 
icians and  hospital  personnel.  Of  course,  this 
should  not  be,  because  the  practice  of  med- 
icine, including  hospital  practice,  requires 
the  acme  of  cooperation,  teamwork  and  un- 
derstanding — the  beginning  of  hospital  and 
medical  statesmanship  is  wisdom  and  pru- 
dence. 

The  mission  of  medical  education  involves 
the  training  of  young  men  and  women  of 
high  moral  character  and  integrity  in  the 
principles  of  the  biology  of  man  so  that  they 
may  apply  these  principles  to  man  for  the 
alleviation  of  his  physical  and  mental  illness, 
the  prevention  of  unnecessary  illness,  and 
the  promotion  and  support  of  general  meas- 
ures for  his  health. 

The  objectives  of  medicine  have  been 
throughout  the  ages  of  man  always  devoted 
to  the  principles  just  enunciated.  Man  is  a 
rational-free  being  and,  as  such,  has  always 
sought  to  improve  himself  by  all  the  God- 

*Presented  to  the  S.  D.  Hospital  Association  meet- 
ing, April  18,  1955,  Huron,  S.  D. 


given  talents  placed  at  his  disposal.  Hence, 
medicine  has  developed  into  the  highly 
specialized  and  respected  profession  that  it  is 
today. 

For  a moment  it  would  be  of  interest  to 
briefly  review  some  of  the  phases  of  this 
development.  From  the  earliest  time,  the 
practice  of  medicine  was  associated  with  the 
practice  of  religion;  as  our  knowledge  in- 
creased, medicine  became  so  specialized  and 
complex  that  the  ministers  to  the  soul,  or 
the  spiritual,  fostered  and  encouraged  their 
great  ally  — the  ministers  to  the  body.  Inas- 
much as  the  spiritual,  or  soul,  is  so  intimately 
linked  to  the  body,  that  is,  to  the  physical  and 
mental,  so  medicine  and  the  ministry  of  re- 
ligion remain  bound  together  — this  bind- 
ing today  is  not  always  apparent  on  the  sur- 
face; it  is  seen,  however,  in  the  moral  code  by 
which  our  physicians  have  lived  and  prac- 
ticed their  profession  from  the  days  of  Hip- 
pocrates until  the  present. 

Under  the  influence  of  Hippocrates  and  the 
Hippocratic  Oath,  the  knowledge  of  medical 
skills  was  passed  on  only  to  physicians  and 
to  their  sons.  The  first  medical  school  was  in 
Alexandria,  sponsored  by  Alexander  of  Mace- 
donia. Galen  was  a product  of  this  school; 
with  the  invasion  of  Egypt  by  the  Romans, 
this  school  was  abandoned.  Until  the  next 
formal  school  was  established  at  Salerno  in 
the  ninth  century,  the  church  bridged  the  gap. 
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principally  through  the  efforts  of  the  monks 
at  Monte  Cassino.  These  monks  copied  and 
preserved  practically  all  the  ancient  medical 
works. 

Medical  education  was  led  by  the  school  at 
Salerno  from  the  ninth  to  the  thirteenth  cen- 
tury, when  it  passed  in  turn  to  Bologna,  to 
Naples,  to  Montpellier,  and  to  Paris.  In  the 
seventeenth  and  eighteenth  centures  the 
leadership  in  medical  education  centered  in 
England.  Later  Austria  and  Germany  shared 
in  this  leadership.  Our  country  is  now,  with- 
out question,  the  leader.  Our  first  formal 
medical  school  was  founded  in  1765  as  the 
Medical  Department  of  the  College  of  Phila- 
delphia. Before  and  concurrent  with  the 
establishment  of  formal  centers  for  medical 
education  in  North  America,  the  medical  ap- 
prenticeship was  the  common  method  of 
establishing  one’s  self  as  a physician.  The 
medical  apprenticeship  persisted  to  almost 
the  close  of  the  nineteenth  century.  Grad- 
ually, however,  and  with  the  aid  of  licensing 
boards,  formalized  centers  for  medical  educa- 
tion became  the  established  custom,  and  the 
medical  apprenticeship  became  a thing  of  the 
past. 

Prior  to  1872,  classroom  lectures  and 
demonstrations  were  the  rule.  Two  short 
winter  courses  were  all  that  was  required  of 
the  prospective  physician.  Requirements  for 
admission  were  equally  nebulous.  During  the 
period  from  1872  to  1894,  the  course  of  study 
was  lengthened  to  three  years  of  five  months 
each,  over  great  opposition.  At  the  close  of 
the  eighteenth  century  (1894-1895)  the  course 
was  increased  to  four  years. 

From  then  until  now  the  four-year  medical 
curriculum  has  grown  by  a process  of  accre- 
tion — adding  without  trimming,  parallel 
with  the  increase  of  our  knowledge. 

As  a result  of  the  establishment  of  these 
first  schools  and  because  of  their  success, 
certain  unscrupulous  individuals,  working  on 
the  theory  that  many  individuals  would  like 
the  title  of  “doctor,”  irrespective  of  their  com- 
petence, opened  a multitude  of  so-called  med- 
ical schools.  Most  of  these  were  virtual  dip- 
loma mills  and  money  was  the  principal  re- 
quirement for  admission.  It  became  difficult 
for  the  qualified  applicant  for  a medical  edu- 
cation to  distinguish  the  good  school  from  the 
bad  or  mediocre.  Also,  and  perhaps  of  equal 
or  even  greater  importance,  the  poor  patient 


did  not  know  how  to  differentiate  a trained 
physician  from  the  recipient  of  credentials 
from  a diploma  mill. 

This  situation  became  so  serious  that  in  the 
period  beginning  about  1910  Doctor  Flexner 
and  others  conducted  a critical  investigation 
of  all  the  schools  professing  to  teach  med- 
icine. As  a result  of  this  study,  as  well  as 
because  of  public  demand,  schools  were  rated 
by  the  American  Medical  Association  as  well 
as  by  the  State  Medical  Associations.  The 
graduates  of  such  schools  as  met  the  min- 
imum requirements  became  eligible  for  ex- 
amination by  State  Boards  for  Medical  Li- 
censure. As  a result  of  these  continuing  ac- 
tivities, today  we  receive  into  our  commun- 
ities the  best-trained  and  most-highly  ethical 
physicians  of  any  country  on  Earth. 

Quite  naturally,  as  medical  education  pro- 
gressed so  did  the  hospital.  All  of  you,  I am 
sure,  are  acquainted  with  the  history  of  the 
evolution  of  the  modern  hospital. 

Since  the  establishment  of  the  first  hos- 
pital in  the  United  States  in  Philadelphia  in 
1752,  a gradual  transformation  has  occurred 
in  institutions  called  “hospitals.”  As  a result 
of  this  transformation  many  institutions 
which  now  would  be  classified  merely  as 
simple  nursing  homes  gradually  emerged  into 
complex  medical  centers.  With  this  develop- 
ment, the  number  of  institutions  called  “hos- 
pitals” in  the  United  States  has  increased 
from  178  in  1873  to  over  6,000  at  the  present 
time.  Among  these  6,000  institutions  we  have 
all  gradations  of  adequacy  for  patient  care. 
Patients  now  enter  hospitals,  particularly  in 
our  medical  centers,  full  of  hope  and  in  an- 
ticipation of  alleviation  or  cure.  In  years 
gone  by,  entrance  into  a hospital  was  con- 
sidered a very  serious  thing  and  usually 
meant  that  the  patient  was  close  to  death’s 
door.  Today,  in  the  really  modern  hospital, 
the  patient  enters  for  the  purpose  of  re- 
ceiving the  highest  grade  of  medical  study 
and  the  best  of  rational  therapy,  with  a back- 
ground of  excellent  nursing  care. 

During  the  course  of  the  transformation  of 
the  simple  nursing  home  into  the  present- 
day  complex  medical  center,  various  ad- 
ditions were  made  to  the  nursing  home. 
Among  the  first  of  these,  and  as  a result  of 
the  understanding  of  antisepsis,  asepsis  and 
anesthetics,  the  surgical  pavilion  was  ap- 
pended. As  medical  knowledge  increased,  the 
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modern  laboratory  evolved  so  that,  at  the 
present  day,  the  physician  considered  the  hos- 
pital almost  as  important  as,  and  in  many  in- 
stances more  important  than,  his  office  for 
the  study  and  subsequent  treatment  of  cer- 
tain diseased  states.  In  the  modern  institu- 
tion there  is  continuous  study  for  the  im- 
provement of  medical  care  of  the  patient. 

While  nursing  care  remains  a very  im- 
portant objective  of  a hospital,  the  modern 
hospital,  especially  if  it  occupies  the  epi- 
center of  the  present-day  medical  center, 
focuses  its  attention  on  the  best  in  medical 
care  for  the  patient.  This  embraces  all  our 
modern  diagnostic  tools  and  skills  and  the 
complete  therapeutic  armamentarium.  In  the 
operation  of  the  medical-center  hospital  of  to- 
day, skills  and  professions  much  beyond  nurs- 
ing are  required.  The  medical-technical  skills 
have  become,  as  you  know,  quite  complex  and 
varied. 

To  keep  the  complex  organization  of  the 
modern  hospital  operating  at  maximum  effic- 
iency for  optimum  patient  care  involves  a 
great  amount  of  study  and  work  by  the  ad- 
ministration and  staff.  The  very  nature  of 
this  study  and  the  work  necessary  to  keep 
abreast  of  medical  developments  — to  lead 
and  maintain  the  lead  in  patient  care  — re- 
quires teaching.  In  my  opinion,  teaching  is 
the  sine  qua  non  for  the  maintenance  of 
leadership  in  providing  the  best  of  patient 
care.  Constant  indoctrination  of  administra- 
tion, house  staff  and  staff,  as  well  as  nursing 
and  technical  staff,  must  go  on.  Without  this 
the  rut  is  very  comfortable,  but  gets  so  deep, 
so  soon.  I do  not  believe  any  of  us  would  be 
so  naive  as  to  think  that  we  can,  today,  op- 
erate a really  modern  hospital  and  have 
available  to  the  patients  entrusted  to  our  care 
the  best  of  available  medical  care  without  a 
good  house  staff  and  a well-trained  staff. 
Teaching  is  essential  to  passing  on  our  skills 
to  our  house  staffs,  to  develop  in  them  the 
basic  interest  to  keep  up  with  medical  pro- 
gress and  to  assist  medicine  in  pushing  back 
our  frontiers  of  ignorance  of  disease  — its 
cause  — its  cure  — its  prevention. 

Speaking  of  teaching  in  the  modern  hos- 
pital brings  to  our  minds  the  question  re- 
garding interns. 

Yes,  I can  well  imagine  that  among  us  are 
some  who  may  be  reflecting,  “What  does  it 
take  to  get  interns  anyway?  Or,  what  price 


teaching?  Or,  only  a hospital  associated  with 
a medical  school  can  be  considered  a teaching 
hospital.”  In  order  to  approach  the  answers 
to  these  questions  I should  like  to  turn  to  a 
recent  publication  entitled,  “Report  of  the 
Advisory  Committee  on  Internships  to  the 
Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association.”  In 
attempting  to  answer  the  question,  “What 
type  of  hospital  should  offer  internships?” 
this  report  states:'' 

“We  entered  this  stage  of  our  discussion 
with  many  and  varied  suggestions.  One 
opinion  held  that  only  hospitals  without 
clinical  clerks  or  medical  school  affiliation 
should  offer  internships.  Hospitals  with 
school  affiliation  should  be  devoted  to  resi- 
dencies. Another  opinion  held  that  intern- 
ships should  be  given  only  in  medical- 
school  affiliated  hospitals.  The  obvious 
facts  are  (a)  that  many  hospitals  without 
affiliation  afford  excellent  internship  ex- 
perience and  (b)  that  medical  school  affil- 
iated hospitals  often  receive  preference  by 
men  who  wish  a career  in  the  scholarly  or 
research  side  of  medicine  or  in  private 
practice  complementary  to  very  active 
teaching.  We  have  boiled  down  our  con- 
clusions as  to  what  type  of  hospital  is  ap- 
propriate for  the  internship  to  a singe  cri- 
terion. To  quote  the  essentials,  it  is  a hos- 
pital in  which  ‘the  educational  benefits  to 
the  intern  are  considered  of  paramount  im- 
portance, with  the  service  benefits  to  the 
hospital  of  secondary  significance.’ 

“We  do  not  mean  that  the  hospital  which 
offers  outstanding  educational  opportunity 
to  the  intern  should  receive  no  service  from 
the  intern  in  return.  We  do  mean  that 
when  education  is  the  primary  emphasis, 
excellent  service,  as  a rule,  goes  along  with 
it,  for  the  essence  of  medicine  at  its  best 
includes  service  in  every  aspect.  However, 
whereas  education  in  medicine  implies 
service,  service  in  medicine  does  not  neces- 
sarily imply  education;  and  in  practice 
where  a hospital  is  out  for  interns  to  ‘get 
its  work  done,’  in  any  conflict  between  ser- 
vice and  education,  service  usually  wins  to 
the  detriment  of  education  opportunity.” 

At  this  point  I wish  to  digress  from  the 
quotation  to  emphasize  again  that  my  candid 
opinion  is  that  optimum  patient  care  can  best 
be  secured  in  a teaching  environment.  True 
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teaching  does  not  deflect  from  patient  care. 
I am  convinced  that  those  who  maintain  the 
opposite  view  do  not  fully  comprehend  the 
nature  nor  the  scope  of  true  teaching  within 
a hospital,  or  other  clinical  environments. 

The  quote  again: 

“Basically,  then,  ours  is  the  traditional 
concept  of  the  hospital  as  an  educational 
institution  as  well  as  a place  for  the  care 
of  the  sick.  As  one  member  of  the  com- 
mittee has  expressed  it,  a hospital  staff  that 
teaches  is  the  conscience  of  the  medical 
profession.  They  provide  an  environment 
where  any  relevant  question  may  be  asked 
by  anyone  directly  concerned  with  patient 
care  and  must  be  answered  if  an  answer  is 
available.  If  no  answer  is  available,  this, 
too,  must  be  made  clear.  Educational  ex- 
cellence does  not  necessarily  follow  from  a 
single  type  of  financial  auspice  or  staff 
structure.  A satisfactory  hospital  can  be 
university  affiliated  or  not,  can  be  muni- 
cipal, federal,  church,  or  privately  financed, 
can  have  an  open  or  closed  staff,  either  full- 
time or  part-time  or  both.” 

Again,  may  I digress  from  this  quotation 
to  state  that  the  mere  presence  of  medical 
students  within  the  confines  of  a hospital  does 
not  ipso  facto  make  the  hospital  a true  teach- 
ing center.  Teaching  must  permeate  the  staff 
and  the  administration  and  be  recognized  by 
them  as  a part  of  excellence  of  patient  care. 
It  is  apparent  that  some  institutions,  in  order 
to  attract  interns,  prepare  beautiful  brochures 
explaining  that  they  have  a wonderful  teach- 
ing program  made  up  of  conferences,  lectures 
and  clinics.  These  sound  good,  but  can  stand 
considerable  examination. 

In  my  opinion,  a relatively  simple  test  can 
be  applied  to  a hospital’s  activity  as  to 
whether  it  truly  represents  a teaching  insti- 
tution. This  test,  in  general,  involves:  First, 
that  modern  diagnostic  (including  laboratory) 
and  therapeutic  facilities  are  readily  avail- 
able; second,  that  patient  care  is  not  confined 
to  an  eight-hour  day  exclusive  of  nights,  Sun- 
days, and  other  special  days;  third,  that  senior 
staff  teach  junior  staff,  house  staff,  and/or 
medical  students  at  the  actual  bedside;  and, 
fourth,  and  certainly  not  least  in  importance, 
that  the  medical  records  reflect  the  exact 
nature  of  the  patient’s  complaint,  his  com- 
plete medical  history,  physicial  examination; 
that  laboratory  tests  ordered  are  established 


as  indicated;  that  surgery  is  done  only  after 
a complete  “work-up.”  The  above,  on  the 
background  of  an  adequate  conference  and 
clinic  program,  constitutes  a teaching  pro- 
gram. The  prize  “work-up”  for  surgery,  from 
the  point  of  view  of  the  ridiculous,  that  I have 
seen  was:  “Hist.  & Phys.  Neg.  — to  surg.  in 
A.M.”  Medical  students,  in  selecting  intern- 
ships, are  gradually  awakening  to  the  fact 
that,  besides  the  size  of  stipend,  a difference 
exists  between  hospitals. 

Too  often  the  word  “modern”  modifying  the 
word  “hospital”  is  translated  to  mean  beau- 
tiful architecture  with  a plentiful  supply  of 
marble,  bathrooms,  and  stainless  steel  in  the 
kitchen.  The  modern  hospital  I speak  of  re- 
fers to  patient  care.  While  I am  sure  that  a 
barn  would  not  be  very  suitable,  I am  just  as 
sure  that  better  patient  care  can  be  given  in 
a barn  than  presently  goes  on  in  some  of  the 
architectural  gems  adorning  certain  of  our 
cities. 

Since  the  modern  hospital  is  the  workshop 
for  physicians,  the  administration  of  such 
hospitals  is  intimately  tied  to  the  medical 
profession;  not,  however,  to  any  segment  of 
the  medical  profession,  but  to  those  members 
of  the  medical  profession  most  competent 
through  training,  experience,  and  ideals  to 
assist  in  the  development  of  real  hospitals. 
In  almost  any  sizeable  city  over  the  country 
you  have  seen  reactions  by  physicians  to  this 
changing  concept.  Perhaps  not  wisely,  but  in 
certain  cities  doctors’  hospitals  have  sprung 
up  and  rumors  are  constantly  heard  to  the 
effect  that  many  of  our  present  hospitals 
should  change  from  the  older  concept  to  the 
present  concept,  or  be  replaced  by  institu- 
tions wholly  governed  by  physicians.  This 
type  of  change  has  not,  for  the  most  part 
accomplished  very  much,  but  the  existence  of 
doctors’  hospitals  is  one  of  the  symptoms 
that  we  must  think  about  regarding  optimum 
patient  care  in  the  light  of  medial  progress. 

Now  let  us  again  turn  our  attention  towards 
the  education  of  those  individuals  without 
whom  the  great  progress  of  our  modern  hos- 
pital would  not  have  occurred.  Let  us  view, 
in  sharper  focus,  the  ends  which  we  wish  to 
attain  — what  is  it  that  we  are  trying  to  do? 
— what  is  the  ultimate  goal  of  medical  educa- 
tion at  the  undergraduate  level?  One  prob- 
lem is  to  know  what  the  medical  student  re- 
ceives from  his  education  and  its  value 
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towards  the  objective  in  view.  It  has  been 
said  that  only  the  recent  graduate  is  in  a 
position  to  know  what  has  been  taught,  but 
he  is  certainly  in  no  position  to  carefully 
evaluate  his  education  in  terms  of  wisdom, 
maturity,  and  knowledge;  and,  conversely, 
those  who  are  possessed  of  the  maturity,  wis- 
dom, judgment,  and  knowledge  are  far  too 
removed  from  complete  familiarity  with  what 
has  just  been  taught  to  accurately  evaluate  it. 
It  takes  considerable  rapport  between  the 
student  and  the  experienced  medical  educa- 
tor to  arrive  at  the  best  possible  curriculum. 
Again,  what  is  the  objective  of  our  four-year 
medical  curriculum?  What  are  the  specifica- 
tions for  the  product  of  this  effort?  Specific- 
ally, our  primary  goal  is  to  inculcate  the  prin- 
ciples necessary  to  produce  a graduate  in- 
tellectually, morally,  and  socially  capable  of 
accepting  the  responsibilities  and  the  duties 
of  a general  physician.  Everything  we  do 
or  place  in  the  medical  curriculum  must  con- 
foi'm  to  the  accomplishment  of  this  objective. 
We  are  not  primarily  concerned  with  the 
training  of  specialists  per  se.  We  are  con- 
vinced that  all  medical  specialists  should  first 
be  good  general  physicians.  Therefore,  the 
curriculum  must  be  balanced  — that  is,  de- 
cisions must  be  made  as  to  how  much  of 
each  ingredient  is  necessary.  The  timing  of 
the  insertion  of  ingredients  is  likewise  im- 
portant, but  also  difficult.  The  hospital  offer- 
ing an  internship  must  consider  its  educa- 
tional opportunities  as  a continuation  of  this 
balanced  curriculum. 

Just  as  medical  education  has  undergone 
many  revisions  and  has  progressed  to  the 
point  of  providing  one  of  the  most  highly 
principled  and  scientific  of  educational  pro- 
cesses, so  the  practice  of  medicine  has  car- 
ried on  a tradition  of  exacting  principles  and 
constant  self-discipline.  Our  hospitals  today, 
through  their  various  associations,  are  de- 
veloping one  of  the  finest  sets  of  principles 
for  institutional  conduct.  The  joint  commis- 
sion for  the  accreditation  of  hospitals  is  an 
outgrowth  of  this  movement.  Nowhere  in  life 
does  one  find  a group  of  people  — physicians 
and  hospital  personnel  — who  have  dis- 
ciplined themselves  so  well  and  who  volun- 
tarily and  constantly  perform  quality  con- 
trols on  their  own  work.  I know  of  no  other 
group  who  does  as  much  so  well  and  so  effec- 


tively as  this  group.  In  spite  of  this,  however, 
a “gauze  curtain”  sometimes  exists  between 
the  two  groups.  If  we  wish  the  best  for  pa- 
tient care  and  the  prevention  of  illness,  this 
barrier  must  be  torn  away.  In  the  instruction 
of  medical  students,  our  future  physicians; 
in  the  instruction  of  nurses;  in  the  instruction 
of  all  other  personnel  occupying  key  or  crit- 
ical spots  in  the  hospital,  the  opportunity  to 
understand  the  activities  of  each  should  be 
presented.  Without  effective  cooperation 
medicine  will  succumb  to  statism,  without 
this  cooperation  the  private  hospital  will 
cease  to  exist.  The  lure  or  lull  of  a munificent 
state  — an  all-powerful  state  — sounds  like 
the  tinkling  of  a cymbal  in  the  distance  while 
power  is  being  acquired,  but  once  the  power 
is  acquired,  and  this  is  done  by  transferring 
responsibility,  the  tinkling  becomes  the  ham- 
mer of  the  smithy  placing  the  steel  band 
around  our  necks,  placing  us  in  a bondage 
from  which  escape  is  improbable.  Legisla- 
tures exist  to  safeguard  the  rights  of  the 
citizens  served;  legislature  cannot  practice 
medicine. 

This  bondage,  as  we  have  noted  in  other 
countries  where  the  state  no  longer  is  the 
servant  of  the  man,  but  man  is  the  slave  of 
the  state,  will  encompass  not  alone  the  hos- 
pitals but  also  and  eventually  all  things  per- 
taining to  the  welfare  of  man,  including  the 
care  of  his  health.  Intelligent  people,  God 
fearing  people,  free  people,  can  work  out  their 
destinies  providing  they  accept  and  execute 
their  responsibilities  in  full  measure  with 
justice  to  all.  Under  God,  man  is  the  master 
of  his  destiny;  the  state  is  man’s  servant  or 
tool.  Men  who  would  remain  free  must  never 
abdicate  their  heritage  by  shirking  their  re- 
sponsibilities. True  responsibility  does  not 
permit  acceptance  of  only  that  which  de- 
lights and  rejection  of  that  which  is  difficult. 
Responsibility  in  any  given  area  is  total  and 
not  selective.  As  soon  as  one  is  unwilling  to 
accept  his  responsibilities  and,  by  words  or 
deeds,  passes  them  on  to  others,  one  loses  his 
freedom.  The  survival  of  the  physician  as  a 
free  agent  and  the  hospital  as  a private 
charitable  institution  will  depend  on  the 
ability  of  both  the  physician  and  the  hospital 
to  face  the  realities  of  responsibility. 

1.  Journal  of  the  American  Medical  Association, 
Vol.  151,  No.  6,  (February  7,  1953),  p.  499. 
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The  Medical  Association’s  public  relations 
project  of  the  year  on  auto  safety  is  drawing 
more  praise  and  attention  than  the  officers 
anticipated  when  they  set  up  the  program.  In 
addition  to  the  publicity  that  will  be  gained 
when  the  AMA  sends  out  its  information  on 
the  program  to  all  State  and  County  medical 
societies,  the  public  press  is  giving  the  pro- 
gram a good  play.  Typical  of  the  comments 
being  made  is  the  editorial  that  appeared  in 
the  Huron  Daily  Huronite  and  Plainsman 
which  said  in  part: 

“This  newspaper’s  nomination  for  the  most 
dramatic  and  probably  the  most  effective  bit 
of  driver  education  and  traffic  safety  work 
now  being  done  in  South  Dakota  must  go  to 


the  State  Medical  Association  and  its  execu- 
tive secretary. 

John  Foster,  SDMA  secretary,  is  speaking 
throughout  the  state,  using  slides  to  illustrate 
his  talk  on  auto  accidents  and  the  need  for 
more  careful  driving  and  safer  cars. 

The  slides  he  uses  were  made  by  three 
Omaha  doctors  at  actual  scenes  of  bad  auto- 
mobile accidents  which  they  serviced.  The 
pictures  of  the  accident  victims  are  in  full 
color,  showing  the  blood  and  gore  and  mis- 
shapen gargoyles  that  come  out  of  automobile 
wrecks. 

The  impact  of  seeing  them  is  tremendous. 
The  reaction  of  high  school  audiences  appears 
to  be  one  of  deep  impression.” 


— 379- 


OCTOBER  1955 


COUNCIL  MEETING 
Mezzanine  Dining  Room, 
Marvin  Hughitt  Hotel 
Huron,  South  Dakota 
September  18,  1955 


The  meeting  was  called  to  order  at  1:15  by 
the  Chairman,  Dr.  Paul  V.  McCarthy. 

Roll  Call  was  answered  by  Doctors  F. 
Daniels  Gillis,  A.  P.  Peeke,  A.  P.  Reding, 
M.  M.  Morrissey,  A.  A.  Lampert,  R.  A. 
Buchanan,  A.  W.  Spiry,  P.  V.  McCarthy,  C.  R. 
Stoltz,  Magni  Davidson,  L.  C.  Askwig,  B.  T. 
Lenz,  B.  R.  Skogmo,  C.  J.  McDonald,  R.  J. 
Quinn  and  F.  F.  Pfister. 

A motion  was  made  by  Dr.  C.  R.  Stoltz  and 
seconded  by  R.  A.  Buchanan  that  the  reading 
of  the  minutes  of  the  previous  meeting  be 
dispensed  with,  inasmuch  as  they  had  been 
published  in  the  official  publication  of  the 
Association.  Carried. 

Under  the  heading  of  OLD  BUSINESS  the 
executive  secretary  reported  on  the  activity 
of  the  committee  studying  Blue  Shield. 

NEW  BUSINESS 

A motion  was  made  by  Dr.  McCarthy  that 
Dr.  L.  C.  Askwig  be  appointed  to  the  State 
Cancer  Commission  representing  the  River 
District  for  a five  year  term.  Seconded  by 
Dr.  Gillis  and  carried. 

Dr.  Stoltz  moved  that  the  Association  con- 
tribute fifty  dollars  ($50.00)  to  the  National 
Society  for  Medical  Research.  Seconded  by 
Dr.  Peeke  and  carried. 

Dr.  Lampert  moved  that  the  Association 
reiterate  its  stand  supporting  a research  lab- 
oratory at  the  Medical  School  as  adopted  by 
the  special  committee  which  took  action  on 
the  matter  in  January  1955.  Seconded  by  Dr. 
Gillis  and  carried. 

A ballot  was  passed  to  each  Councillor  for 
a vote  on  the  three  nominations  submitted 
for  councillor  from  the  Yankton  District.  Dr. 
T.  H.  Sattler  was  elected  to  fill  the  unexpired 
term  of  Dr.  Reding. 

Dr.  Stoltz  moved  that  the  Association  par- 
ticipate in  the  Joint  Commission  on  the  Im- 
provement of  the  Care  of  the  Patient  and  that 
not  more  than  $50.00  be  spent  during  the  cur- 
rent fiscal  year  in  this  participation.  Seconded 


by  Dr.  Buchanan  and  carried. 

Dr.  Lampert  moved  that  the  Council  intro- 
duce an  amendment  to  the  By-Laws  at  the 
next  session  of  the  House  of  Delegates  which 
would  make  the  Secretary-Treasurer,  a rep- 
resentative of  the  S.  D.  Academy  of  General 
Practice,  and  representatives  of  five  specialty 
groups  members  of  the  Scientific  Program 
Committee.  Seconded  by  Stoltz  and  carried. 

Dr.  Skogmo  moved  that  the  matter  of  spon- 
soring a Fall  Medical  Meeting  for  out-of- 
state  hunters  be  taken  back  to  the  districts 
and  the  results  of  the  discussions  brought 
back  to  the  next  Council  meeting.  Seconded 
by  Dr.  Stoltz  and  carried. 

The  matter  of  Polio  Vaccine  distribution 
was  discussed  but  no  action  taken  as  this  was 
felt  to  be  a local  problem. 

A motion  was  made  by  Dr.  Skogmo  that  the 
Council  endorse  Dr.  J.  M.  Butler’s  nomination 
to  receive  a citation  from  the  President’s 
Committee  on  the  Employment  of  the  Hand- 
icapped. Seconded  by  Dr.  Lampert  and  car- 
ried. 

The  plans  for  the  Joint  Annual  Meeting  in 
1956  were  read  by  the  executive  secretary. 

Announcements  were  made  of  the  forth- 
coming meetings:  The  AMA  Legislative  Con- 
ference, Omaha,  October  15th  & 16th  meet- 
ing in  Omaha;  American  Academy  of  GP  will 
have  their  meeting  October  15th  & 16th  at 
Huron;  North  Central  Conference  meeting  on 
November  20th  at  St.  Paul  or  Minneapolis. 

Dr.  McCarthy  brought  up  the  matter  of 
Hospital  Accreditation.  No  action  was  taken. 

A motion  was  made  by  Dr.  Stoltz  that  the 
selection  of  the  General  Practitioner  be  done 
by  having  the  executive  secretary  write  each 
District  and  having  them  send  in  their  choice 
to  his  office,  and  he  send  out  the  names  to 
the  Councilors  and  Officers  and  have  them 
return  their  vote  to  the  office  in  Sioux  Falls 
not  later  then  October  12th.  Seconded  by  Dr. 
Peeke  and  carried. 

Meeting  adjourned  at  3:07  P.  M. 
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As  the  South  Dakota  State  Medical  Associa- 
tion has  dedicated  this  year  to  the  program  of 
safety  of  individuals,  especially  to  automotive 
safety,  it  is  not  amiss  to  bring  to  your  atten- 
tion that  frequently  “the  injured  have  a rough 
time  of  it”  while  being  brought  to  our  hos- 
pitals because  of  careless  handling.  At  times 
simple  fractures  are  compounded,  back  in- 
juries exaggerated  causing  cord  severance,  all 
because  of  the  lack  of  knowledge  of  First  Aid. 

Every  ambulance  driver,  every  patrolman, 
everyone  connected  with  the  transportation  of 
the  injured,  should  be  thoroughly  trained  in 
injury  transportation  care.  Proper  control  of 
bleeding  and  proper  splinting  will  enable  the 
injured  to  arrive  in  the  hospital  in  a much 
better  condition.  Keeping  the  injured  warm 
and  handling  him  gently  should  help  mater- 
ially toward  his  safety.  Many  a life  could  be 
saved  and  paralysis  averted  by  this  knowledge 
of  proper  movement. 

We  ask  every  physician  and  surgeon  in 
South  Dakota  to  take  this  responsibility  on  his 
own  shoulders.  Be  a committee  of  one  to  see 
that  all  our  ambulances  are  equipped  with 
proper  splints  and  bandages  and  that  all  am- 
bulance personnel  know  the  rudiments  of  safe 
First  Aid  and  transportation  care. 

And  now  as  to  the  handling  of  the  patient  in  our  hospitals.  It  is  taken  for  granted  by  the 
laity  that  once  the  injured  is  in  the  hospital  his  handling  is  perfect.  This  fact  may  be  pre- 
sumption. Unless  the  personnel  of  the  hospital  is  properly  trained  in  the  handling  of  the  in- 
jured, great  damage  still  can  be  done.  X-rays  need  not  be  done  immediately  and  can  wait  until 
the  patient  has  sufficiently  recovered  to  withstand  further  moving.  Too  many  lifts  must  be 
avoided.  The  Committee  on  Trauma  of  the  American  College  of  Surgeons  found  that  they  can 
ideally  be  limited  to  two  instead  of  the  greater  number,  so  I am  appealing  to  all  you  phys- 
icians and  surgeons  to  train  your  own  personnel  in  this  respect.  Let’s  give  the  injured  a better 
chance  and  see  to  it  that  the  transportation  of  the  injured  is  improved.  Remember  that  this 
situation  is  nationwide  and  not  just  limited  to  our  State.  Let’s  make  South  Dakota  a safe  place 
in  which  to  be  injured. 

With  warm  personal  regards,  I am 

Sincerely, 

F.  Daniels  Gillis,  M.D.,  President 
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Textbooks 

Most  of  the  outstanding  textbooks  in  the 
medical  field  are  shelved  in  the  reading  room 
of  the  University  Medical  Library  where  they 
are  readily  accessible  for  reference  purposes. 

One  staff  member  recently  stated  that  he 
thought  textbooks  were  “for  the  birds.” 
Others  would  disagree  with  this,  and  some 
would  claim  that  they  are  indispensable.  For 
library  purposes  they  are  an  important  ref- 
erence tool. 

W.  B.  Saunders  Publishing  Company  was 
quick  to  utilize  as  a promotional  activity  for 
the  sale  of  a particular  textbook  a remark 
made  by  Hollywood  star,  Broderick  Crawford 
in  the  movie  version  of  “Not  as  a stranger.” 
(This  book  was  reviewed  in  this  column  in 
the  April  1955  issue  of  the  journal).  Broderick 
Crawford,  who  plays  the  role  of  the  medical 
school  professor  of  clinical  Pathology  is  hav- 
ing a heart  to  heart  talk  with  the  young  med- 
ical student  played  by  Robert  Mitchum.  He 
waves  a copy  of  “Todd,  Sanford  and  Wells” 
(Clinical  Diagnosis  by  Laboratory  Methods) 
and  says  in  effect:  This  book-Todd  and  San- 
ford — will  be  your  “Bible”  in  my  course. 
Learn  everything  in  it  and  you’ll  be  all  set.” 

It  is  a book  for  practitioners  and  clinicians 
as  well  as  students  for  consulting  in  regard 
to  the  technic  for  all  standard  tests;  how  to 
collect  the  specimens,  and  exact  testing  pro- 
cedures. The  arrangement  and  organization 
make  it  an  excellent  book  for  teaching  and 
learning  purposes. 

Two  staff  members  of  the  University  Med- 
ical School,  Dr.  F.  E.  and  Dr.  F.  O.  Kelsey  in 
collaboration  with  Dr.  Ceiling  of  the  Dept,  of 
Pharmacology  of  the  Univ.  of  Chicago  have 
written  a textbook.  Essentials  of  Pharma- 
cology published  by  Lippincott.  The  third 
edition  of  this  will  be  out  this  fall  and  will  be 


used  as  a textbook  by  students  in  Pharma- 
cology. The  up  to  dateness  of  this  book  in- 
cluding recent  material  on  radioactive  iso-- 
topes  in  medicine;  and  medical  research;  the 
new  agents  in  anti-biotic  therapy  and  the  im- 
portant official  and  unofficial  drugs  add  to 
its  usefulness  as  a textbook. 

An  expensive  book,  but  one  well  worth  the 
money  that  is  highly  recommended  is  Phar- 
macology in  Medicine;  a Collaborative  Text- 
book edited  by  Victor  A.  Drill,  lecturer  in. 
pharmacology  in  the  Northwestern  Univer- 
sity Medical  School,  McGraw  Hill,  1954.  The 
list  of  contributors  reads  like  a “Who’s  Who”; 
in  Medicine.  Introductory  chapters  gives  his- 
torical background  and  general  principles  ofj 
drug  action,  and  prescription  writing  and; 
drug  preparations.  Among  the  well  written 
chapters  are  General  Anesthetics;  Sedation, . 
Hypnosis  and  Analgesia;  Central  Nervous* 
System.  Stimulants;  The  Autonomic  Nervous 
System;  The  Cardiovascular  System;  Gases, 
Vapors  and  Dusts:  The  Endocrine  Glands 
And  Accessory  Reproductive  Organs;  Specific 
Chemotherapy.  The  preparation  and  doses, 
habituation  and  tolerance,  toxicity,  thera- 
peutics and  a wealth  of  other  information  is 
included.  The  book  is  arranged  with  the  pages  . 
in  two  columns  and  with  topic  headings  mak- 
ing for  easier  reading.  Lengthy  bibliographies 
add  to  the  value. 

Another  good  textbook  in  Pharmacology 
useful  to  the  practitioner  is  by  Harry  Beck- 
man, Director  of  the  Dept,  of  Pharmacology 
of  Marquette  School  of  Medicine  and 
Dentistry.  Pharmacology  in  Clinical  Practice, 
Saunders,  1952.  Its  value  to  the  practitioner  is 
the  approach  from  the  standpoint  of  specific 
diseases  with  Section  1 presenting  the  phar- 
macologic aspects  of  major  problems  that 
arise  in  medicine  and  dentistry  and  Sec.  2 
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giving  chemical  and  physical  facts  about 
drugs  discussed  in  Sec.  1,  and  listing  some 
commercially  available  preparations.  Full  de- 
tails are  given  on  clinical  effects;  adminis- 
tration and  dosage,  results  of  combination  of 
drugs  and  toxicity. 

The  quotation  of  J.  V.  Broussais  (1772-1838) 


found  in  the  front  of  this  book  is  worth  re- 
membering; “The  true  physician  is  one  who 
cures:  observation  which  does  not  teach  to 
cure  is  not  observation  by  a physician  but 
rather  by  a naturalist.” 

Mrs.Esther  Howard 
Medical  Librarian 


ANNUAL  CLINICAL  CONFERENCE 

^^ftccUccd  S^ciettf 

FEBRUARY  28,  29,  MARCH  1,  2,  1956  — PALMER  HOUSE,  CHICAGO 

• Lectures  • Daily  Teaching  Demonstrations 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONEERENCE  should 
be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your 
reservation  at  the  Palmer  House. 


^ou  probably  know  every  answer!) 


{,  Which  is  today’s  most  widely  prescribed  broad-spectrum 
antibiotic? 

A.  ACHROMYCIN  — it’s  first  by  many  thousands  of 
prescriptions. 

((,  What  are  some  of  the  advantages  of  ACHROMYCIN? 

‘l  A.  Wide  spectrum  of  effectiveness. 

Rapid  diffusion  and  penetration. 

Negligible  side  effects. 

||,  Exactly  how  broad  is  the  spectrum  of  ACHROMYCIN? 

' A.  It  has  proved  effective  against  a wide  variety  of 

infections,  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rlckettsia,  and  certain  viruses  and  protozoa. 

[(,1  In  what  way  are  ACHROMYCIN  Capsules  advantageous? 

A.  for  rapid  and  complete  absorption  they  are  dry-filled, 

; sealed  capsules  (a  Lederle  exclusive!)  No  oils,  no 

r paste ...  tamperproof . 

('  Who  makes  ACHROMYCIN? 

j A.  It  is  produced  — every  gram  — • under  rigid  quality 
|[  control  in  Lederle 's  own  laboratories  and  is  available 
t only  under  the  Lederle  label. 


LEDERLE  LABORATORIES  DIVISION  American  C^mamld COMPANY  PEARL  RIVER,  NEW  YORK 


•req.  u.s.  pat,  off. 
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THE  MONTH  IN  WASHINGTON 

Although  Salk  vaccine  now  is  coming  from 
the  laboratories  in  encouraging  volume,  in 
Washington  there  still  are  unresolved  ques- 
tions that  may  well  go  beyond  the  problem 
of  controlling  poliomyelitis. 

After  months  of  wrangling,  Congress  this 
year  enacted  only  one  law  dealing  with  the 
new  vaccine.  This  was  an  authorization  for 
the  allocation  of  money  to  states  to  help  fi- 
nance inoculation  campaigns.  On  this  there 
was  a sharp  difference  of  opinion.  Some  law- 
makers wanted  to  give  federal  money,  but 
to  earmark  it  for  the  exclusive  use  of  chil- 
dren who  had  passed  the  “means  test,”  that  is, 
whose  parents  had  been  officially  determined 
to  be  unable  to  pay  for  the  shots.  Others 
would  have  nothing  to  do  with  a bill  carrying 
the  “means  test.” 

As  finally  enacted,  the  law  provides  enough 
money  to  buy  vaccine  for  only  approximately 
one-third  of  all  children  under  20  and  preg- 
nant women.  That  is  a concession  to  those 
who  want  a “means  test.”  But  the  “no-means 
test”  faction  was  appeased  by  another  pro- 
vision of  the  law,  a stipulation  that  in  in- 
oculation programs  arranged  by  the  state 
and  communities  no  financial  questions  could 
be  asked. 

It  may  be  that  this  decision  will  be  final, 
that  Congress  will  have  nothing  more  to  do 
with  this  complicated  problem,  except  pos- 
sibly to  add  to  the  30  million  dollars  already 
appropriated  to  pay  for  vaccine.  But  that 
isn’t  the  way  some  members  of  Congress  feel. 
They  want  to  reopen  the  entire  question 
before  the  present  law  expires  next  Feb- 
ruary 15.  At  the  very  least,  these  Senators 
and  Representatives  want  Congress  to  vote 
enough  money  to  buy  shots  for  all  children 
in  the  eligible  ages.  In  fact,  those  who  want 
the  federal  government  to  play  a larger  role 
in  inoculation  programs  regard  the  law  now 
on  the  books  as  merely  a temporary  measure. 
They  are  looking  forward  to  reopening  the 
issue. 

If  this  is  done,  the  many  questions  that  the 
last  session  couldn’t  decide  again  will  be  be- 
fore Congress.  Here  are  some  of  them; 

1.  Is  it  the  responsibility  of  the  federal 
government  to  make  free  shots  available  to 
all,  regardless  of  ability  to  pay? 

2.  If  there  is  to  be  a “means  test,”  should 
the  states  or  the  federal  government  set  the 


dividing  line  between  the  families  that  can 
pay  and  those  that  can’t? 

3.  Should  the  federal  government  move 
into  the  picture  and  allocate  the  available 
vaccine,  or  should  distribution  continue  along 
the  present  voluntary  lines? 

4.  Should  the  states  and  communities  ar- 
range for  all  inoculations  themselves? 

Underlying  these  questions  are  some  issues 
that  go  beyond  Salk  vaccine.  Some  persons 
in  Congress  believe  there  should  be  no  limit 
to  the  participation  of  the  federal  govern- 
ment in  public  health  programs.  They  would 
like  to  see  free  inoculations  not  only  for  polio- 
myelitis but  also  for  all  other  communicable 
diseases  for  which  there  is  a specific  vaccine. 

Also,  the  rambling  system  of  federal  con- 
trol over  drugs,  with  enforcement  spread 
among  half  a dozen  departments  and  agen- 
cies, is  under  criticism.  Some  leaders  in 
Congress  believe  the  whole  area  of  federal 
drug  control  should  be  surveyed,  and  possibly 
more  clear-cut  lines  of  enforcement  laid 
down.  One  bill  on  this  subject  — which  was 
not  pressed  last  session  — would  give  the  Sec- 
retary of  the  Department  of  Health,  Educa- 
tion, and  Welfare  authority  to  move  in  and 
assume  control  over  the  distribution  and  even 
the  use  of  any  drug  when  the  Secretary  de- 
cided that  the  public  welfare  warranted  such 
drastic  action. 

NOTES: 

During  the  current  fiscal  year  the  U.  S.  will 
be  spending  a total  of  over  32  million  dollars 
to  help  in  vocational  rehabilitation  work, 
most  of  it  in  the  form  of  grants  to  states. 

In  exchange  for  patent  rights,  colleges  and 
laboratories  will  receive  some  financial  con- 
cessions from  the  Atomic  Energy  Commission 
in  purchase  of  nuclear  materials  and  equip- 
ment. 

From  now  on  Air  Force  physicians,  when 
addressed  verbally,  will  be  called  “doctor.” 
The  military  rank  and  title  will  continue  to 
be  used,  however,  in  written  communications. 

The  Department  of  HEW’s  many  medical 
research  programs  are  being  scrutinized  by  a 
special  committee  set  up  by  the  National 
Science  Foundation.  In  originally  suggesting 
the  study,  former  HEW  Secretary  Hobby 
said  the  time  had  come  to  re-evaluate  the 
extent  of  federal  medical  research.  Final  find- 
ings will  be  turned  over  to  HEW  Secretary 
Marion  B.  Folsom. 
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PROGRAM  GAINS  NA- 
TIONAL ATTENTION 

The  main  Public  Relations 
program  of  the  South  Dakota 
State  Medical  Association, 
that  on  prevention  of  auto 
accidents  based  on  the  work 
of  Drs.  Moore  and  March  of 
Omaha,  attracted  national  at- 
tention in  medical  circles 
when  the  brochure  advertis- 
ing the  program  was  made 
available  to  two  hundred 
state  and  local  medical  so- 
cieties. 

The  brochure  titled  “Im- 
pact” is  a photograph  of 
many  newspaper  stories  on 
the  Moore  and  Marsh  paper 
which  has  been  modified  and 
presented  to  lay  audiences 
by  the  association  executive 
secretary,  John  C.  Foster. 

Foster  has  presented  the 
talk  to  thirty-four  audiences 
totaling  nearly  10,000  people 
since  the  program  started 
last  November. 

The  presentation,  ranging 
from  30  minutes  to  an  hour, 
utilizes  the  colored  slides  de- 
veloped by  Moore  and  Marsh 
plus  research  assembled  by 
Foster  who  drives  an  average 
of  36,000  miles  a year  him- 
self. 


This  is  yoBr 

MEDICAL  ASSOCIATION 


Distribution  of  the  bro- 
chure is  being  made  by  the 
AMA’s  public  relations  de- 
partment and  is  the  third  dis- 
tribution of  South  Dakota 
activities  made  in  the  past 
four  years. 


PATIENT  CARE 
GROUP  MEETS 

The  Joint  Commission  on 
Improvement  of  Care  of  the 
Patient  met  in  Huron,  Thurs- 
day, September  8.  Present  at 
the  meeting  to  discuss  mu- 
tual problems  of  patient  care 
were  twenty-three  represen- 
tatives of  the  nurses,  hos- 
pital, and  medical  associa- 
tions. 

Representing  the  Medical 
Association  were:  Drs.  C.  L. 
Vogele.  Aberdeen;  Mary  San- 
ders, Redfield;  C.  F.  Gryte. 
Huron;  J.  A.  Muggly,  Mad- 
ison and  executive-secretary, 
John  C.  Foster. 

By-laws  governing  com- 
mission operation  were  given 
initial  approval  and  sub- 
mitted to  the  parent  organ- 
ization for  approval. 

The  next  meeting  will  be 
held  in  February. 


NEWS  NOTES 

Dr.  Howard  K.  Gray,  Mayo 
Clinic  surgeon,  drowned  in 
Lake  Pepin,  Minnesota  on 
September  6.  Dr.  Gray  was 
well  known  in  South  Dakota 
and  had  been  a guest  speaker 
at  the  S.  D.  Annual  Meeting 
on  several  occasions. 

* * * 

Dr.  Valentine  Marr,  form- 
erly at  Glen  Ullin,  North  Da- 
kota is  associating  with  Dr. 
G.  C.  Torkildson  at  Mc- 
Laughlin. 

* * * 

Dr.  R.  S.  Hart,  for  forty 
years  a practitioner  at  Gro- 
ton, passed  away  September 
1 at  Tampa,  Florida. 

* * * 

Dr.  Jack  Donahoe,  Sioux 
Falls,  is  the  new  president  of 
the  South  Dakota  Society  of 
Internal  Medicine.  Other  of- 
ficers elected  at  the  Septem- 
ber 10th  meeting  were:  Dr. 
D.  L.  Kegaries,  Rapid  City, 
vice-president  and  Dr.  War- 
ren Jones,  Sioux  Falls,  sec- 
retary-treasurer. 

* * 

Dr.Helen  Jane  Hare.  Rapid 
City,  was  married  to  J.  L. 
Gormley,  manager  of  the 
Rapid  City  Medical  Center 
on  August  12. 
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"HI"  JONES  LEAVES 
AMEF  POSITION 

Effective  August  31st, 
Hiram  W.  Jones  has  resigned 
as  Executive  Secretary  of 
the  American  Education 
Foundation  to  accept  a posi- 
tion as  Assistant  to  the 
President  of  Diagnostic  and 
Treatment  Building  Corpora- 
tion of  America,  a manage- 
ment consultant  organiza- 
tion. Mr.  Jones  has  directed 
the  development  of  the 
Foundation  since  1952.  In  his 
new  capacity  he  will  con- 
tinue to  work  in  the  medical 
field,  but  will  utilize  much 
of  the  management  training 
for  which  he  had  earlier 
preparation.  This  opportun- 
ity came  to  him  at  a time 
when  the  continued  growth 
of  the  Foundation  was  as- 
sured, and  his  departure 
would  not  handicap  its  future 
progress. 

Mr.  John  W.  Hedback,  As- 
sociate Executive  Secretary, 
will  assume  the  responsibil- 
ities of  the  present  program 
until  the  Board  of  Directors 
meets  to  decide  the  future 
organization  of  the  Founda- 
tion. 

Miss  Margaret  Egan,  Direc- 
tor of  Women’s  Activities, 
will  continue  to  work  closely 
with  the  Women’s  Auxiliary 
to  the  American  Medical  As- 
sociation, and  help  them  con- 
struct a program  which  will 
support  the  A.M.E.F.  during 
the  new  season  of  1955-56. 

* * Hs 


PR  MEN  MULL 
MEDICAL  PROBLEMS 

Medical  public  relations 
men  and  medical  society  PR 
committee  chairmen  from  all 
over  the  United  States  met 
in  Chicago,  August  31,  and 
September  1 to  discuss 


methods  and  procedures  of 
medical  public  relations. 

The  program  was  led  by 
PR  consultants,  magazine 
editors,  TV  producers,  AMA 
trustees,  insurance  execu- 
tives and  others. 

The  South  Dakota  State 
Medical  Association  was  rep- 
resented by  its’  executive 
secretary. 


FOSTER  SELECTED 
TO  HEAD  MSEC 
DISCUSSIONS 

John  C.  Foster,  executive- 
secretary of  the  South  Da- 
kota State  Medical  Associa- 
tion, has  been  selected  one  of 
six  chairmen  for  the  three- 
day  educational  meeting  for 
Medical  Society  executives 
to  be  held  in  Chicago,  Feb- 
ruary 6-7-8. 

According  to  tentative  pro- 
gram plans,  Foster  will  in- 
troduce four  speakers  during 
the  afternoon  sessions  on  the 
7th  and  then  will  head  a dis- 
cussion covering  the  speak- 
ers’ topics.  Three  of  the 
speakers  are  members  of  the 
faculty  at  Northwestern  Uni- 
versity, the  fourth,  the  head 
of  the  AMA’s  law  depart- 
ment. 


MEDICAL  SCHOOL 
NEWS  NOTES 

A 25  percent  increase  in 
medical  student  registration 
has  been  announced  by  Dr. 
W.  L.  Hard,  dean  of  the  Uni- 
versity of  South  Dakota 
school  of  medicine. 

Forty  one  freshmen  med- 
ical students  began  their  two 
years  of  basic  science  educa- 
tion at  the  University  of 
South  Dakota,  Monday. 
Thirty-five  of  the  freshmen 
are  from  South  Dakota 


which  represents  the  largest 
number  of  in-state  students 
ever  to  begin  the  study  of 
medicine  at  the  University. 

The  admissions  committee 
of  the  South  Dakota  school 
of  medicine  received  175  ap- 
plications, the  majority  sub- 
mitted by  non-resident  stu- 
dents, from  which  the  capac- 
ity class  of  41  was  selected. 

Dr.  Hard  points  out  that 
the  increased  space  facilities 
provided  by  the  new  medical 
building  permits  the  accomo- 
dation of  the  additional  stu- 
dents. He  says  the  increased 
number  of  applications  and 
admission  of  in-state  students 
suggests  a high  student  in- 
terest in  medical  education 
in  ratio  to  the  population  of 
the  state. 

^ ^ ^ 

Virus  research  project  by 
two  University  of  South  Da- 
kota medical  school  staff 
members  has  been  renewed 
by  the  United  States  Public 
Health  Service. 

Dr.  E.  C.  Pirlle  and  Dr. 
T.  E.  Eyres  of  the  Depart- 
ment of  Microbiology  and 
Public  Health  have  been 
studying  clinical  and  immun- 
ity aspects  of  Herpes  Sim- 
plex virus  infections  (com- 
monly known  as  cold  sores 
or  fever  blisters)  for  the  past 
year.  Their  new  grant  of  $2,- 
129  is  comparable  to  last  year 
and  it’s  expected  that  the  re- 
search project  will  take  at 
least  another  year. 

^ ^ 

Research  grants  amount- 
ing to  $6,250  have  been  ob- 
tained by  Dr.  F.  E.  Kelsey, 
professor  of  physiology  and 
pharmacology  in  the  Univer- 
sity of  South  Dakota  school 
of  medicine. 

A $5,250  grant  from  the 
American  Heart  Association 
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is  being  used  by  Dr.  Kelsey 
to  study  the  ways  the  body 
handles  radio-active  digi- 
toxin. 

A grant  of  $1,000  from  the 
American  Medical  Associa- 
tion is  financing  a two  year 
study  on  the  mechanism  of 
toxic  action  of  selenium. 

* * * 

A U.  S.  Public  Health 
Service  Research  grant  of 
$4,300  has  been  received  by 
Dr.  John  H.  Fodden,  asso- 
ciate professor  of  pathology 
in  the  University  of  South 
Dakota  school  of  medicine. 

Dr.  Fodden’s  research 
grant  is  from  the  general 
section  of  U.S.P.H.S.  for  a 
continuation  of  his  studies 
on  ulcerative  diseases  of  the 
stomach. 

This  is  the  third  year  of  a 
four-year  grant  assistance 
for  this  study  which  is  ex- 
pected to  total  about  $24,000. 


MEDICAL  ESSAY 

AWARD  SET 

The  Trustees  of  what  is 
considered  America’s  oldest 
medical  essay  competition, 
the  Caleb  Fiske  Prize  of  the 
Rhode  Island  Medical  So- 
ciety, announce  as  the  sub- 
ject for  this  year’s  disserta- 
tion “USE  OF  RADIO- 
ACTIVE ISOTOPES  IN  THE 
TREATMENT  AND  INVES- 
TIGATION OF  DISEASE.” 
The  dissertation  must  be 
typewritten,  double  spaced, 
and  should  not  exceed  10,000 
words.  A cash  prize  of  $350 
is  offered. 

For  complete  information 
regarding  the  regulations 
write  to  the  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island 
Medical  Society,  106  Francis 
Street,  Providence  3,  Rhode 
Island. 


NASSAU  TOUR 

PLANNED  IN  DEC. 

An  Official  Tour  to  Nas- 
sau for  members  of  the 
American  Medical  Associa- 
tion has  been  arranged  for 
December  2-10,  immediately 
following  the  A.M.A.  Clinical 
Session  in  Boston. 

By  invitation  from  the 
Bahamas  Medical  Associa- 
tion a special  medical  meet- 
ing will  be  held  at  the 
JUNGLE  CLUB  in  Nassau  on 
Wednesday,  December  7 for 
which  a certificate  of  at- 
tendance will  be  issued. 

Official  tour  folders,  con- 
taining full  information,  may 
be  secured  by  writing  to 
A.M.A.  NASSAU  TOUR 
HEADQUARTERS  at  35  East 
Monroe  Street,  Chicago  3. 
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She  shot  the  ashes 


off  the  Kaiser’s  cigaret 


Her  name  was  Phoebe  Mozee  and  she 
was  born  in  Darke  County,  Ohio,  in 
1860,  and  she  could  shoot  the  head  off  a 
running  quail  when  she  was  twelve  years  old. 

Once,  at  the  invitation  of  Kaiser  Wil- 
helm II  of  Germany,  she  knocked  the  ashes 
off  a cigaret  he  was  holding  in  his  mouth. 

When  she  out-shot  the  great  exhibition 
marksman,  Frank  Butler,  he  fell  in  love 
with  her  and  married  her  and  they  were 
ideally  happy  together  for  the  rest  of  their 
long  lives. 

She  could  handle  a rifle  or  a six-gun 
with  an  artistry  unsurpassed  by  that  of  any 
human  being  before  her  time  or,  probably, 
since.  And  when  she  appeared  with  Sitting 
Bull  and  other  notables  in  Colonel  Cody’s 
Wild  West  Show,  she  thrilled  your  father 
and  mother— not  as  Phoebe  Anne  Oakley 
Mozee  but  as  “Little  Sure  Shot,”  the  im- 
mortal Annie  Oakley. 

Annie  Oakley,  the  poor  back-country 
orphan  girl  who  made  her  way  to  world- 
wide fame,  was  the  very  spirit  of  personal 
independence.  That  spirit  is  just  as  much 
alive  in  our  generation  as  it  was  in  hers. 
It  is  among  the  great  assets  of  our  people 
—and  our  nation.  And  it  is  one  very  great 
reason  why  our  country’s  Savings  Bonds 
are  perhaps  the  finest  investment  in  the 
world  today. 

Make  that  investment  work  for  you! 
Increase  your  personal  independence  and 
your  family’s  security,  by  buying  United 
States  Savings  Bonds  — starting  now! 


It’s  actually  easy  to  save  money— when  you 
buy  United  States  Series  E Savings  Bonds 
through  the  automatic  Payroll  Savings  Plan 
where  you  work!  You  just  sign  an  applica- 
tion at  your  pay  office;  after  that  your  sav- 
ing is  done  for  you.  And  the  Bonds  you 
receive  will  pay  you  interest  at  the  rate  of 
3%  per  year,  compounded  semiannually,  for 
as  long  as  19  years  and  8 months  if  you 
wish!  Sign  up  today!  Or  join  the  Bond-A- 
Month  Plan  at  your  bank. 


For  your  own  security — and  your  country's,  too  — 
invest  in  U.  S.  Savings  Bonds! 


The  U,  5.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  with  fhe 
Advertising  Council  and  the  Magazine  Publishers  oj  America. 
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CENSUS  OF  PHARMACISTS 
AND  PHARMACIES* 


The  total  number,  ages  and  qualifications 
of  pharmacists  engaged  in  practice  in  each 
state  on  January  1,  1955;  the  number  engaged 
in  each  of  the  several  fields  of  pharmaceu- 
tical practice;  the  total  number  of  pharmacies 
and  the  number  of  pharmacies  serviced  by 
one,  two,  three,  four  and  five  or  more  phar- 
macists; also  the  number  of  pharmacists  who 
became  licensed  to  practice  by  examination, 
by  reciprocity  or  by  reinstatement  during  the 
calendar  year  of  1954  is  presented  in  the 
N.A.B.P.  compilation  of  “Licensure  Statistics 
and  Census  of  Pharmacy”  which  was  pub- 
lished and  distributed  at  the  1955  convention. 
The  compilation  consists  of  a series  of  charts, 
in  each  of  which  certain  data  for  each  of  the 
states  has  been  tabulated  and  totaled,  and 
comments  relative  thereto. 

This  compilation  will  also  be  published  in 
the  1955  Proceedings.  The  data  therein  furn- 
ishes the  basis  for  the  statements  which 
follow: 

Number  of  Pharmacies  in  the  U.  S. 

On  January  1,  1955  there  were  51,690  retail 
pharmacies  in  the  entire  United  States.  This 
number  which  does  not  include  hospital  phar- 
macies, is  233  less  than  the  number  on  Jan- 
uary 1,  1954,  approximately  the  same  as  the 
number  on  January  1,  1953  and  approximately 
1,000  more  than  the  number  on  Jan.  1,  1951. 
The  data  relating  to  the  number  of  hospital 
pharmacies  that  was  ascertained  was  incom- 
plete but  indicative  that  the  total  number  in 

*Reprinted  from  the  NABP  Bulletin,  Volume  10, 
No.  11,  published  by  the  National  Association 
Boards  of  Pharmacy,  Chicago,  Illinois. 


the  U.  S.  is  in  excess  of  2,000. 

Number  of  Pharmacists  Per  Pharmacy 

In  38  states  and  the  District  of  Columbia 
wherein  32,867  pharmacies  were  being  con- 
ducted, 41.4  per  cent  of  the  total  number  of 
pharmacies  were  serviced  by  only  one  phar- 
macist, 45.2  per  cent  were  serviced  by  two 
pharmacists,  8.7  per  cent  were  serviced  by 
three  pharmacists,  3.1  per  cent  were  serviced 
by  four  pharmacists  and  only  1.3  per  cent 
were  serviced  by  five  or  more  pharmacists. 
The  number  of  pharmacies  being  serviced  by 
only  one  pharmacist,  which  are  commonly 
referred  to  as  one-man  drug  stores,  has  de- 
creased from  52.1  per  cent  on  January  1, 
1954  to  41.4  percent  on  January  1,  1955,  a 
difference  of  10.7  per  cent. 

This  percentage  decrease  is  offset  by  the 
percentage  increase  in  the  number  of  phar- 
macies serviced  by  two  pharmacists  from  36.4 
per  cent  to  45.2  per  cent,  together  with  smal- 
ler increases  in  the  number  of  pharmacies 
serviced  by  three,  four  and  five  or  more  phar- 
macists. 

Number  of  Registered  Pharmacists  Engaged 
in  Practice 

The  number  of  Registered  Pharmacists  en- 
gaged in  the  pharmaceutical  profession  and 
industry  in  the  entire  United  States  increased 
from  105,590  on  January  1,  1954  to  108,990  on 
January  1,  1955,  a gain  of  2,400  of  the  total 
number,  95,993  were  engaged  in  retail  phar- 
macies, a gain  of  over  1,200. 

In  41  states  and  the  District  of  Columbia 
wherein  91,112  pharmacists  were  engaged  in 
practice,  the  engagement  of  88  per  cent  were 
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in  retail  pharmacies.  The  12  per  cent  that 
were  otherwise  engaged  as  pharmacists  in- 
cluded 3,621  engaged  in  hospital  pharmacies, 
2,693  in  manufacturing  and  wholesale  estab- 
lishments, 2,313  as  representatives  of  pro- 
ducers and  distributors,  1,187  in  teaching  and 
government  positions  and  2,301  in  other  phar- 
maceutical capacities. 

Ownership  — Employee  Status 
47.1  per  cent  of  the  61,170  Registered  Phar- 
macists engaged  in  the  retail  pharmacies  in 
37  states  and  the  District  of  Columbia  were 
employee  pharmacists  and  did  not  have  any 
financial  interest  in  the  pharmacies  in  which 
they  were  engaged,  while  52.9  per  cent  of  the 
pharmacists  engaged  in  these  pharmacies 
were  owners  or  part  owners. 

Age  of  Pharmacists 

In  32  states  and  the  District  of  Columbia 
wherein  62,357  pharmacists  were  engaged  in 
practice  on  January  1,  1955,  18.0  per  cent  were 
under  30  years  of  age,  19.3  per  cent  were  30 
to  39  years,  27.1  per  cent  were  40  to  49  years, 
19.9  per  cent  were  50  to  59  years,  7.8  per  cent 
were  60  to  64  years,  4.7  per  cent  were  65  to 
69  years,  and  3.1  per  cent  were  70  years  or 
more  of  age.  The  percentage  of  pharmacists 
who  are  more  than  50  years  old  has  increased 
only  slightly. 

Educational  Qualifications 
In  29  states  and  the  District  of  Columbia 
wherein  46,352  pharmacists  were  engaged  in 
practice,  81.2  per  cent  graduated  from  a col- 
lege of  pharmacy,  49.0  per  cent  having  com- 
pleted the  four-year  curriculum,  11.2  per  cent 
completed  the  three-year  curriculum  and  21.2 
per  cent  completed  the  two-year  curriculum. 
Only  18.7  per  cent  either  did  not  attend  a 
college  of  pharmacy  or  graduate. 

Number  of  Pharmacists  Licensed 
4,891  persons  acquired  a license  to  practice 
pharmacy  for  the  first  time  in  1954  and  316 
persons  acquired  a license  by  reinstatement. 
Therefore,  5,207  represents  the  total  number 
of  licensed  pharmacists  that  were  added  to 
the  profession  in  1954.  1,149  pharmacists  ac- 
quired another  license  to  practice  in  another 


state  by  reciprocity  and  197  did  so  by  exam- 
ination. 

Gain  and  Loss  in  Pharmacy  Personnel 

It  has  been  determined  that  3.1  per  cent  of 
the  number  of  pharmacists  engaged  in  prac- 
tice constitutes  the  number  of  pharmacists 
that  must  be  added  to  the  profession  annually 
to  replace  the  number  of  pharmacists  that  de- 
cease and  retire.  Accordingly,  the  addition 
of  approximately  3,400  newly  licensed  phar- 
macists in  1954  would  not  have  increased  the 
number  engaged  in  practice  at  the  beginning 
of  the  year. 

In  41  states  and  the  District  of  Columbia 
wherein  69,186  pharmacists  were  engaged  in 
practice  1,117  or  1.6  per  cent  are  known  to 
have  died  and  the  certificates  of  814  or  1.2 
per  cent  were  suspended  for  other  reasons. 
The  number  reported  deceased  does  not 
represent  the  total  number  deceased  and  sev- 
eral may  have  retired  without  having  their 
licenses  suspended.  Therefore  it  seems  prob- 
able that  the  total  number  deceased  and  re- 
tired may  be  greater  than  the  known  figure 
(2.8  per  cent)  and  equal  to  3.1  per  cent  or 
3,400. 

Because  5,200  newly  licensed  pharmacists 
were  added  to  the  profession  the  number  en- 
gaged in  practice  should  have  increased  1,- 
800.  By  actual  count  the  number  engaged  in 
practice  increased  2,400. 

Since  the  actual  increase  is  greater  than  the 
calculated  increase  it  appears  that  a number 
of  pharmacists  must  have  changed  their  occu- 
pation to  engage  once  more  as  pharmacists. 
It  also  seems  probable  that  the  number  of 
pharmacists  released  from  the  Armed  Ser- 
vices may  have  greatly  exceeded  the  number 
inducted. 

Miscellaneous  Data 

In  45  states  and  the  District  of  Columbia 
wherein  93,965  pharmacists  are  engaged  in 
practice,  6.1  per  cent  or  5,731  pharmacists  are 
women  and  according  to  the  current  census 
data  the  following  ratios  apply:  1 pharmacy 
for  every  3,200  persons;  1.86  Registered  Phar- 
macists for  each  pharmacy. 
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NARCOTIC  REGULATIONS  CHANGE 

The  following  regulations  were  issued  by 
Commissioner  of  Narcotics  Harry  J.  Anslinger 
on  September  2,  1955  and  became  effective 
upon  that  date. 

The  regulations  were  issued  as  the  result 
of  the  P.L.  729,  the  so-called  “oral  codeine 
bill”  passed  by  Congress. 

Pharmacists  in  the  nineteen  states  which 
have  amended  their  narcotic  statutes  to  con- 
form with  the  federal  law  may  accept  oral 
prescriptions  for  the  narcotic  preparations 
classified  in  the  regulations. 

On  receiving  a telephoned  prescription,  the 
pharmacist  will  immediately  reduce  it  to 
writing.  This  is  similar  to  the  procedure  for 
handling  prescription  legend  drugs  under  the 
Durham-Humphrey  Act.  Refills  are  Not  per- 
missible, however.  If  an  order  for  a refill  is 
received,  the  practitioner  must  be  contacted 
for  a new  oral  prescription.  These  prescrip- 
tions should  be  kept  in  a separate  file. 

The  label  on  the  prescription  must  bear  the 
name  and  registry  number  of  the  druggist, 
and  name  and  address  of  the  patient,  serial 
number  of  the  prescription,  and  name,  ad- 
dress, and  registry  number  of  the  physician. 

For  your  information  and  guidance  the  en- 
tire regulation  is  printed  below. 

Title  26  — Internal  Revenue,  1954 
Chapter  1 — Internal  Revenue  Service 
Department  of  the  Treasury 
(T.  D.  53,  Narcotic  Regs.5) 

Part  151  — Regulations  Under  the 
Harrison  Narcotic  Law,  as  Amended 
Finding  and  Designation  of  Narcotic  Drugs 

and  Compounds  of  Narcotic  Drugs  Subject  to 
Oral  Prescription  Procedure 

Pursuant  to  authority  delegated  by  Treas- 
ury Department  Order  No.  180-2  (19  F.R. 
6399),  and  under  section  7 of  the  act  of  Aug- 


ust 31,  1954  (68  Stat.  1001;  26  U.S.C.  4705),  and 
article  172  of  Narcotic  Regulations  5 (26  CFR  1 
151.172;  20  F.R.  1134),  the  following  narcotic  I 
drugs  and  compounds  of  narcotic  drugs  are 
hereby  found  and  designated  to  possess  re-  ■ 
latively  little  or  no  addiction  liability: 

151.172a  Narcotic  Drugs  and  Compounds 
for  Which  Oral  Prescription  is  Authorized.  ' 

(a)  Any  isoquinoline  alkaloid  of  opium  or  any 
salt  of  any  such  isoquinoline  alkaloid,  alone 
or  in  combination  with  other  active,  non- 
narcotic medicinal  ingredients. 

(b)  Apomorphine  or  any  salt  thereof,  alone 
or  in  combination  with  other  active,  non- 
narcotic medicinal  ingredients. 

(c)  N-allyl-normorphine  (Nalorphine,  Nal- 
line)  or  any  salt  thereof,  alone  or  in  combina- 
tion with  other  active  non-narcotic  medicinal 
ingredients. 

(d)  Any  compound  consisting  of  methyl- 
morphine  (codeine)  or  of  any  salt  thereof  with 
an  equal  or  greater  quantity  of  any  isoquin- 
oline opium  alkaloid  or  salt  thereof,  where 
the  content  of  methylmorphine  or  any  salt 
thereof  does  not  exceed  eight  grains  per  fluid 
ounce  or  one  grain  per  dosage  unit  of  the 
compound. 

(e)  Any  compound  consisting  of  methyl- 
morphine  (codeine)  or  of  any  salt  thereof  with 
one  or  more  active,  non-narcotic  ingredients 
in  recognized  therapeutic  amounts,  where  the 
content  of  methylmorphine  or  salt  thereof 
does  not  exceed  eight  grains  per  fluid  ounce 
or  one  grain  per  dosage  unit  of  the  com- 
pound. 

(f)  Any  compound  consisting  of  dihydro- 
codeinone  (Hydrocodone,  Dicodid,  Hycodan) 
or  of  any  salt  thereof  with  a four-fold  or 
greater  quantity  of  any  isoquinoline  opium 
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alkaloid  or  salt  thereof,  where  the  content  of 
dihydrocodeinone  or  any  salt  thereof  does  not 
exceed  one  and  one-third  grains  per  fluid 
ounce  or  one-sixth  grain  per  dosage  unit  of 
the  compound. 

(g)  Any  compound  consisting  of  dihydro- 
codeinone (Hydrocodone,  Dicodid,  Hycodan) 
or  any  salt  thereof  with  one  or  more  active, 
non-narcotic  ingredients  in  recognized  thera- 
peutic amounts,  where  the  content  of  dihydro- 
codeinone or  of  any  salt  thereof  does  not  ex- 
ceed one  and  one-third  grains  per  fluid  ounce 
or  one-sixth  grain  per  dosage  unit  of  the 
compound. 

(h)  Any  compound  consisting  of  dihydro- 
hydroxycodeinone  (Oxycodone,  Eucodal)  or 
any  salt  thereof  with  one  or  more  active  non- 
narcotic ingredients  in  recognized  amounts, 
where  the  content  of  dihydrohydroxyocedein- 
one  or  of  any  salt  thereof  does  not  exceed 
two-thirds  grain  per  fluid  ounce  or  one- 
twelfth  grain  per  dosage  unit  of  the  com- 
pound. 


(i)  Any  compound  consisting  of  ethylmor- 
phine  (Dionin)  or  of  any  salt  thereof  with  one 
or  more  active,  non-narcotic  ingredients  in 
recognized  therapeutic  amounts,  where  the 
content  of  ethylmorphine  or  any  salt  thereof 
does  not  exceed  one  and  one-third  grains  per 
fluid  ounce  or  one-sixth  per  dosage  unit  of 
the  compound. 

Because  the  finding  and  designation  made 
by  this  Treasury  decision  relieves  restric- 
tions, it  is  found  unnecessary  to  issue  the  de- 
cision with  notice  and  public  procedure 
thereon  under  sec.  4 (a)  of  the  Admnistrative 
Procedure  Act,  approved  June  11,  1946,  or 
subject  to  the  effective  date  limitation  of  sec. 
4 (c)  of  that  act. 

This  Treasury  decision  shall  be  effective 
upon  its  filing  for  publication  in  the  FED- 
ERAL REGISTER. 

(68  Stat.  1001;  26  U.S.C.  4705) 

(Seal)  G.  W.  Cunningham 
Acting  Commissioner  of  Narcotics 
September  1,  1955 

(F.  R.  Doc.  55-7200;  Filed,  Sept.  2,  1955;  8:56  a.  m.) 
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THE  NATIONAL  FORMULARY, 
TENTH  EDITION 


The  recently  published  Tenth  Edition  of 
the  National  Formularly  represents  one  of 
the  most  extensive  revisions  of  its  entire  his- 
tory extending  over  a period  of  67  years.  This 
edition  is  the  result  of  work  of  the  Commit- 
tee on  National  Formulary,  supplemented  by 
advisory  committees,  extending  over  a 5-year 
period. 

In  the  course  of  the  revision,  474  of  the  717 
N.  F.  IX  monographs  were  continued  in 
N.  F .X.  The  deletion  of  the  unprecedented 
number  of  243  items  is  accounted  for,  in  part, 
by  the  rapidity  with  which  drugs  become 
obsolete,  and  in  part  by  the  fact  that  a sub- 
stantial number  of  N.  F.  IX  monographs  was 
admitted  to  U.  S.  P.  XV  on  the  basis  of  their 
therapeutic  or  pharmaceutical  essentiality.  Of 
the  733  monographs  included  in  N.  F.  X.,  128 
cover  other  extensively  used  drugs  of  thera- 
peutic importance  for  which  official  stand- 
ards would  not  otherwise  be  provided.  In  this 
group  are  included  such  drugs  as  the  am- 
phetamine phosphates,  the  choline  salts,  di- 
hydrocodeinone  bitartrate,  dihydroxyalum- 
inum  aminoacetate,  glycobiarsol,  inositol, 
mephenesin,  mephobarbital,  nitrofurazone, 
methaphenilene  hydrochloride,  pheniramine 
maleate,  promethazine  hydrochloride,  pro- 
tamine sulfate  injection,  quinidine  gluconate, 
dosage  forms  combining  two  or  more  sul- 
fonamides, five  monographs  covering  the  dif- 
ferent types  of  tocopherol  representing  vi- 
tamin E activity,  and  vinbarbital.  In  most 
instances  dosage  forms  have  been  provided 
for  any  basic  drug  admitted  to  N.  F.  X. 

During  the  revision  of  the  U.  S.  P.  leading 
to  the  publication  of  the  fifteenth  revision. 


160  drugs  and  preparations  were  deleted. 
Many  of  these  drugs  will  doubtless  continue 
to  be  used  for  many  years,  and  specifications 
for  131  in  this  group  were  admitted  to  N.  F.  X. 
In  this  category  are  included  such  drugs  and 
dosage  forms  as  aspirin  capsules,  barbital, 
boric  acid  ointment,  codeine  sulfate,  digitalis 
tincture,  ephedrine  hydrochloride,  estradiol, 
gentian,  hydriodic  acid  syrup,  magnesium 
citrate  solution,  ox  bile  extract,  pancreatin, 
several  sulfonamides,  and  combinations  of 
theobromine  with  salicylates  and  acetates. 

Despite  the  inherent  limitations  on  scope 
because  of  the  book’s  legal  status,  a section 
on  “General  Information”  has  been  added 
as  a new  and  useful  feature  to  the  new  edition 
of  the  National  Formulary.  In  this  new  sec- 
tion will  be  found  general  information  re- 
lating to  balances,  weights,  and  measuring 
devices;  chiropody-podiatry  drugs  and  prep- 
arations; clinical  laboratory  reagents  and 
staining  solutions;  certified  coal-tar  colors; 
the  International  Pharmacopoeia;  optical 
chystallographic  characteristics  of  drugs;  and 
a chapter  on  sterilization. 

The  chapter  on  balances,  weights,  and 
measuring  devices  describes  the  prescription 
balance,  defines  such  terms  as  capacity, 
weighbeam,  tare  bar,  balance  indicator,  rest 
point,  sensibility  reciprocal,  and  sensitivity. 
Specifications  for  Class  A and  Class  B pre- 
scription balances,  and  methods  of  testing  the 
accuracy  of  these  balances  are  also  included. 
Specifications  for  preferred  types  of  weights 
and  measuring  devices  are  outlined,  and  a 
chart  is  provided  for  recording  data  obtained 
in  testing  the  prescription  balance  for  com- 


— 394  — 


OCTOB  ER  1955 


pliance  with  the  specifications  outlined. 

The  N.  F.  chapter  on  clinical  laboratory 
reagents  has  been  considerably  condensed  to 
furnish  only  a limited  number  of  formulas  for 
standard  preparations  supplied  by  phar- 
macists for  use  in  physicians’  offices.  The 
new  chapter,  while  limited  in  scope,  supplies 
most  formulas  required  by  the  pharmacist  in 
furnishing  the  more  commonly  used  clinical 
laboratory  reagents  and  staining  solutions. 

In  N.  F.  X a chapter  designed  to  furnish 
certain  basic  information  relating  to  dyes 
used  for  coloring  pharmaceutical  prepara- 
tions has  been  added.  This  basic  information 
includes  discussions  on  restrictions  on  the  use 
of  dyes,  the  choice  of  a coal-tar  color,  and  the 
application  of  coal-tar  to  liquids  and  to 
powders.  Several  useful  tables  covering  the 
physical  properties  of  selected  coal-tar  colors 
have  been  added.  Of  particular  importance 
are  tables  listing  24  coal-tar  colors  from 
which  dyes  suitable  for  coloring  most  phar- 
maceutical preparations  can  usually  be 
chosen. 

The  table  of  optical  crystallographic  con- 


stants of  N.  F.  crystalline  substances,  a feat- 
ure of  previous  editions,  has  been  completely 
revised  and  expanded  to  include  optical  data 
for  nearly  all  N.  F.  crystalline  substances. 
A discussion  of  methods,  reagents,  and  pro- 
cedures for  the  determination  of  refractive 
indices,  extinction  angles,  elongation,  and  op- 
tical and  axial  angles  has  been  added  to  sup- 
plement the  revised  table. 

A chapter  of  sterilization  furnishes  general 
information  on  this  important  subject  and 
may  serve  to  emphasize  the  general  types  of 
manufacturing  control  that  must  be  exercised 
in  the  preparation  of  parenteral  solutions 
meeting  the  official  sterility  requirements. 
Another  useful  feature  new  to  the  National 
Formulary  is  a table  comparing  titles  and 
certain  specifications  for  International  Phar- 
macopoeia drugs  covered  by  the  specifica- 
tions in  the  National  Formulary. 

The  style  and  format  of  the  Tenth  Edition 
of  the  National  Formulary  are  essentially  the 
same  as  in  N.  F.  IX.  A new  and  useful 
feature  added  to  each  monograph  gives  the 
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main  pharmacological  or  pharmaceutical 
category  of  the  drug  or  preparation  covered. 
The  usefulness  of  the  book  has  been  enhanced 
by  a streamlining  of  the  general  index  and 
the  addition  of  indices  preceding  the  General 
Notices,  the  General  Tests,  Processes,  and 
Apparatus,  and  the  new  section  on  General 
Information.  The  new  edition  is  attractively 
bound  in  a durable  blue  Fabrikoid,  and  the 
printing  is  of  the  same  quality  as  in  previous 
editions  of  the  National  Formulary. 

The  publication  of  the  new  edition  will  be 
of  particular  interest  to  practicing  phar- 


macists and  to  manufacturers  of  pharmaceu-, 
teals  and  basic  medicinal  chemicals  and  like 
its  predecessors,  constitutes  a distinguished 
service  of  the  American  Pharmaceutical  As- 
sociation to  the  development  of  effective  legal 
standards  for  drugs.  It  also  serves  as  a use-i 
ful  reference  book  on  the  characteristics  of 
a large  number  of  widely  used  drugs  and!  i 
therapeutic  preparations.  i 

Compiled  and  edited  by  the  Committee  on 
National  Formulary  and  published  by  the 
American  Pharmaceutical  Association,  the 
new  edition  is  distributed  by  the  J.  B.  Lippin- 
cott  Company,  Philadelphia. 


A.PH.A.  MANUAL  NO.  101  TO  ASSIST 
IN  HANDLING  EMERGENCIES 


The  Council  of  the  American  Pharmaceu- 
tical Association  decided  some  time  ago  to 
make  available  to  the  pharmacists  of  the 
United  States  a pamphlet  presenting  in  con- 
cise form  the  names  and  ingredients  of  some 
of  the  articles  which  may  exhibit  potential- 
ities for  harmful  effects  if  accidentally  in- 
gested or  contacted,  or  which  may  cause  in- 
jury through  over-dosage. 

In  order  to  effect  a wide  distribution  of 
this  information  it  was  decided  to  supply  such 
a pamphlet  with  each  copy  of  The  National 
Formulary  and  to  provide  a pocket  in  the 
N.  F.  X convenient  for  filing  the  pamphlet 
for  ready  reference. 

There  is  no  relationship  between  the  pur- 
pose of  The  National  Formulary  and  the  pur- 
pose of  this  pamphlet.  There  is,  however,  a 
good  reason  for  supplying  it  with  The  Na- 
tional Formulary.  Most  states  require  every 
pharmacy  to  have  the  latest  edition  of  The 
National  Formulary  available  as  a part  of  the 
equipment  of  its  prescription  department. 
Emergencies  require  prompt  location  of 
essential  information.  This  phamphlet  fits 
into  the  pocket  in  the  back  cover  of  The  Na- 
tional Formulary  X.  Since  the  N.  F.  is  a re- 
quired reference  book  and  has  a definite  place 
in  the  prescription  department  of  every  phar- 
macy it  is  a logical  place  in  which  to  keep 
a manual  of  emergency  information. 

This  pamphlet  is,  of  course,  not  intended 
to  take  the  place  of  the  more  comprehensive 
reference  works  on  the  treatment  of  poison- 
ing. Its  principal  virtue  lies  in  the  fact  that  it 


presents  in  alphabetical  order  and  with  ade- 
quate cross  references,  the  most  commonly 
encountered  sources  of  injury  from  acciden- 
tal ingestion  or  contact  with  poisons,  chem- 
icals, drugs  and  household  articles  contain- 
ing toxic  substances,  and  supplies  concise  in- 
formation for  the  guidance  of  physicians  who 
may  call  for  it  to  help  them  identify  the  sub- 
stances responsible  for  the  accidental  injury, 
and  general  information  as  to  antidotes  which 
might  be  useful. 

Recently,  so-called  “poison  information 
centers”  have  been  established  in  places 
where  continuous  service  can  be  given  in 
supplying  information  as  to  composition  of 
various  articles  which  may  be  responsible  for 
toxic  symptoms.  The  Duke  Hospital  Poison 
Control  Center  in  Durham,  N.  C.,  the  Boston 
Poison  Information  Center  and  the  Chicago 
Poisoning  Control  Center  are  typical  ex- 
amples. 

Most  communities  rely  on  rescue  squads, 
hospital  staffs,  and  on  transportation  by 
police  to  the  nearest  medical  center. 

Pharmacists  should  be  familiar  with  all 
emergency  services  in  their  respective  com- 
munities and  a place  has  been  provided  on 
the  inside  front  cover  of  this  pamphlet  for 
recording  such  emergency  information. 

This  pamphlet  which  is  now  being  dis- 
tributed with  each  copy  of  National  Form- 
ulary X will  be  known  as  A.Ph.A.  Manual  No. 
101.  It  is  being  made  available  to  pharmacies 
as  a part  of  the  American  Pharmaceutical 
Association’s  contribution  to  the  solution  of 
problems  arising  from  poisoning  control. 
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DELADUMONE 

Description:  A combination  of  testosterone 
enanthate  and  estradiol  valerate. 

Indications:  For  the  control  of  the  meno- 
^ pausal  syndrome  and  the  maintenance  of 
i protein  and  osseous  tissue  in  the  treatment 
i of  osteoporosis  in  men  and  women.  It  is 
claimed  that  this  dual  hormone  combina- 
tion has  an  integrated  metabolic  action 
lasting  from  three  to  four  weeks,  thus  simu- 
lating production  of  each  hormone. 

Since,  in  this  preparation,  the  potential 
for  unwanted  sexual  stimulation  is  largely 
; eliminated,  the  hormones  may  be  given  in 
a greater  amount,  and  for  a longer  period 
of  time.  Thus,  the  patient  is  afforded  the 
full  benefit  of  the  anabolic  effects  of  andro- 
gen and  estrogen. 

Dosage:  One  to  two  ml.  as  a single  I.M.  in- 
jection every  three  to  four  weeks. 

How  Supplied:  Vials  of  1 and  5 ml.,  each  ml. 

I containing  90  mg.  testosterone  enanthate 
and  4 mg.  estradiol  valerate. 

I Source:  E.  R.  Squibb. 

DELATESTRYL 

< Description:  Delatestryl  is  Squibb  testoster- 
one-17-beta-n-enanthate,  a potent  depot 
preparation  of  the  naturally-occurring 
testicular  hormone  dissolved  in  sesame  oil. 
Each  milliliter  of  the  preparation  contains 
200  mg.  of  testosterone  enanthate.  Follow- 
ing a single  intramuscular  dose  of  200  to 
400  mg.,  Delatestryl  provides  a potent  ana- 
bolic and/or  androgenic  action  that  is  main- 
tained for  approximately  3 to  4 weeks. 
Indications:  Indicated  in  the  treatment  of 
hypogonadism  in  the  male,  advanced  mam- 
mary cancer  in  the  female,  and  to  acceler- 


ate protein  and  osseous  tissue  anabolism  in 
adults  (as  in  osteoporosis;  tissue  atrophy; 
protein  depletion  and  chronic  debility). 

Dosage:  Delatestryl  is  generally  administered 
as  a single  intramuscular  injection  of  200  to 
400  mg.  every  3 to  4 weeks,  depending  on 
the  clinical  response  of  the  patient.  When 
given  according  to  instructions,  injections 
of  Delatestryl  are  well  tolerated. 

How  Supplied:  Delatestryl  is  available  in 
vials  of  1 and  5 ml.,  containing  0.5%  chloro- 
butanol  as  a preservative.  Each  milliliter 
of  Delatestryl  contains  200  mg,  of  testos- 
terone enanthate. 

Source:  E.  R.  Squibb. 

LAZAGEL 

Description:  Lazagel  is  an  ointment  contain- 
ing 20  percent  zinc  oxide  in  Plastibase 
(Squibb  Oleaginous  Ointment  Base).  Plas- 
tibase contains,  by  weight,  95  percent 
Liquid  Petrolatum  U.S.P.  and  5 percent 
polyethylene,  an  inert  plastic. 

Indications:  Lazagel  is  a soothing  and  pro- 
tective ointment,  especially  useful  for 
diaper  rash  and  skin  irritations. 

Plastibase,  the  ointment  base  in  Lazagel, 
remains  consistently  soft,  even  with  high 
concentrations  of  solids.  The  softness  of 
Lazagel  results  in  a more  soothing  prep- 
aration with  better  adherence  to  the  skin 
and  dressings. 

Dosage:  Lazagel  should  be  applied  freely 
once  or  twice  daily.  Following  application 
of  the  ointment,  it  is  usually  advisable  to 
cover  the  area  with  gauze  or  freshly  laund- 
ered soft  cotton  cloth. 

How  Supplied:  1 oz.  tubes  and  in  1 lb.  jars. 

Source:  E.  R.  Squibb. 
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RENOGRAFIN 

Descriplion:  Renografin  is  a tri-iodinated 
radiopaque  medium  intended  for  intra- 
venous excretory  urography,  for  demon- 
stration of  the  renal  pelves,  the  ureters  and 
the  urinary  bladder.  Each  milliliter  of  Re- 
nografin contains  0.1  Gm.  of  the  sodium 
salt  and  0.66  Gm.  of  the  methylglucamine 
salt  of  diacetylamino-triiodobenzoic  acid  in 
aqueous  solution. 

Indications:  Renografin  is  intended  for  the 
visualization  of  the  kidneys  and  urinary 
tracts,  including  the  renal  pelvis,  ureters, 
and  urinary  bladder. 

Contraindications.  Renografin  should  not 
be  administered  to  patients  exhibiting 
sensitivity  to  the  test  dose.  Caution  should 
be  exercised  in  severely  debilitated  pa- 
tients, and  adequate  visualization  should 
not  be  expected  in  anuric  patients  or  those 
in  an  advanced  uremic  state.  Sensitivity  to 
iodine  is  not  an  absolute  contraindication  to 
use  of  Renografin. 

Dosage:  The  literature  supplied  with  the  drug 
should  be  consulted  for  the  dosage. 

How  Supplied:  Renografin  is  available  in 
ampuls  of  20  ml.  A 1 ml.  ampul  is  included 
for  sensitivity  testing. 

Source:  E.  R.  Squibb. 

ILOTYCIN  — NEW  DOSAGE  FORM 

Descriplion:  Ilotycin  (Erythromycin,  Lilly)  is 
now  being  offered  in  an  intramuscular  form 
and  two  new  intravenous  dosage  strengths. 

Indications:  Clinical  studies  show  that  100 
mg.  (2  cc.)  of  the  intramuscular  ‘Ilotycin’ 
gives  high  therapeutic  blood  levels,  remain- 
ing effective  for  eight  to  twelve  hours. 

Physicians  reported  that  the  high  blood 
levels  were  obtained  promptly  and  were 
often  accompanied  by  a speedy,  dramatic 
fall  in  temperature  and  clearing  of  symp- 
toms. Thus,  intramuscular  ‘Ilotycin’  is 
particularly  valuable  in  giving  that  im- 
portant first  (starter)  dose  in  severe  or 
overwhelming  infections. 

The  new  500  mg.  and  1 Gm.  ampoules  of 
‘Ilotycin  Glucoheptonate’  (Erythromycin 
Glucoheptonate,  Lilly),  I.  V.,  provide  im- 
mediate, very  high  blood  levels  for  patients 
with  very  severe  or  overwhelming  infec- 
tions. 

This  product  will  be  especially  useful  in 
hospitals  when  it  is  desirable  to  add  a po- 
tent antibiotic  to  intravenous  infusions  of 


saline,  glucose,  or  whole  blood. 

Dosage:  For  infections  of  moderate  severity, 
2 cc.  (100  mg.)  may  be  administered  intra- 
muscularly every  eight  to  twelve  hours. 
For  more  severe  infections,  4 cc.  (200  mg.) 
may  be  injected  intramuscularly  every  four 
to  six  hours  until  the  infection  is  brought 
under  control  and  oral  ‘Ilotycin’  therapy 
can  be  instituted. 

The  recommended  dosage  for  children  is 
1 to  2 cc.  (50  to  100  mg.)  every  six  to  eight 
hours  until  oral  ‘Ilotycin’  can  be  given. 

After  reconstruction,  the  250  mg.  and  500 
mg.  intravenous  solutions  may  be  added  to 
250-500  cc.  of  saline  or  5-percent  dextrose 
solution  and  administered  by  slow  intra- 
venous infusion  over  a period  of  twenty  to 
sixty  minutes,  repeating  every  six  to 
twelve  hours. 

If  given  by  continuous  intravenous  in- 
fusion, the  recommended  dosage  calls  for  1 
to  2 Gm.  of  ‘Ilotycin  Glucoheptonate’  dis- 
solved in  Water  for  Injection  and  added  to 
the  amount  of  saline  or  5-percent  dextrose 
solution  which  will  be  infused  over  a 
twenty-four-hour  period. 

The  suggested  dosage  for  children  is  5 
mg.  per  pound  of  body  weight  every  six 
hours,  administered  as  outlined  above  for 
adults. 

How  Supplied:  The  intravenous  ‘Ilotycin’ 
Solution  is  available  in  Ampoules  No.  612 
(2  cc.,  100  mg.,  in  packages  of  six  and  100) 
and  No.  635  (50  mg.  per  cc.,  10-cc.  rubber- 
stoppered). 

The  intravenous  ‘Ilotycin  Glucohep- 
tonate’ comes  in  Ampoules  No.  524  (20-cc., 
rubber-stoppered);  No.  538  (30-cc.,  rubber- 
stoppered);  and  No.  646  (50-cc.,  rubber- 
stoppered).  The  first  contains  the  equival- 
ent of  250  mg.  of  ‘Ilotycin’  base,  as  the 
sterile  glucoheptonate,  in  dry  form;  the 
second,  500  mg.;  and  the  third,  1 Gm.  A 
specified  amount  of  Water  for  Injection  is 
added  to  each  and  the  ampoule  shaken  until 
the  powder  is  dissolved. 

Source:  Eli  Lilly. 

DORIDEN 

Description:  Doriden  is  a-ethyl-a-phenyl-glu- 
tarimide. 

Indications:  Doriden  is  indicated  whenever  an 
intermediate-  or  moderate-acting  hypnotic 
or  sedative  is  required.  It  should  not  be 
confused  with  the  ultra-short-acting  drugs 


398  — 


ni 

jj  0 C T 0 B E R 19  5 5 

or  those  with  prolonged  action.  Doriden  is 
, effective  in  insomnia  and  for  daytime  se- 
dation and  pre-surgery  sedation.  It  is  not 
i of  value  as  an  analgesic  or  a sedative  in  the 
i presence  of  pain. 

I Dosage:  Insomnia:  0.5  Gm.  at  bedtime  (0.25 
; Gm.  may  be  adequate  for  some  patients). 
[ May  be  taken  when  needed  but  not  less 
than  4 hours  before  arising. 

; Daytime  Sedation  in  Anxiety-Tension 
t States  (hypertension,  menopause,  coronary 
thrombosis,  anxiety  neuroses,  hysteria,  pre- 
menstrual  tension,  thyroid  disease,  etc.); 
[ 0.25  Gm.  3 or  4 times  daily  after  meals. 

I Presurgery  Sedation:  0.5  Gm.  the  night 
■ before  surgery;  0.5  to  1.0  Gm.  1 hour  before 
anesthesia. 

How  Supplied:  Tablets,  0.25  and  0.5  Gm. 

(white,  scored);  bottles  of  100,  500  and  1000. 
; Source:  Ciba  Pharmaceutical  Products. 


INCREMIN 
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I 
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Description:  Incremin,  Lysine-Vitamin  Drops, 
a new  remedy  for  many  cases  of  poor  ap- 
petite and  slow  growth  in  infants.  The 
product  combines  an  essential  amino  acid. 
Lysine,  with  vitamins  Bi  B(!  and  Bn;  in 
cherry-flavored  drops  that  can  be  easily 
added  to  milk,  milk  formula  or  other  liquid. 

Indications:  In  recent  tests.  Lysine  has  shown 
remarkable  results  in  stimulating  growth 
and  appetite  in  underweight  infants.  Vi- 
tamins Bi,  B(i  and  B12  have  long  been  recog- 
nized as  appetite  stimulants. 

Dosage:  A daily  dosage  of  0.5  to  1 cc.  (10  to  20 
drops)  of  Incremin  improved  the  appetite 
of  test  infants  and  resulted  in  weight  gains 
and  increased  growth  within  one  week  in 
65  percent  of  the  cases.  It  was  found  that 
this  dosage,  mixed  with  an  ounce  of  formula 
early  in  the  day,  insured  assimilation  of  the 
entire  amount.  Current  research  indicates 
Incremin  is  also  beneficial  to  geriatric  pa- 
tients with  poor  appetites. 

How  Supplied:  Incremin  comes  in  a 15  cc. 
polyethylene  dropper  bottle  that  permits 
accurate,  easy  dispensing. 

Source:  Lederle  Laboratories. 


STRIP  CUP 

i The  newest  type  of  strip  cup  for  the  detec- 
tion of  abnormal  milk  and  mastitis  in  dairy 
jcattle  is  being  offered  free  in  a new  deal  by 
Lerderle  Laboratories  Division,  American 
Cyanamid  Company,  beginning  September  1. 
I The  new  cup,  which  substitutes  a black 

I 


plate  for  the  old  fashioned  screen,  will  be 
given  free  with  the  purchase  of  a dozen  tubes 
of  Lederle’s  Targot,  the  mastitis  ointment 
which  fights  infection  with  four  antibiotics. 

With  each  dozen  cups  ordered  by  a retailer, 
Lederle  will  furnish  a full  color  counter  card 
that  displays  the  cup  and  ointment,  two  large 
window  streamers,  a prepared  newspaper 
mat  and  two  radio  spot  advertisements. 

Mastitis  is  recognized  by  many  authorities 
as  the  number  one  disease  enemy  of  the  diary 
farmer.  Almost  every  farm  and  dairy  pub- 
lication, national  and  local,  has  published 
articles  on  the  prevention  and  control  of  this 
disease. 

The  U.  S.  Department  of  Agriculture  has 
estimated  the  yearly  loss  due  to  mastitis  to  be 
$225,000,000.  By  instituting  a comprehensive 
mastitis  control  program,  a farmer  can  in- 
crease the  profits  for  each  cow  in  a herd  by 
as  much  as  $40  a year,  in  some  cases. 

In  the  suggestions  for  controlling  mastitis, 
authorities  unanimously  recommend  the  daily 
use  of  a strip  cup  to  detect  such  symptoms  as 
thick,  stringy,  flaky  or  bloody  milk. 

AMBAR  TABLETS  AND  EXTENTABS 
Description:  Each  yellow  compressed  Ambar 
tablet  contains  methamphetamine  HCl  3.33 
mg.,  and  phenobarbital  (1/3  gr.)  21.6  mg. 
Each  yellow,  coated  Ambar  Extentab  con- 
tains the  equivalent  of  3 Ambar  tablets,  the 
release  of  the  active  ingredients  being  so 
controlled  that  each  Ambar  Extentab  pro- 
vides therapeutic  effects  of  the  intensity  of 
one  Ambar  tablet  uniformly  sustained  for 
10  to  12  hours. 

Action  and  Indications:  Through  therapeutic 
balancing  of  cerebral  cortical  stimulation 
and  depression,  Ambar  achieves  an  optimal 
normalizing  effect  on  the  mood  and  mental 
outlook  of  the  “depressed”  or  “distressed” 
patient.  Ambar  is  recommended  for  the 
amelioration  or  relief  of  the  manifold  symp- 
toms attending  tension-anxiety  states,  by 
lessening  the  conflicts  between  the  patient 
and  his  total  environment.  As  an  appetite 
depressant  it  is  also  an  aid  in  controlled 
weight  reduction  in  over-weight  patients. 
Dosage:  One  or  two  Ambar  tablets,  3 or  4 
times  daily  or  as  conditions  indicate.  One 
or  two  Ambar  Extentabs  before  breakfast 
for  uniform  effects  throughout  the  day. 

Patients  with  hypertension  or  cardio- 
vascular disease  should  be  under  observa- 
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Jtufit  ^id&lU4f  ELECTROCARDIOGRAPHY 

Time-saving  features  and  precision 
engineering  make  the  Burdick  EK-2 
Direct- Recording  Electrocardiograph 
an  outstanding  diagnostic  Instrument. 
High  fidelity  cardiograms  are  routine. 
You  can  now  switch  from  one  lead  to 
another  Instantaneously,  and  the  trac- 
ing gives  you  a prompt,  accurate  and 
permanent  record. 

Write  or  call  us  for  a complete  dem- 
onstration of  the  EK-2  in  your  office 
at  your  convenience. 

KREISER'S,  INC. 

Surgical  Division 
Minnesota  Ave.  & 21st  St. 

Sioux  Foils,  South  Dakota 


Upjohn 


KALAMAZOO 


Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  - Available  in  5 mg. 
tablets  in  bottles  of  30  arrd  100, 
and  in  1 mg.  tablets  in  bottles  of  100  • 
Usual  dosage  is  to  1 tablet  three  or  four 
- , times  daily 


Delta  Cortef 


* 


^Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 
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tion  until  their  response  to  Ambar  is  estab- 
lished. 

How  Supplied:  Bottles  of  100  and  500,  each 
tablet  and  Extentab  stamped  with  AHR. 

Source:  A.  H.  Robins  Co.,  Inc. 

CORTISPORIN  OINTMENT 

Description:  Each  gram  contains  Aerosporin 
Sulfate  Polymyxin  B Sulfate  5,000  Units; 
bacitracin  400  Units;  neomycin  sulfate  5 
mg.;  hydrocortisone  (free  alcohol)  10  mg. 
(1%)  in  a special  low-melting  point  petro- 
latum base;  suitable  both  for  ophthalmic 
and  dermatological  use. 

Action:  Cortisporin  combines  the  anti-inflam- 
matory effect  of  hydrocortisone  with  the 
antimicrobial  effect  of  polymyxin  B,  neo- 
mycin, and  bacitracin.  Topical  hydrocor- 
tisone acts  rapidly  to  allay  the  undesirable 
features  of  untoward  inflammation;  discom- 
fort, edema,  erythema,  and  excess  scar  for- 
mation. The  spectra  of  the  three  antibiotics 
in  Cortisporin  overlap  in  such  a way  as  to 
cover  virtually  all  bacteria  likely  to  be 
found  topically;  all  three  are  bactericidal, 
not  merely  bacteriostatic. 

Indications:  Inflammatory  conditions  of  the 
skin  and  anterior  segment  of  the  eye,  which 
are  associated  with  bacterial  infection  are 
indications  for  Cortisporin.  The  Ointment 
is  also  of  value  for  inflamed  lesions  which 
are  not  infected  but  which  it  is  desired  to 
protect  against  bacterial  infection;  in  this 
group  conditions  of  allergic  etiology  are  of 
particular  interest. 

How  Supplied:  Tube  of  Vs  oz.  with  applicator 
tip. 

Source:  Burroughs  Wellcome. 

NEOTHYLLINE 

Description:  Neothylline  is  beta,  gamma- 
dihydroxypropyl  theophylline,  a soluble, 
stable,  neutral  derivative  of  theophylline. 

Indications:  (a)  In  treatment  of  Asthma,  Neo- 
thylline exhibits  a distinct  superiority  over 
the  theophylline  ethylenediamine  types. 
Being  neutral  in  solution,  no  untoward 
effects  were  caused  in  the  main  respiratory 
tract  nor  in  the  bronchial  tree.  In  essential 
Asthma  clinical  findings  have  disclosed  the 
following  average  results: 


Vital  capacity  increased  60% 

Breathing  frequency  reduced  approximately 
50% 

Minimal  volume  increased  40% 

The  Asthmatic  attacks  were  less  frequent 
and  less  severe.  In  nearly  all  cases  remark- 
able relief  was  obtained  by  the  patient. 

(b)  Coronary  spasm  with  pain  of  myocar- 
dium. Neothylline  eliminates  the  pain  and 
brings  back  normal  oxygenation  of  the  car- 
diac muscle,  proportioning  the  coronary 
flow  of  the  muscle  needs.  Treatment  by 
Neothylline  tends  to  reduce  the  incidence 
and/or  severity  of  cardiac  attacks. 

(c)  Prophylaxis  and  treatment  of  left 
ventricular  insufficiency  as  well  as  chronic 
or  acute  heart  pain. 

(d)  By  its  selective  action  on  the  respira- 
tory center,  Neothylline  is  claimed  to  be 
the  medicament  of  choice  for  cardiac  dys- 
pnea and  Cheyne  Stokes  which  has  a cen- 
tral origin. 

(e)  It  is  useful  in  treatment  of  oliguresis 
by  its  parallel  action  on  the  renal  and  car- 
diac circulatory  system,  and  in  all  types  of 
Anasarca  which  constantly  require  dis- 
charge of  fluid.  Pain  associated  with  Mer- 
curial diuretics  can  be  reduced  when  used 
in  combination  with  Neothylline. 

Dosage:  Neothylline  is  administered  orally; 
for  adults,  an  average  dosage  is  0.2  Gm. 
three  times  daily.  Smaller  oral  doses  may 
be  adequate  to  produce  a diuretic  effect  and 
stimulation  of  cardiac  muscle  in  congestive 
heart  failure.  Larger  doses  may  be  required 
for  the  control  of  bronchial  asthma,  par- 
oxysmal cardiac  dyspnea,  and  Cheyne- 
Stokes  respiration.  The  dosage  should  be 
individualized  in  accordance  with  the  de- 
sired effect  and  the  patient’s  tolerance  to 
the  drug. 

How  Supplied:  IV2  and  3 gr.  tablets  in  bottles 
of  100  and  1000.  Also  supplied  in  11/2  and  3 
gr.  tablets  with  1/4  gr.  phenobarbital  in 
bottles  of  100  and  1000,  and  in  71/2  gr.  sup- 
positories in  boxes  of  12  and  100,  and  in  2 
cc.  I.M.  Ampules  7y2  gr.  in  boxes  of  6 and 
25. 

Source:  Paul  Maney  Laboratories. 
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N.  A.  R.  D.  CONVENTION 
OCTOBER  16-20 


Nationally  prominent  per- 
sonalities from  the  spheres  of 
government,  pharmacy  and 
business  are  scheduled  to  ad- 
dress the  business  sessions 
and  seminars  of  the  57th  an- 
nual convention  of  the 
N.A.R.D.  at  Atlantic  City, 
New  Jersey,  October  16  to 
20,  1955.  The  convention  pro- 
gram has  been  designed  to 
include  every  facet  of  the 
commercial  and  professional 
operation  of  the  retail  drug 
store.  Two  full  afternoon 
sessions  will  cover  the  mer- 
chandising factors  involved 
in  successful  store  operation, 
and  the  prescription  service 
elements  and  trends  in  this 
important  facility.  Compre- 
hensive reports  and  open  dis- 
cussions on  the  main  ad- 
dresses will  provide  a work- 
ing exchange  of  profitable 
and  practical  ideas. 

Just  about  every  manufac- 
turer of  prominence  in  the 
retail  drug  field  will  have  an 
exhibit  at  the  N.A.R.D.  Drug 
Show  in  the  Atlantic  City 
Convention  Hall.  Druggists 
will  be  afforded  a picture  of 
pharmaceutical  progress  and 
achievement  on  a scale  which 
will  leave  nothing  to  doubt 
or  conjecture. 


The  Honorable  Joseph  Alt- 
man, Mayor  of  Atlantic  City, 
will  offer  the  delegates  the 
welcome  of  his  city.  He  will 
be  followed  by  Governor 
Joseph  Meyner  of  New  Jer- 
sey with  the  official  message 
of  welcome  to  New  Jersey  at 
the  Tuesday  morning  bus- 
iness session  which  will  get 
the  convention  under  way. 

In  succession  during  the 
following  days  of  the  conven- 
tion there  will  follow  a bril- 
liant cast  of  speakers  guaran- 
teed to  stimulate  discussion 
and  thought  on  all  subjects 
touching  on  the  complex 
business  of  being  a druggist. 
An  array  of  strength  in  depth 
is  the  pattern  of  speakers  at 
this  meeting.  Howard  Pyle, 
former  governor  of  Arizona 
and  present  administrative 
assistant  to  President  Dwight 
D.  Eisenhower,  will  address 
the  convention  as  the  per- 
sonal representative  of  the 
President. 

One  of  the  speakers  of 
political  prominence  on  the 
program  will  be  Senator 
Estes  Kefauver  from  Ten- 
nessee, who  will  speak  before 
the  convention  on  Wednes- 
day morning,  October  19th, 
on  the  menace  of  monoply  to 


small  business. 

Texas  Representative,  the 
Honorable  Wright  Patman  is 
to  be  the  featured  speaker  on 
Thursday  afternoon  with  his 
topic,  “Correcting  the  Evils 
That  Are  Harmful  to  Inde- 
pendent Business.”  Congress- 
man Patman  is  the  co-author 
of  the  Robinson-Patman  Act 
and  also  of  the  Equality  of 
Opportunity  Bill  (Sll  and 
HR  11). 

Drug  Show 

The  formal  opening  of  the 
N.A.R.D.  Drug  Show  will 
take  place  on  Monday  morn- 
ing, October  17th,  in  the 
huge  Atlantic  City  Conven- 
tion Hall.  The  activities  of 
the  day  will  be  topped  by  the 
traditional  reception  and 
Ball  tendered  to  President 
and  Mrs.  G.  M.  Eisele. 

The  Honorable  H.  J.  An- 
slinger,  U.  S.  Commissioner 
of  Narcotics,  will  deliver  a 
major  talk,  Tuesday  after- 
noon, October  18th,  and  he 
will  speak  on  “Narcotics  To- 
day.” This  speech  will  be 
preceded  in  the  morning  ses- 
sion by  the  various  official 
expressions  of  welcome  and 
the  message  of  the  President 
and  the  reports  of  the  Secre- 
tary and  the  Executive  Com- 
mittee of  the  N.A.R.D.  State 
caucus  reports  will  be  the 
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order  of  business  right  after 
the  noon  hour  on  Tuesday. 

One  of  the  convention 
features  will  be  a merchan- 
dising program  Tuesday 
afternoon  with  the  theme 
“The  Drug  Store  ...  Is  It 
Powered  for  the  Future?” 
Keith  K.  Keller,  Minneapolis, 
Minn.,  chairman  of  the 
N.A.R.D.  Merchandising 
Committee,  will  preside  as 
moderator,  and  on  the  panel 
with  him  will  be  Harry  J. 
Towers,  manager  of  the  re- 
tail distribution  department, 
E.  R.  Squibb  & Sons;  Charles 
T.  Lipscomb,  Jr.,  president  of 
the  J.  B.  Williams  Company; 
H.  C.  Van  Arsdale,  executive 
vice  president  of  Smith, 
Kline  and  French,  Inc. 

Cross  Section  of  Professional 
Problems 

A cross  section  of  the  prob- 
lems faced  by  the  retail  phar- 
macists will  be  covered  in  a 
series  of  addresses,  Wednes- 


day morning,  October  19. 
Among  the  speakers  will  be: 
Colonel  Bernard  Aabel, 
Chief,  Medical  Service  Corps, 
Department  of  the  Army, 
whose  subject  will  be  the 
“Utilization  of  Pharmacists 
in  the  Army;”  George  P.  Lar- 
rick,  Commissioner  of  Food 
and  Drugs,  Department  of 
Health,  Education  and  Wel- 
fare, to  speak  on  the  subject 
“Prosecution  of  Unlicensed 
Merchandisers  of  Bootleg 
Drugs;”  T.  K.  Quinn,  former 
industrialist  and  president  of 
the  T.  K.  Quinn  Company, 
who  will  give  the  inside  facts 
on  “The  Squeeze  on  Inde- 
pendent Business.”  Senator 
Estes  Kefauver  of  Tennesee 
will  close  the  convention  ac- 
tivities of  the  morning  with 
his  address. 

Wednesday  afternoon  is  to 
be  devoted  entirely  to  the 
professional  subjects  and  the 
prescription  department. 


Then  there  will  be  discus- 
sions on  “The  Pharmaceu- 
tical Trends  and  Problems  of 
Today,”  by  Harry  M.  Kim- 
briel,  marketing  vice  presi- 
dent of  Eli  Lilly  & Company. 
Owen  J.  Picton,  director  of 
trade  relations,  G.  D.  Searle 
Company,  will  offer  a ‘Pre- 
scription for  the  Druggist’s 
Pricing  Headaches.” 

Faus  J.  Solon,  vice  presi- 
dent, Owens-Illinois  Glass 
Company,  will  offer,  “Prac- 
tical Suggestions  for  Promot- 
ing Rx  Business  in  the  Drug 
Store.”  In  connection  with 
Mr.  Solon’s  talk,  druggists 
will  see  the  premier  showing 
of  the  new  film,  “Do  You 
Fill  Prescriptions?”  A frank 
discussion  of  the  duplication 
problems  facing  today’s  drug- 
gist will  be  the  substance  of 
a talk  by  Thomas  J.  Winn, 
president  of  J.  B.  Roerig  & 
Company,  vice  president  and 
general  manager  of  Pfizer 


/ Indicated  wherever  oral  \ 

/ cortisone  or  hydrocortisone  \ 
is  effective  Available  in  5 mg.  A 
tablets  in  bottles  of  30  and  lOOg 
Usual  dosage  is  V2  to  1 tablet  three  or 
; four  times  daily 


Ujpjolin 


^Trademark  for  the  Upjohn  brand  of  prednisone  (delta-!- cortisone) 
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Laboratories,  division  of  Chas 
Pfizer  & Company.  Claude 
L.  Smith,  vice  president  in 
charge  of  retail  trade  promo- 
tion, McKesson  & Robbins, 
Inc.,  will  close  the  discussions 
with  his  address  on,  “What’s 
New  in  Prescription  Room 
Design.” 

Fair  Trade  Discussions 

One  of  the  convention 
highlights  will  be  the  address 
of  former  Governor  of  Ari- 
zona, Howard  Pyle,  Admin- 
istrative Assistant  to  Presi- 
dent Dwight  D.  Eisenhower, 
on  Thursday  morning,  Oc- 
tober 20.  Mr.  Pyle  will  be 
the  personal  representative 
of  the  President  at  the  con- 
vention. Preceding  the  talk 
by  Mr.  Pyle  there  will  be  a 
series  of  addresses  by  Ver- 
non O.  Trygstad,  director 
pharmacy  service.  Veterans 
Administration,  who  will 
discuss  “Pharmacy  for  Vet- 
erans;” Dr.  Walter  Adams, 
associate  professor  of  eco- 
nomics, Michigan  State  Col- 
lege, “Fair  Trade;  Fact  and 
Fancy;”  Maurice  Mermey, 
director.  Bureau  of  Educa- 
tion on  Fair  Trade,  “The 
Tide  Is  Turning  for  Fair 
Trade.”  George  Frates, 
Washington  representative 
of  the  N.A.R.D.,  will  report 
on  the  activities  of  his  office 
during  the  past  year. 

Heavy  Registration 

Registrations  already  filed 
give  advance  notice  that  this 
will  be  a heavily  attended 
meeting  with  retail  druggists 
from  all  over  the  country 
beating  a path  to  Atlantic 
City,  by  special  trains,  planes 
and  busses. 

Your  host  in  Atlantic  City 
will  be  the  Atlantic  County 
Pharmaceutical  Association 
which  has  gone  all  out  in 
preparing  an  eastern  sea- 


board welcome  you  will  long 
remember. 


DARGAVEL  FOUNDATION 
TO  HELP  FLOOD 
VICTIMS 

Outright  financial  assist- 
ance is  to  be  made  available 
by  the  John  W.  Dargavel 
Foundation  to  drug  store 
owners  and  employed  regis- 
tered pharmacists  in  dire 
need  because  of  the  recent 
destructive  floods  in  large 
areas  of  the  Northeast.  Presi- 
dent Albert  C.  Fritz  of  the 
Foundation  has  requested  the 
presidents  and  the  secretaries 
of  the  pharmaceutical  asso- 
ciations in  the  affected  re- 
gions to  report  to  him  on 
cases  which  should  be  con- 
sidered in  the  emergency  as- 
sistance activities  of  the 
Foundation.  “The  help  is  to 
be  in  the  form  of  grants  not 
to  be  repayable,”  Mr.  Fritz 
explained  in  the  bulletin  he 
released  recently. 

The  devastation  was  the 
worst  in  areas  of  Massa- 
chusetts, Connecticut,  Rhode 
Island,  New  York,  Penn- 
sylvania and  New  Jersey. 
The  proffered  emergency  as- 
sistance is  to  be  confined  to 
the  drug  store  owners  and 
employed  registered  phar- 
macists in  the  localities 
struck  by  the  recent  floods 
in  the  named  states. 

Mr.  Fritz  said  that  the 
Foundation  cannot  make 
loans  at  the  present  time  to 
help  the  unfortunate  retail 
druggists  to  recover  from  the 
damages  of  the  floods.  “How- 
ever, we  feel  that  the  Foun- 
dation is  in  a position  to 
make  a limited  amount  avail- 
able to  drug  store  owners  or 
to  registered  pharmacists  em- 
ployed by  them  at  the  time 
of  the  disaster,”  Mr.  Fritz 


explained.  He  emphasizec 
that  the  financial  assistancf 
is  to  be  provided  in  accord 
ance  with  the  chartered  pur 
pose  as  follows:  “To  provide 
relief  in  the  form  of  outrigh 
gifts  to  individual  retai 
druggists  to  help  then 
through  periods  of  emer 
gency.” 

$30,000  Needed 

The  Foundation  is  now  ir 
the  midst  of  a fund  drive  tc 
raise  $30,000  before  October 
1.  “I  hope  the  independent 
retail  druggists  yet  to  be 
counted  among  the  contribu- 
tors will  make  it  a point  ol 
fast  action  to  send  a check 
to  the  John  W.  Dargavel 
Foundation,”  Mr.  Fritz  said 
in  a statement  to  the  press 
of  the  drug  field.  “It  is  neces- 
sary to  have  an  additional 
$30,000  to  project  the  three 
phases  of  the  Foundation,” 
he  stressed.  “The  other  two 
are:  (1)  To  make  available  to 
individual  retail  druggists 
funds  (in  the  form  of  loans) 
to  be  used  to  assist  them  to 
reestablish  their  respective 
businesses  which  have  suf- 
fered damage  from  fire, 
floods,  tornado  or  other  acts 
of  God’  and  (2)  “To  assist 
students  of  pharmacy  to  fi- 
nance their  professional  edu- 
cation.’ ” 

The  names  of  none  of  the 
recipients  to  receive  emer- 
gency assistance  will  be  pub- 
licized. 

The  Foundation  through 
Mr.  Fritz  has  also  called  on 
the  deans  of  the  pharmacy 
colleges  to  submit  the  names 
of  pharmacy  students  worthy 
of  assistance  in  the  form  of 
loans  to  enable  them  to  pro- 
cure an  education  in  phar- 
macy. Freshmen  students  are 
included  in  the  request  ad- 
dressed to  the  deans. 
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VIROLOGICAL  DIAGNOSIS* 

A Brief  Discussion  For  the  Physician 
Eugene  C.  Pirtle,  Ph.D. 

S.  D.  University  Medical  School 
Vermillion,  South  Dakota 


Introduction 

There  are  certain  virus  diseases  for  which 
diagnostic  laboratory  procedures  are  pres- 
ently available,  and  it  is  worthy  to  note  that 
new  ones  are  being  devised  and  added  to  the 
existing  list  from  time  to  time. 

The  heterogeneous  group  of  infectious 
agents  known  as  viruses  are  obligate  para- 
sites, and  unlike  bacteria  and  fungi,  require 
living  susceptible  cells  for  propagation.  The 
bacteria  with  which  we  are  familiar  will 
thrive  and  multiply  on  proper  cell-free 
media,  whereas  viruses  require  such  “media” 
as  embryonated  eggs,  experimental  animals 
or  cells  propagated  in  tissue  culture. 

Perhaps  the  most  important  reason  the 
physician  seeks  assistance  in  cases  of  suspec- 
ted viral  etiology  is  that,  more  often  than  not, 
the  majority  of  viral  diseases  do  not  present 
symptoms  well  enough  defined  to  permit  an 
accurate  diagnosis.  In  other  words,  the  clin- 
ical findings  are  not  always  distinctive.  This 
is  particularly  true  in  atypical  “pox”  diseases, 
viral  diseases  of  the  CNS,  and  those  of  the 
respiratory  system. 

Approaches  To  Viral  Diagnosis 

There  are  two  principal  ways  in  which 
problems  in  viral  diagnosis  may  be  attacked. 
The  first  of  these,  the  direct  method,  involves 

*Presented  to  the  Sioux  Valley  Association  meet- 
ing, February  22,  1955,  Sioux  Falls,  S.  D. 

* The  writing  of  this  article  has  been  prompted  by 
requests  from  South  Dakota  physicians  for 
clarification  as  to  how  the  virus  laboratory  may 
assist  them  in  cases  of  suspected  viral  etiology. 


the  isolation  and  identification  of  the  etiologic 
agent  from  the  patient.  The  second,  the  in- 
direct method,  involves  the  demonstration  of 
a rise  in  antibody  titer  of  the  patient’s  con- 
valescent serum  as  compared  with  the  acute 
serum  titer,  when  both  are  tested  simultan- 
eously against  known  antigens. 

Close  cooperation  between  the  physician 
and  the  virologist  is  prerequisite  to  every 
case  for  virological  diagnosis.  It  is  the  phys- 
ician who  sees  the  acutely  ill  patient,  and  it  is 
his  decision  as  to  whether  the  virus  labora- 
tory will  be  consulted  in  a given  case. 

The  direct  method  of  virological  diagnosis. 
As  this  method  involves  an  attempt  to  isolate 
and  identify  the  etiologic  agent  from  the  pa- 
tient, the  physician  will  submit  a clinical 
specimen  to  the  laboratory.  This  must  be  a 
specimen  which  the  physician  believes  most 
likely  to  contain  the  agent  responsible  for  the 
patient’s  illness,  and  it  must  be  taken  prior  to 
therapy. 

If  the  specimen  cannot  be  delivered  to  the 
laboratory  immediately,  it  should  be  placed 
into  a sterile  pyrex  container  which  can  be 
tightly  sealed,  and  then  frozen.**  For  ship- 
ment it  should  be  protected  against  breakage 
and  packed  with  sufficient  dry-ice  to  insure 
its  remaining  frozen  until  received  at  its  des- 
tination. The  container  of  the  specimen 
should  be  clearly  identified.  The  letter  con- 
cerning the  case  should  not  be  packaged  with 
the  specimen. 

**Note:  Refer  to  Table  I for  exceptions  to  freez- 
ing of  specimens. 


— 405  — 


SOUTH  DAKOTA 


TABLE  I 


Viral  Diseases  For  Which  Laboratory  Procedures  Are  Available 


Disease 

Specimens  Required  For  Virological  Diagnosis 

Direct*  Method 

Indirect  Method 

Herpes  simplex 

Vesicular  fluid 

Acute  and  convalescent 
serum 

Influenza 

Nose  and  throat  wash- 
ings in  sterile  broth 

>5 

Mumps 

Mouth  washings  in 
sterile  broth 

>> 

Variola 

Vesicular  fluid,  pus- 
tular fluid,  or  crusts 

>5 

Vaccinia 

Saint  Louis 
encephalitis 

J) 

Western  and 

Eastern  equine 
encephalomyelitis 

Psittacosis 

Lymphocytic 

choriomeningitis 

Spinal  fluid 

>5 

Lymphogranuloma 

venereum 

Material  from  bubo 

>5 

Molluscum 

contagiosum 

Material  from  nodule 
on  smear,  or  biopsy 
tissue  in  10%  formalin 

Rabies 

Head  of  suspected  animal 
packed  in  ice,  or  frozen 
brain  tissue 

Trachoma  and 

Inclusion 

conjunctivitis 

Unstained  smear  from 
conjunctival  scrapings 

* Specimens  to 

be  delivered  to  the  laboratory  formen. 

unless  otherwise 

specified. 
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The  afore  mentioned  letter  must  include  a 
case  history,  supplying  the  following  infor- 
mation; the  patient’s  name,  sex,  age,  type  of 
onset,  interval  from  onset  until  physician 
called,  physician’s  findings,  results  of  clinical 
laboratory  tests  performed,  and  the  tentative 
diagnosis.  Epidemiological  data  are  also  quite 
important  and  should  be  included.  When  and 
against  what  viral  diseases  has  the  patient 
been  immunized?  Has  he  been  in  recent  con- 
tact with  anyone  who  now  has,  or  has  re- 
cently had  similar  findings?  Might  the  patient 
have  a vector-borne  disease?  Does  the  patient 
reside  in  a rural  or  an  urban  area?  If  the  pa- 
tient has  recently  taken  a trip,  where  did  he 
go,  and  for  how  long? 

The  absolute  necessity  of  a good  case  his- 
tory is  stressed,  because  it  is  this  information 
that  facilitates  optimal  laboratory  planning 
in  a given  case.  There  must  be  a basis  for 
determining  the  experimental  animals  of 
choice,  and  the  routes  by  which  they  should 
be  inoculated  with  the  clinical  specimen. 
Therefore,  a specimen  received  in  a virus 
laboratory  without  a corresponding  history  is 
meaningless. 

The  indirect  method  of  virological  diag- 
nosis. This  method  is  dependent  upon  an 
active  and  specific  immunologic  response  in 
the  patient,  corresponding  to  the  antigenic 
nature  of  the  infecting  virus.  At  the  outset 
of  the  patient’s  illness  there  should  be  no  ap- 
preciable amount  of  circulating  antibody 
against  the  infecting  agent.  However,  during 
the  course  of  the  patient’s  illness,  he  should 
produce  antibody  homologous  with  the  virus 
producing  disease. 

From  what  has  been  stated  above,  it  is  ob- 
vious that  two  serum  specimens  are  required 
for  comparing  antibody  titers  present  at  dif- 
ferent stages  of  the  disease  process.  The  acute 
serum  specimen  should  be  obtained  by  the 
physician  in  the  very  early  stage  of  illness. 
A second  sample  of  serum,  the  convalescent 
specimen,  should  be  obtained  approximately 
two  weeks  later.  The  specimens  should  repre- 
sent the  serum  from  about  20.0  cc  of  clotted 
blood;  aseptic  technique  must  be  observed  in 
preparing  the  specimens.  It  is  perhaps  more 
convenient  to  ship  the  acute  and  convalescent 
serum  pair  together,  holding  the  acute  serum 
under  refrigeration,  or  frozen,  until  the  con- 
valescent specimen  has  been  obtained. 


The  importance  of  the  case  history  has  al- 
ready been  pointed  out,  but  it  can  be  said  that 
it  serves  a purpose  in  the  indirect  virological 
approach  comparable  to  that  in  the  direct 
approach.  It  assists  in  the  logical  choice  of 
diagnostic  antigens  to  be  tested  with  the  pa- 
tient’s diphasic  sera. 

The  laboratory  will  test  the  serum  pair  in 
a given  case  against  the  indicated  diagnostic 
antigens  prepared  from  known  viruses.  To  be 
considered  significant,  the  antibody  titer  of 
:the  convalescent  serum  must  be  four  or 
more  times  greater  than  that  of  the  acute 
serum,  when  tested  simultaneously. 

It  should  be  added  that  one  may  attempt 
to  demonstrate  a similar  relationship  in  a 
rise  in  antibody  titer  by  using  the  patient’s 
virus,  if  isolated,  versus  his  own  acute  and 
convalescent  sera.  This  is  occasionally  made 
use  of  when  there  is  no  diagnostic  antigen 
available. 

Viral  diseases  with  which  the  physician 
may  desire  assistance  from  a virus  laboratory 
are  presented  in  Table  I. 

Limilalions  To  Virological  Diagnosis 

There  are  also  viral  diseases  for  which 
there  are  no  routine  laboratory  procedures  as 
yet  available.  The  outstanding  reasons  for 
this  situation  should  be  mentioned.  One 
reason  is  that  some  viral  diseases  are  so  re- 
stricted in  their  host  range,  no  satisfactory 
experimental  laboratory  animals  are  avail- 
able for  their  study.  Because  of  our  present 
inability  to  propagate  certain  of  them,  we 
are  without  some  viruses  that  might  be  used 
as  diagnostic  antigens,  and  from  which  diag- 
nostic antisera  might  be  prepared.  Finally, 
some  diagnostic  problems  actually  represent 
projects  for  research,  and  because  of  the  time 
and  expense  involved  they  are  of  little  diag- 
nostic assistance  to  the  physician. 

The  expense  involved  in  equipping  and 
maintaining  a virus  diagnostic  laboratory  is 
tremendous.  For  this  reason  there  are  but  a 
few  laboratories  sufficiently  equipped  and 
staffed  to  perform  an  unlimited  variety  of 
virus  identification  procedures.  The  purchase 
of  special  equipment,  the  breeding  and  care 
of  experimental  animal  colonies,  and  the 
maintenance  of  isolation  units  for  test  an- 
imals constitute  a major  portion  of  the  total 
cost. 

Only  qualified  and  conscientious  persons 
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should  be  employed  to  perform  viral  diag- 
nostic procedures.  Many  phases  of  virus  work 
are  extremely  hazardous,  and  laboratory  in- 
fections can  best  be  held  to  a minimum  by  in- 
dividuals with  special  training  in  virological 
techniques.  It  should  be  remembered  that 
only  a small  number  of  viral  infections  can 
be  successfully  treated. 

The  foregoing  points  up  some  of  the  com- 
plexities of  a functional  virus  laboratory.  The 
volume  and  variety  of  procedures  which  a 
laboratory  may  perform  depend  upon  the 
quantity  and  quality  of  the  basic  physical 
plant,  the  personnel,  the  amount  of  funds 
available  for  operational  costs,  and  the  de- 
mand for  various  diagnostic  procedures. 


SUMMARY 

A brief  discussion  of  virological  diagnosis,  prin- 
cipally from  the  physician’s  point  of  view,  has  been 
presented. 

There  are  two  principal  approaches  to  virological 
diagnosis.  One  involves  the  isolation  of  the  etio- 
logic  agent  directly  from  the  clinical  specimen,  or 
in  a few  cases,  the  direct  examination  of  a stained 
smear  or  section  from  the  lesion.  The  other  in- 
volves an  immunological  relationship  between  the 
antibody  content  of  the  patient’s  serum,  determined 
by  testing  paired  serum  samples  against  diagnostic 
antigens  prepared  from  known  viruses.  It  also 
mentioned  that,  in  some  cases,  a combination  of 
the  two  approaches  may  be  used  to  good  advan- 
tage. 

The  variety  of  presently  available  diagnostic 
procedures  which  may  be  performed  in  any  given 
laboratory  is  dependent  upon  a number  of  factors, 
some  of  which  have  been  discussed. 

It  has  been  pointed  out  that  the  virus  laboratory 
can  be  of  assistance  to  the  physician  only  when 
there  is  close  cooperation  between  the  two. 
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CARCINOMA  OF  THE  PROSTATE* 

C.  D.  Creevy,  M.D.,  Minneapolis,  Minnesota** 


While  the  embryonic  prostate  has  five 
lobes,  these  fuse  in  the  adult  so  that  they  can- 
not be  identified  as  such,  except  for  the  pos- 
terior lobe,  which  lies  below  and  behind  the 
ejaculatory  ducts  (figure  one).  Three  fourths 
of  prostatic  cancers  arise  here,  while  benign 
hypertrophies  develop  immediately  beneath 
the  urethral  mucosa. 


Carcinonna  of  tha  Prostate 


Figure  one:  Posterior  lobe. 

Relatively  little  is  known  about  the  func- 
tion of  the  prostate  except  that  it  supplies 
substances  which,  when  mixed  with  sperm, 
prolong  its  period  of  survival  outside  the 
body.  Maturation  and  maintenance  of  the 
normal  prostate  are  known  to  depend  upon  a 

* Presented  at  the  regular  meeting  of  the  Aber- 
deen District  Medical  Society  March  2,  1955. 
**From  the  Division  of  Urology  in  the  Department 
of  Surgery  at  the  Medical  School,  Minneapolis, 
Minnesota. 


supply  of  male  sex  hormones  supplied  by  the 
testes  under  the  influence  of  a normial  pitui- 
tary. Therefore,  either  castration  or  hypo- 
physectomy  will  cause  prostatic  atrophy, 
which  can  be  prevented  or  corrected  by  the 
administration  of  testosterone.  Benign  hyper- 
trophy is  not  affected  by  castration. 

An  enzyme,  acid  phosphatase,  of  unknown 
function,  is  present  in  higher  concentration 
in  the  prostate  than  in  any  other  organ.  Its 
level  is  very  low  until  puberty,  reaches  its 
acme  in  early  adult  life,  and  can  be  dimin- 
ished by  the  administration  of  estrogens,  or 
by  castration.  It  is  also  found  in  high  concen- 
tration in  most  carcinomas  of  the  prostate 
and  in  their  metastases.  Its  level  in  the  blood 
is  elevated  in  80  percent  of  prostatic  cancers 
which  have  spread  beyond  the  capsule  of  the 
gland.  This  elevation  is  practically  specific 
for  prostatic  carcinoma.  The  alkaline  phos- 
phatase, on  the  other  hand,  may  rise  with 
many  different  diseases  of  bone  as  well  as 
with  prostatic  metastases. 

Carcinoma  of  the  prostate  may  occur  early 
in  life  but  is  rarely  found  before  60.  It  causes 
15  to  20  percent  of  obstructions  at  the  vesical 
neck,  and  is  seen  at  autopsy  in  15  to  25  per- 
cent of  males  past  40.  It  has  been  estimated 
that  there  are  living  in  the  United  States  at 
any  one  time  from  three  to  five  million  cases, 
of  which  fifteen  to  twenty  thousand  die  each 
year.  The  number  of  cases  has,  of  course, 
risen  in  direct  proportion  to  the  aging  of  the 
population,  although  individual  susceptibility 
has  not  increased. 

About  three  fourths  of  all  prostatic  can- 


— 409  — 


cers  arise  in  the  posterior  lobe  (figure  one)  at 
a distance  from  the  lumen.  Since  growth  is 
usually  slow,  obstruction  to  urination  appears 
late.  Because  most  elderly  males  expect  some 
trouble  with  urination,  it  is  clear  why  early 
or  small  lesions  are  discovered  only  upon 
routine  rectal  palpation  done  during  general 
physical  examination,  or  prompted  by  urin- 
ary obstruction  due  to  coexisting  benign  hy- 
pertrophy. 

The  symptoms  are  identical  with  those  of 
benign  hypertrophy  unless  or  until  local  ex- 
tension or  metastasis,  oftenest  to  the  pelvis 
or  lumbar  spine,  cause  pain.  This  usually  ap- 
pears in  the  sacrum  or  lumbar  spine  (figure 
two),  and  often  radiates  down  the  posterior 
thigh,  being  often  dismissed  as  “sciatica”  or 
“lumbago”. 


Figure  two:  Osteoblastic  metastases  in  pelvis. 


The  early  or  small  lesion  consists  of  a small 
hard  nodule,  sometimes  discrete,  less  often 
poorly  marginated.  The  normal  slight  mo- 
bility of  the  gland  is  unaltered.  Later,  the 
whole  gland  becomes  stony  hard,  usually 
nodular,  and  often  fixed.  Only  very  rarely  is 
a carcinoma  cellular  enough  to  be  elastic  and 
smooth.  The  usual  induration  is  due  to  the 
dense  fibrous  stroma  evoked  by  the  tumor; 
fixation  results  from  extraprostatic  exten- 
sion. 
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Figure  three:  Prostatic  stones  (with  cystogram). 


and  firm.  Tuberculosis  may  mimic  exactly  Ij 
the  consistency  and  configuration  of  cancer,  i 
but  is  usually  associated  with  vesical  irrita-  [j 
tion  rather  than  obstruction,  and  with  sterile  jj 
pyuria.  A localized  infarct  may  be  very  hard  I 
and  smooth;  there  is  often  hematuria  at  the  [i 
onset,  and  the  lesion  diminishes  in  size  and  | 
consistency  with  passage  of  time.  Occasion-  I 
ally  brawny  inflammatory  edema  about  an  j 
inflamed  seminal  vesicle  may  be  deceptive.  j 


Diagnosis  depends  upon  suspicion  aroused  j 
by  the  consistency  of  the  lesion.  The  acid  i 
phosphatase  is  helpful  only  if  elevated;  if  so, 
the  disease  has  spread,  and  requires  treat- 
ment aimed  at  palliation  rather  than  cure. 
The  same  is  true  of  roentgenograms  of  the 
lumbar  spine  and  pelvis.  Metastases  are 
usually  osteoblastic,  in  which  case  only 
Paget’s  disease  (figure  four)  is  likely  to  cause 
confusion.  Here  the  acid  phosphatase  is  nor- 
mal while  the  alkaline  phosphatase  is  ele- 
vated. The  occasional  osteolytic  lesion 
(figure  five)  may  be  confusing;  if  the  acid 
phosphatase  is  elevated,  the  diagnosis  is  ob- 
vious. If  not,  and  if  the  consistency  of  the 
prostate  is  a typical,  one  may  have  to  consider 
a primary  tumor  of  base  along  with  metas- 
tases from  the  breast,  thyroid,  or  kidney. 


Differential  diagnosis  includes  prostatic 
stones;  they  are  often  crepitant,  and  are  vis- 
ible in  roentgenograms  (figure  three).  Fib- 
rosis usually  makes  the  gland  small,  smooth. 


Given  a nodule  or  small  area  of  induration 
in  the  prostate  without  evidence  of  local  ex- 
tension (fixation)  or  metastasis  (pain,  elevated 
phosphatase,  radiographic  findings)  one  must 
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Figure  four:  Paget’s  disease  (with  cystogram). 


Figure  five:  Osteolytic  metastasis  in  ischium  and 
pubes. 


consider  radical  (perineal)  prostatectomy  as  a 
curative  measure  in  the  good  risk.  This  op- 
eration is  better  called  “total  prostatovesicul- 
ectomy”  rather  than  “radical  prostatectomy,” 
because  the  proximity  of  the  rectum  and 


pubes  do  not  permit  a truly  radical  operation. 
Most  protagonists  of  the  perineal  operation 
prefer  open  perineal  biopsy  with  fast  frozen 
section,  followed  immediately  by  postatec- 
tomy  if  the  sections  show  cancer.  However 
because  of  the  difficulty  of  making  an  ac- 
curate diagnosis  from  the  frozen  section,  I 
like  to  make  a biopsy  first  with  the  Silver- 
man  needle  through  the  intact  skin  (figure 
six).  It  is  understood  that  a negative  biopsy 


Figure  six:  Silverman  needle. 

means  nothing,  while  a positive  microscopic 
finding  permits  one  to  plan  total  prostato- 
vesiculectomy  without  the  misgivings  en- 
gendered by  frozen  section  diagnosis.  Be- 
cause the  small  lesions  are  usually  found  in 
younger  persons  who  are  active  sexually,  it 
is  important  to  make  an  accurate  preopera- 
tive diagnosis,  lest  one  render  the  patient 
impotent,  only  to  find  that  the  paraffin  sec- 
tions reveal  a benign  lesion.  Total  perineal 
prostatovasiculectomy  yields  about  fifty  per- 
cent of  symptom  free  five  year  survivals; 
many  patients  have  lived  far  longer  without 
recurrence.  No  one  has  been  definitely  cured 
of  cancer  of  the  prostate  by  other  methods. 

It  is  obvious,  therefore,  that  improvement 
in  the  cure  rate  can  occur  only  if  alert  phys- 
icians in  other  fields,  particularly  in  general 
practice,  internal  medicine,  and  general  sur- 
gery, refer  for  study  all  patients  with  small 
prostatic  nodules.  Such  patients  should  have 
a reasonably  good  life  expectancy  if  curative 
surgery  is  to  be  considered.  At  present  only 
three  to  ten  percent  of  prostatic  cancers  are 
discovered  while  potentially  curable. 
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When  there  is  evidence  of  local  extension 
or  metastasis,  the  type  of  palliative  therapy 
to  be  used  depends  upon  the  severity  of  urin- 
ary obstruction.  If  it  is  absent  or  mild, 
“androgen  control”  (see  below)  is  used.  If  ob- 
struction is  severe,  transurethral  resection  is 
followed  by  androgen  control. 

This  is  based  upon  Huggins’  observation 
that  70  percent  of  patients  castrated  because 
of  inoperable  prostatic  cancer  improved  strik- 
ingly, with  loss  of  pain,  regression  of  the  pri- 
mary and  metastatic  lesions,  and  gain  in 
weight  and  strength,  often  with  resumption 
of  normal  life.  The  remissions  lasted  between 
6 months  and  5 or  more  years.  He  also  found 
that  a patient  in  remission  after  castration 
would  relapse  if  given  testosterone,  and  that 
this  relapse  could  be  prevented  or  corrected 
by  giving  estrogens. 

In  practice,  we  begin  with  estrogens  (stil- 
bestrol  5 milligrams,  Vallestril  20  milligrams, 
Tace  24  milligrams,  Estinyl  0.15  milligrams) 
if  the  patient  is  intelligent  and  cooperative. 
It  is  given  as  a single  dose  at  bedtime  so  that 
any  nausea  will  occur  during  sleep.  If  the 
patient  is  uncooperative,  in  severe  pain,  or 
intolerant  of  or  unresponsive  to  estrogens, 
castration  is  done. 

If  relapse  occurs  during  estrogen  therapy 
which  was  successful  at  first,  the  dose  is 
stepped  up  (by  some  to  as  high  as  300  milli- 
grams stilbestrol  daily);  if  this  fails,  orchiec- 
tomy is  required.  Relapses  after  primary  cas- 
tration are  treated  with  estrogens.  Since  the 
use  of  estrogens  may  cause  edema,  diuretics 
are  sometimes  needed  periodically  during 
treatment.  Skin  rashes  and  mental  distur- 
bances are  met  by  stopping  the  estrogen  until 
they  subside,  then  trying  another  prepara- 
tion. 

Nesbit  reviewed  a large  series  of  patients 
treated  in  a number  of  clinics  by  “androgen 
control,”  and  found  that  castration  alone 
yielded  27  percent  of  five  year  survivals.  The 
corresponding  percentage  with  estrogens 
alone  was  20  percent,  while  the  use  of  both 
together  resulted  in  a five  year  survival  of 
37  percent.  He  concluded  that  all  patients 


with  inoperable  prostatic  cancer  should  be 
castrated  and  given  estrogens. 

When  androgen  control  has  failed,  the  ad- 
ministration of  cortisone  will  sometimes 
greatly  increase  comfort.  Whether  this  re- 
sults from  reduction  of  androgen  formation 
by  the  adrenals  through  suppression  of  pitui- 
tary activity  by  the  cortisone,  or  whether  it 
is  the  result  of  euphoria  is  not  clear. 

Total  adrenalectomy  often  relieves  the  pain 
of  relapsing  cancer  of  the  prostate,  but  for  so 
short  a period  as  not  to  be  of  real  practical 
value. 

External  X irradiation  will  sometimes  re- 
lieve the  pain  from  metastases  for  as  long  as 
six  months. 

The  local  lesion  may  shrink,  then  cease  to 
grow  for  long  periods  after  interstitial  irra- 
diation either  from  the  implantation  of  radon 
or  from  the  injection  of  radio-active  gold  or 
chromic  phosphate.  These  methods  deserve 
a wider  trial  as  the  primary  method  of  ther- 
apy in  cancers  inoperable  because  of  local  ex- 
tension. 

In  the  exceptional  case  of  localized  pain 
from  metastases  resistant  to  androgen  con- 
trol and  irradiation,  cordotomy  may  be  worth 
while  if  protracted  survival  seems  likely. 

SUMMARY 

Prostatic  carcinoma  is  a common  disease. 

Small  lesions  confined  within  the  prostatic  cap- 
sule may  be  cured  by  total  prostatovesiculectomy. 

The  cure  rate  can  be  improved  if  all  physicians 
cooperate  to  cause  thorough  investigation  of  small 
nodules  in  the  prostates  of  patients  in  good  general 
condition. 

Much  can  be  accomplished  in  inoperable  lesions 
with  androgen  control,  irradiation,  and  cortisone. 


Practice  available  in  Bryant,  South  Dakota 
for  general  physician.  Excellent  Clinic  facil- 
ities with  no  investment  necessary.  Inquire 
at  Bryant  Improvement  Corporation,  Bryant, 
South  Dakota. 
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MANAGEMENT  OF  SHORTNESS 
OF  BREATH* 

Robert  L.  Grissom,  M.D..  Professor 
of  Medicine 

University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


Shortness  of  breath  is  one  of  those  symp- 
toms with  which  we  as  physicians  are  apt 
to  be  careless.  It  is  most  distressing  to  the 
patient,  and  at  the  same  time,  labored  breath- 
ing is  one  of  the  easiest  phenomena  for  a 
careful  physician  to  observe.  At  the  outset, 
it  must  be  clear  to  all  of  us  that  dyspnea  is 
awareness  of  difficult  breathing  and  is  not 
necessarily  synonymous  with  increased  ven- 
tilation, nor  with  any  particular  pathological 
process  in  the  lungs  or  in  the  heart.  To  be 
sure,  all  normal  people  have  dyspnea  at  times 
when  they  are  engaged  in  effort.  In  general, 
those  who  are  relatively  sedentary  in  their 
occupations  develop  dyspnea  much  easier 
than  those  who  are  athletic  or  physically 
active.  It  is  well  known  that  an  obese  person 
becomes  more  dyspneic  than  a thinner  per- 
son, and  an  older  person  more  than  a younger 
person  after  the  same  amount  of  exertion. 
Note  that  these  normal  persons  develop  dys- 
pnea only  with  exercise  which  is,  then,  a per- 
fectly normal  phenomenon.  The  next  step, 
however,  is  not  so  easily  understood,  that  is: 
what  causes  the  increased  ventilation  with 
exercise?  Of  course,  there  is  an  increased 
amount  of  lactic  acid  produced,  but  this 
metabolic  effect  is  slow  in  its  development 
and  does  not  account  for  the  early  onset  of  in- 
creased breathing  with  exercise.  In  a 
physiological  experiment  in  which  the  legs 
are  exercised  so  that  dyspnea  occurs,  and 

* Presented  to  the  Sioux  Valley  Medical  Associa- 
tion, Sioux  Falls,  S.  D.,  Feb.  22,  1955. 


then  repeated  after  the  legs  are  anesthetized, 
this  hyperventilation  does  not  occur,  sug- 
gesting that  there  is  a neurological  reflex 
which  sets  off  the  increased  ventilation.  The 
development  of  increased  ventilation  and 
dyspnea  with  exercise  constitutes  one  of  the 
great  unsolved  problems  in  respiratory  phys- 
iology in  the  normal  person.  Fortunately 
there  is  a very  fine  regulation  of  our  breath- 
ing center,  so  arranged  in  the  normal  person 
that  the  increased  amount  of  ventilation  is 
exactly  parallel  to  the  increased  work  and 
demand  for  fuel,  oxygen,  which  the  person 
consumes.  Contrast  this  with  almost  all  dis- 
eased states  of  the  lungs  or  the  heart  in  which 
there  is  an  over-compensation  in  ventilation 
for  the  amount  of  oxygen  required,  an  im- 
portant measurement  known  as  the  Ventila- 
tory Equivalent  for  Oxygen. 

With  this  introduction,  it  is  my  purpose  to 
present  two  major  categories  of  shortness  of 
wind  — that  principally  of  cardiac  causation 
and,  secondly,  that  of  chronic  lung  disease, 
to  see  whether  by  application  of  reasonable 
methods  at  control  of  the  basic  process,  we 
can  accomplish  any  significant  improvement 
in  shortness  of  breath. 

In  the  cardiac  diseases,  dyspnea  is  prin- 
cipally a manifestation  of  cardiac  failure. 
This  is  not  always  true,  however,  as  is  recog- 
nized in  patients  who  have  mechanical  block- 
age to  emptying  of  the  circulation  in  the  lungs 
by  the  lesion  of  mitral  stenosis.  These  patients 
need  not  be  in  myocardial  failure  to  have  pul- 
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monary  congestion  and  a correspondingly  in- 
creased respiratory  effort.  Not  infrequently, 
after  cardiac  surgery  for  mitral  stenosis,  the 
patient  states,  “I  didn’t  realize  before  how- 
short  of  breath  I was,  because  it  is  now  so 
much  easier  for  me  to  breath.”  This  pul- 
monary congestion  activates  a vagal  reflex, 
especially  when  pulmonary  congestion  is 
rapidly  fluctuating.  This  causes  a kind  of 
panting  respiration,  in  which  the  rate  is  rela- 
tively more  increased  than  the  depth  or  even 
than  the  total  minute  volume  of  respiration. 
We  appreciate  now,  since  we  have  had  phys- 
iological studies  with  the  cardiac  catheter, 
that  the  development  of  pulmonary  transu- 
dation of  fluid  and  pulmonary  edema  varies 
directly  with  the  level  of  pressure  in  the  pul- 
monary-venous system,  a critical  level  of 
pressure  which  can  be  measured  and  found  to 
be  equal  to  about  35  mm  of  mercury,  in  con- 
trast to  the  normal  8-10  mm  of  mercury.  As 
exercise  proceeds,  pulmonary  congestion  in- 
creases, the  blood  being  dammed  up  behind 
the  valve  because,  with  the  tachycardia  and 
other  concomitants  of  exercise,  the  emptying 
of  the  left  atrium  and  of  the  pulmonary  cir- 
culation are  less  efficient.  For  this,  the  tem- 
porary remedy  is  fairly  simple.  It  is  the  avoid- 
ance of  severe  exercise  and  of  tachycardia. 
The  only  satisfactory  permanent  approach  to 
such  dyspnea,  if  the  patient  is  otherwise  a 
satisfactory  candidate  for  it,  is  mitral  val- 
votomy,  because  this  shortness  of  breath  is 
directly  related  to  the  mechanical  obstruc- 
tion. 

In  other  kinds  of  cardiac  disease,  as  in  the 
patient  with  hypertension,  who  develops 
paroxysmal  dyspnea  with  effort,  or  at  night 
when  he  has  no  unusual  effort,  the  dyspnea 
represents  a most  prominent  symptom  of 
failure.  Here,  again,  pulmonary  congestion  is 
the  main  cause  of  the  devilment,  and  our 
attack  can  be  made  in  both  of  two  ways;  first, 
by  reducing  the  nervous  sensitivity  of  the 
lung  to  this  congestion;  and  second,  by  treat- 
ing the  heart  failure.  We  believe  that  this 
nervous  sensitivity  is  carried  by  the  vagal 
nerve,  but  it  does  not  follow  that  atropine 
or  a similar  vagal  blocking  drug  is  the  most 
effective.  Pharmacologically  depressant  drugs, 
such  as  morphine  or  demerol,  are  more  satis- 
factory. The  morphine  not  only  reduces  the 
sensitivity  of  the  vagal  reflex  but  also  reduces 
the  rate  of  ventilation.  With  this  treatment, 


all  practitioners  are  familiar  and  have  ob- 
served the  dramatic  improvement  that  re- 
duction in  ventilation  brings  about.  One  of 
the  consequences  of  over-ventilation,  such  as 
in  paroxysmal  nocturnal  dyspnea,  is  that 
consumption  of  oxygen  also  increases,  even 
though  the  patient  is  not  doing  any  work 
other  than  breathing.  Thus,  his  effective 
oxygen  consumption  for  non-ventilatory  work 
is  limited.  It  might  do  some  good  to  tell  him 
to  slow  down  his  breathing,  but  such  an  order 
is  usually  fruitless.  The  respiratory  center, 
normally  automatic  but  controllable  by  vol- 
untary restriction,  races  ahead,  unless  mor- 
phine or  demerol  is  used.  Paroxysmal  noc- 
turnal dyspnea  can  be  partially  attributed  to 
several  changes  that  are  occurring.  With  in- 
creased respiratory  effort  and  the  suction 
effect  of  breathing  in  forcibly,  there  is  an  in- 
creased venous  return  of  blood  to  the  lungs 
causing  an  increase  in  the  pulmonary  blood 
volume  and,  therefore,  a total  shift  in  the  cir- 
culating fluid.  While  lying  down,  the  vital 
capacity  is  600-800  cc  less  than  while  sitting 
or  standing,  and  the  diaphragm  descends  less 
well.  Avoidance  of  this  shift  in  fluid  and  re- 
duction in  vital  capacity  involves  a preserva- 
tion of  the  orthopneic  position.  It  is  not 
simply  a matter  of  keeping  the  head  elevated 
without  much  concern  over  the  position  of 
the  chest,  because  real  improvement  results 
from  an  elevated  position  of  the  thorax  with 
respect  to  the  legs.  This  can  be  effectively 
done  with  8-12  inch  blocks  under  the  head  of 
the  bed,  or,  in  hospitals,  by  also  bending  the 
bed  in  the  middle,  although  the  former  is 
preferred. 

One  of  the  consequences  of  poor  pulmonary 
ventilation  in  cardiac  disease  is  that  there 
is,  just  as  in  pulmonary  disease,  a tendency  to 
retention  of  carbon  dioxide.  It  appears  from 
the  work  of  Schwartz  ^ and  his  colleagues  at 
the  New  England  Center  Hospital,  that 
Diamox  is  more  likely  to  be  effective  in  those 
patients  who  have  carbon  dioxide  retention, 
since  the  drug  acts  on  the  carbonic  anhydrase 
mechanism.  On  the  other  hand,  if  the  carbon 
dioxide  combining  power  in  the  patient  with 
cardiac  disease  is  reduced,  Diamox  would  be 
relatively  ineffective.  By  and  large,  Diamox 
is  less  effective  than  the  mercurials  with  am- 
monium chloride  as  a practical  measure  in 
the  treatment  of  severe  cardiac  failure. 

To  summarize  this  cardiac  portion  of  the 
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management  of  shortness  of  breath:  it  is  re- 
lated principally  to  the  development  of  con- 
gestion in  the  pulmonary  vessels.  Congestion 
is  not  always  indicative  of  myocardial  failure, 
especially  when  there  is  mechanical  blockage 
by  a stenotic  mitral  valve.  If  the  effect  is 
purely  mechanical,  the  approach  is  either 
avoidance  of  exercise  or  tachycardia  or,  in 
selected  cases,  mitral  commissurotomy,  for 
which  dyspnea  is  a major  indication.  For  pa- 
tients with  left  heart  failure,  complicating, 
for  example,  hypertensive  heart  disease,  the 
congestion  results  from  heart  failure,  and  the 
usual  measures  for  the  care  of  heart  failure 
are  indicated. 

The  management  of  shortness  of  breath 
from  pulmonary  disease  is  a problem  of  in- 
creasing concern  as  the  life  span  of  our  pop- 
ulace increases.  There  is  room  for  optimism 
in  this  disease,  because  skillful,  symptomatic 
management  can  accomplish  a great  deal, 
particularly  if  we  physicians  understand  the 
basic  defect.  Here,  the  pulmonary  vessels  are 
relatively  less  important  than  the  bronchial 
passage  of  the  air.  The  more  extensive  the 
bronchitis,  which  is  involved  in  almost  all 
cases  of  pulmonary  disease,  the  greater  the 
likelihood  of  bronchospastic  paroxysms  and 
asthmatic  symptoms.  First,  a few  general  con- 
siderations. It  is  obvious  that  no  patient  who 
has  a chronic  cough  should  persist  in  occupa- 
tions which  are  dusty.  For  the  housewife, 
this  means  that  she  should  avoid  sweeping 
the  rugs,  or  anything  which  makes  the  house 
dusty,  and  the  laborer  should  stay  out  of  fly- 
ing chaff  and  such  other  irritants  that  are 
common  around  farms  or  in  grain  storage 
areas.  So  far  as  allergies  are  concerned,  my 
experience  has  been  mostly  disappointing.  I 
see  no  reason,  in  the  advanced  pulmonary 
emphysema  patient,  to  do  extensive  allergy 
tests,  unless  there  has  been  a record  of  sea- 
sonal allergies  in  the  past.  If  symptoms  are 
aggravated  by  the  presence  of  a cat  or  dog 
in  the  house,  it  is  well  to  eliminate  such  a 
sensitizing  source.  Most  skin  sensitivity  tests 
show  that  the  patient  is  sensitive  to  house 
dust  and  a few  other  irritants  which  common 
sense  would  tell  us  to  avoid  anyway.  Reduc- 
tion of  allergies  by  desensitization  injections 
has  very  little  place  in  treatment  of  the  aver- 
age patient  with  emphysema.  So  far  as  in- 
fections are  concerned,  there  is  real  oppor- 
tunity for  effective  treatment.  Poor  oral  hy- 


giene, or  infected  sinuses,  which  are  ex- 
tremely common  in  bronchiectasis,  should  be 
corrected  because  these  infections  increase 
the  susceptibility  of  the  patient  to  upper  and 
lower  respiratory  infections. 

Then  a word  about  climate.  It  is  true  that 
now  and  then  patients  who  suffer  from  chronic 
pulmonary  disease  do  better  in  hot,  dry 
climate,  for  which  purpose  they  are  sent  to 
Arizona.  In  general,  this  is  discouraged  be- 
cause the  social  consequences  of  such  move- 
ment are  apt  to  be  so  deleterious.  Some  pa- 
tients do  better  in  a dry  climate,  it  is  true, 
others  in  a warm,  moist  climate,  such 
as  is  to  be  found  in  Florida  or  along 
the  Gulf  coast.  The  rational  expec- 
tation of  how  sometimes  dry,  sometimes  moist 
changes  in  climate  might  be  expected  to  bene- 
fit the  patient  depend  on  the  character  of  the 
secretions.  If  secretions  are  viscid,  they  are 
more  easily  brought  up  with  moisture  added 
from  a moist  atmosphere;  if  the  secretions 
are  excessive  and  obstructive  in  themselves, 
then  often  a dryer  atmosphere  will  be  help- 
ful. There  is  no  real  test  for  this,  other  than 
in  trying  it  out.  If  it  is  honestly  believed  that 
a patient  may  be  benefited  by  climatic 
change,  he  should  make  a trial  period  of  it 
first,  before  actually  pulling  up  roots.  Fog 
or  smog,  recently  so  troublesome  in  the  Los 
Angeles  area,  is  not  helpful  in  any  of  these 
pulmonary  diseases.  The  deaths  in  the  smog 
in  Pennsylvania,  or  in  Los  Angeles,  were 
probably  related  to  the  suffocating  effect  via 
bronchospasm  of  soot  and  other  chemical  and 
mechanical  irritantsi  in  the  atmosphere.  Smok- 
ing of  cigarettes  is  strongly  advised  against 
because  of  the  factor  of  bronchial  irritation. 
Also,  it  is  suggested  to  patients  with  pulmon- 
ary insufficiency  that  they  eat  relatively 
small  meals,  in  order  to  avoid  gaseous  disten- 
tion from  a large  food  intake  at  any  one  meal. 

To  help  this  bronchial  aspect  of  the  respira- 
tion, there  are  expectorants,  bronchodilator 
drugs  and  postural  drainage.  The  expectorant 
that  has  received  the  greatest  amount  of  use 
has  been  that  group  containing  iodides. 
Iodides  are  effective  in  making  the  secretions 
more  fluid,  and,  hence,  promoting  expectora- 
tion by  coughing.  There  are  one  or  two  cau- 
tions to  be  made.  For  one  thing,  the  patient 
must  be  well-hydrated,  and  I call  your  atten- 
tion to  the  frequency  with  which  over-venti- 
lation can  blow  out  water  through  ventila- 
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tion,  which  is  not  a sensible  water  loss  and 
is  not  a major  factor  in  our  normal  water 
economy.  Rashes  and  skin  reactions  occur. 
Also,  now  and  then,  iodides  produce  “cold- 
like” symptoms,  and  this  is  often  forgotten, 
so  that  the  patient  may  seem  to  be  having  an 
upper  respiratory  infection,  when  his  trouble 
is  actually  produced  by  the  iodides.  Occasion- 
ally, iodides  cause  irritability  in  the  thyroid 
gland,  an  inflammatory  thyroiditis.  If  there 
is  a suspicion  of  tuberculosis,  it  is  well  to 
avoid  their  use.  A satisfactory  method  of  ad- 
ministration with  the  saturated  solution  of 
potassium  iodide  is  as  follows:  initially,  three 
drops  are  given  in  water,  usually  after  each 
meal  and  at  bedtime,  and  these  are  increased 
by  one  or  two  drops  per  dose  each  day  until 
a maximum  of  twenty  drops  is  reached  with 
each  dose,  taken,  again,  after  each  meal  and 
at  bedtime.  Then,  commonly,  the  mistake  is 
made  of  continuing  with  this  same  dosage. 
If  such  is  done,  a high  proportion  of  patients 
develop  intolerance  to  iodides.  It  is  better  to 
abruptly  drop  back  to  the  beginning  dosage 
and  follow  through  the  same  schedule  that 
has  been  just  given,  repeating  this  cycle 
throughout  the  treatment.  There  are  enteric 
coated  tablets  of  potassium  iodide  for  those 
patients  who  develop  gastric  irritation, 
marketed  as  Enkide.  So  far  as  other  expec- 
torant syrups  are  concerned,  antihistaminic 
expectorants,  such  as  Benylin  Expectorant, 
Pyribenzamine  Expectorant  or  Hydrylin 
Compound,  are  now  and  then  effective,  and, 
in  addition,  have  a kind  of  sedative  action. 
Another  proprietary  substance  which  has 
been  effective  is  Toryn  expectorant,  which 
can  be  given  either  in  syrup  or  tablet  form 
and  is  also  anti-cholinergic. 

What  about  bronchodilator  drugs?  Prob- 
ably ephedrine  sulfate  is  the  favorite  remedy 
and  is  used  in  greatest  amounts  for  this  pur- 
pose. Three-eighths  of  a grain,  or  25  mg., 
seems  to  be  the  appropriate  dosage,  although 
the  English,  in  particular,  have  used  a dosage 
about  twice  this  amount.  Ephedrine  does 
cause  increased  heart  rate  and  elevation  of 
the  blood  pressure,  although  it  need  not  be 
interdicted  unless  the  hypertension  is  severe. 
Some  persons  like  Orthoxine,  a propi’ietary 
substance,  better  than  ephedrine  in  patients 
with  hypertension.  The  use  of  epinephrine, 
subcutaneously  or  intramuscularly,  is  a stand- 
ard approach  to  the  treatment  of  asthma; 


however,  it  produces  some  constriction  of  the 
pulmonary  vessels  and  should  not  be  used  too 
often.  As  you  know,  epinephrine  “fastness” 
does  develop  in  patients,  and  necessitates 
withdrawal  of  the  drug  for  a time.  Most  of 
us  use  epinephrine  a bit  too  freely.  What 
about  aminophylline?  This  is  most  effective 
when  given  intravenously,  but  in  the  patient 
with  chronic  pulmonary  disease,  it  is  appar- 
ent that  we  cannot  use  aminophylline  freely 
by  such  a route.  It  might  help  our  pocket- 
books,  but  certainly  wouldn’t  help  the  pa- 
tient’s. The  difficulty  with  giving  aminophyl- 
line orally  is  that  it  causes  a certain  amount 
of  gastric  irritation,  and  it  is  difficult  to 
achieve  a large  enough  dosage.  Anti-nausea 
factors  added  to  aminophylline  make  it  pos- 
sible to  give  it  to  those  patients  who  have 
been  stomach  sensitive.  One  such  product  is 
Cardalin,  and  another  is  Dainite.  The  dosage 
of  the  latter  is  one  tablet  before  each  meal, 
and  again  in  a tablet  before  retiring.  I be- 
lieve aerosols  of  aminophylline  to  be  worth- 
less. 

One  process  that  hardly  any  of  us  use 
enough  is  postural  drainage.  The  desirability 
of  postural  draining  is  recognized  in  a well- 
established  case  of  bronchiectasis,  and  in 
fact  the  patients  usually  know  this 
themselves  and  engage  in  postural  drainage 
without  our  asking  them.  It  is  insufficiently 
appreciated,  however,  that  the  so-called  wet 
asthmatic,  or  the  patient  with  considerable 
bronchitis,  may  also  be  benefited  by  postural 
drainage  three  or  four  times  a day.  The  best 
posture  for  postural  drainage  is  determined 
by  the  patient,  with  guidance  by  the  phys- 
ician. It  is  sometimes  helpful  if  he  makes  not 
only  his  head  dependent,  but  the  right  lung 
more  dependent  than  the  left,  or  vice-versa. 

There  are  a couple  of  drugs  which  we 
should  avoid  in  any  patient  with  chronic  pul- 
monary disease.  One  of  these  is  aspirin;  it 
appears  that  such  patients  can  take  sodium 
sahcylates  safely,  but  that  there  is  something 
about  the  acetyl  radical  which  makes  these 
patients  sensitive.  There  have  been  deaths 
reported  from  aspirin  in  asthmatic  patients. 
There  has  been  popularization  in  recent 
years,  though  less  lately,  for  the  use  of  pen- 
icillin dust  aerosol.  It  seems  to  me  that  these 
dusts  and  aerosols  of  the  dry  powder  come 
under  the  same  category  as  inhalation  of 
dusts  of  any  kind,  and  should  be  avoided.  The 
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familiar  De  Vilbiss  40  device  is  a less  expen- 
sive and  more  satisfactory  method  for  giving 
a fine,  moist  aerosol,  with  particles  in  the 
order  of  1.  micron  diameter.  The  aerosols 
should  be  used  by  most  patients  with  em- 
physema or  chronic  bronchitis,  and  are  best 
used  just  before  each  meal  and  again  at  bed- 
time, depending  on  their  need  for  them,  pre- 
ferably with  a source  of  compressed  air,  such 
as  compressed  oxygen.  The  aerosol  that  we 
like  best  is  Isuprel.  We  are  so  impressed  with 
its  benefits  in  patients  with  chronic  pulmon- 
ary disease  of  all  sorts,  and  not  just  the  asth- 
matics, that  we  use  it  regularly  in  the  per- 
formance of  our  pulmonary  function  studies. 
The  dilution  is  1:200.  It  is  also  possible  to  use 
Vaponefrin  if  one  prefers.  Use  of  helium  and 
oxygen  mixtures  are  fine,  but  have  the  dis- 
advantage of  being  expensive.  Aerosols  not 
only  increase  the  vital  capacity,  a change 
which  is  quite  striking  on  occasion,  but  they 
also  seem  to  convert  a useless  cough  into  a 
productive  one.  If  the  patient  becomes  re- 
fractory to  Isuprel  or  Vaponefrin,  it  is  pos- 
sible to  use  Neosynephrine  in  a quarter  of  one 
per-cent  concentration.  This  also  has  the  ad- 
vantage of  producing  mild  vaso-constriction. 

What  about  the  management  of  infection  in 
these  patients  with  chronic  pulmonary  di- 
sease? To  be  sure,  most  of  them  have  infec- 
tion, usually  a mixed  bacterial  flora.  It  is  de- 
sirable to  know  what  the  dominant  organisms 
are  by  culture.  The  aim  of  treatment  is  to 
have  a high  concentration  of  the  antibiotic  in 
the  area  where  it  will  do  the  most  good.  The 
trouble  with  using  aerosol  antibiotics  is  that 
there  is  an  increased  tendency  for  penicillin, 
for  example,  to  produce  a high  degree  of  local 
sensitivity,  and  indeed,  general  sensitivity, 
so  that  the  drug  cannot  be  used  in  subsequent 
severe  infections.  Streptomycin  aerosols  may 
be  used,  either  added  to  penicillin,  if  you 
prefer,  or  used  alone  if  there  is  a predomin- 
ance of  gram-negative  bacteria,  but,  again,  I 
have  not  been  overly  impressed  with  their 
effectiveness.  Bacteria  develop  tolerance  to 
streptomycin  rather  quickly.  The  antibiotic 
aerosol  that  is  preferable  to  use  is  one  of  the 
broad  spectrum  type,  such  as  Terramycin. 
The  antibiotic  can  be  added  to  a bronchodila- 
tor  preparation,  like  Isuprel  or  Vapo-neph- 
rine  and  a detergent  antiseptic,  such  as 
aqueous  Zephiran,  1:1000.  All  of  our  hospitals 
are  supplied  with  this  liquid  antiseptic,  and 


it  does  have  a remarkable  effect  in  improv- 
ing the  expectoration.  Alevaire  can  be  used 
in  place  of  Zephiran  but  needs  a source  of 
compressed  air,  and  it  needs  to  be  fresh.  Once 
having  utilized  an  antibiotic  aerosol,  we 
should  not  use  it  continuously  thereafter. 
Ordinarily,  it  is  best  given  in  courses  inter- 
rupted by  a month  or  six  weeks.  In  between, 
the  bronchodilator  aerosol  alone  should  be 
used.  Particularly  with  penicillin  aerosol,  pa- 
tients may  develop  a kind  of  asthma  from  the 
irritating  effect  of  the  penicillin.  If  this  de- 
velops, Vaponefrin  given  with  it,  or  even  anti- 
histaminics  given  orally,  will  control  it,  but, 
in  general,  if  they  develop  asthma  it  is  better 
to  avoid  penicillin.  If  there  is  bronchial  in- 
fection, local  aerosol  antibacterial  therapy 
should  be  supplemented  by  parenteral  anti- 
biotics. The  question  of  whether  Neopenil, 
which  is  said  to  reach  highest  concentration 
in  the  lungs,  should  be  used,  is  another  prob- 
lem. The  penicillin  is  joined  to  iodide  in  the 
formula,  so  that  it  tends  to  be  excreted  as  a 
hydroiodide  ester  of  penicillin  wherever 
iodides  are  excreted,  which  is  especially  in 
the  bronchial  mucosa.  This  drug,  in  practice, 
has  not  been  as  satisfactory  as  we  had  hoped 
because  of  anaphylactoid  reactions.  The  ques- 
tion of  whether  one  should  use  prophylactic 
antibiotics  in  the  same  way  that  we  give  pa- 
tients continuous  sulfadiazine  or  penicillin 
with  rheumatic  fever  should  be  considered. 
The  organisms  apt  to  cause  trouble  in  the 
pulmonary  tract  are  not  the  hemolytic  strep- 
tococci which  cause  rheumatic  fever.  Since 
the  hemolytic  streptococcus  is  very  sensitive 
to  penicillin  and  does  not  develop  tolerance, 
such  preparations  as  Benzathine  penicillin  G, 
commonly  known  as  Bicillin,  are  effective  in 
its  prevention.  However,  most  of  the  organ- 
isms which  cause  trouble  in  the  lungs  do  de- 
velop tolerance  and  are  not  highly  sensitive 
to  penicillin,  so  repository  preparations,  such 
as  Bicillin,  are  not  very  effective. 

The  consideration  of  what  to  do  with  the 
severly  incapacitated  patient  with  pulmonary 
disease  always  raises  the  possibility  of  using 
ACTH  or  cortisone.  Such  therapy  often  leads 
to  dramatic  reversal  of  many  of  the  distur- 
bances of  pulmonary  function  that  we  have 
been  talking  about.  For  example,  corticotropin 
(ACTH)  or  cortisone  produce  far  more  im- 
provement than  conventional  bronchodilators 
in  the  patients  who  have  severe  bronchiolar 
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obstruction  with  emphysema.  The  possibility 
of  preventing  the  development  of  irreversible 
pulmonary  fibrosis  by  using  these  substances 
is  an  appealing  possibility,  but  the  periodic 
use  of  these  drugs,  although  they  produce  a 
dramatic  and  gratifying  result,  does  not  seem 
to  prevent  the  eventual  progress  of  the  di- 
sease. Possibly  one  of  the  greatest  advantages 
is  the  stimulus  to  the  patient’s  sense  of  well- 
being and  to  his  appetite.  In  general,  how- 
ever, the  results  are  of  short  duration. 

What  are,  then,  the  indications  for  the  use 
of  corticotropin  or  cortisone?  First,  corticotro- 
pin should  not  be  used  in  the  mild  case  of  pul- 
monary insufficiency,  and  should  be  reserved 
for  those  patients  in  whom  the  customary  use 
of  the  various  measures  so  far  outlined  has 
not  resulted  in  much  improvement.  The  ques- 
tion of  whether  or  not  this  is  contraindicated 
in  cardiac  failure,  secondary  to  the  emphy- 
sema, the  so-called  cor  pulmonale,  is,  how- 
ever, only  relative.  On  occasion,  we  have 
noted  that  such  patients  do  very  well  with 
cortisone  or  corticotropin,  even  in  the  pres- 
ence of  cardiac  failure,  providing  salt  restric- 
tion, additional  potassium,  diuretics  and 
digitalis  are  being  used.  Again,  unfortunately, 
the  results  are  only  temporary.  It  is  probable 
that  prolonged  hypoxia,  the  effects  of  in- 
creased work  with  the  high  effort  needed  for 
ventilation,  the  bronchoconstriction  and  in- 
fection have  all  produced  a state  of  hypo- 
adaptation.  Endocrine  therapy  may,  in  that 
sense,  tend  to  correct  the  hypoadaptation. 
Other  contraindications  are  those  usually 
spoken  of  with  ACTH  or  cortisone  therapy. 
Peptic  ulcer  is  a commonly  found  contrain- 
dication. Tuberculosis  is  an  additional  one, 
but  won’t  occur  often  in  our  practice,  and 
even  then,  the  simultaneous  use  of  anti- 
tuberculosis measures  allows  us  to  proceed 
with  the  cortisone  or  corticotropin  therapy. 
For  the  management  of  the  patient  in  the 
hospital  in  severe  stress,  corticotropin  (ACTH) 
is  preferred  over  cortisone.  Corticotropin  can 
be  administered  either  intramuscularly  in  the 
form  of  Actharjel  injections  once  daily,  or  it 
may  be  even  more  effectively  and  perhaps 
more  cheaply  given  in  the  form  of  the  in- 
travenous ACTH.  Such  a course  should  not 
be  given  beyond  a period  of  two  or  three 
weeks,  and  it  should  not  be  withdrawn  ab- 
ruptly. In  that  event,  the  rebound  of  symp- 
toms is  so  very  striking  that  the  patient  may 


be  much  worse  off  than  he  was  in  the  be- 
ginning. If  the  dosage  is  tapered  off,  and  cor- 
tisone is  utilized  in  this  tapering  process,  the 
improvement  is  maintained  at  least  for  a 
time.  One  of  the  newer  findings  that  has 
come  to  our  attention  with  the  use  of  ACTH 
is  that  some  patients  develop  constriction  in 
the  chest  and  allergic  manifestations.  On  oc- 
casion, hyperpyrexia  has  been  noted.  Ordin- 
arily these  secondary  effects  disappear  on 
withdrawal  of  the  drug.  All  bronchitis  pa- 
tients receiving  ACTH  or  cortisone  should 
have  help  to  combat  any  increased  infection, 
so  broad-spectrum  antibiotics  or  penicillin 
should  be  given  concomitantly  with  it.  If  the 
patients  are  being  cared  for  on  an  ambulatory 
regimen,  cortisone  given  orally  may  be  pre- 
ferred in  a dosage  of  100  to  200  mg.  initially, 
gradually  tapering  off  as  time  goes  along. 
One  further  caution  — if  the  treatment  with 
ACTH  or  cortisone  has  been  prolonged,  the 
patients  are  likely  to  have  a reduced  capacity 
for  stress  situations,  so  that  if  subsequent  sur- 
gery or  other  stressful  situations  come  along, 
it  is  necessary  to  resume  the  administration 
of  ACTH  or  cortisone. 

One  of  the  first  therapeutic  measures  that 
occurs  to  the  physician  caring  for  an  un- 
fortunate person,  victim  of  pulmonary  insuf- 
ficiency, is  the  use  of  oxygen.  Certainly  in 
the  patient  with  chronic  pulmonary  em- 
physema, the  use  of  oxygen,  in  addition  to 
giving  rise  to  unusual  dependency,  even  ad- 
diction, to  the  oxygen, raises  the  possibility  of 
producing  actually  a toxic  state.  The  me- 
chanism of  this  is  briefly  as  follows:  the  pa- 
tient with  chronic  pulmonary  insufficiency 
depends  upon  hypoxia  for  his  normal  respira- 
tory stimulus,  in  contrast  to  the  normal  in- 
dividual whose  regulation  of  his  respiratory 
impulse  is  by  chemoreceptors  in  the  carotid 
sinus,  changes  in  the  pH,  and  carbon  dioxide 
retention.  Reduction  in  oxygen,  that  is,  hy- 
poxia, is  not  normally  a stimulus  to  breath- 
ing. In  those  patients  who  have  an  elevated 
carbon  dioxide  combining  power,  resulting 
from  carbon  dioxide  retention  because  of 
improper  ventilation  of  the  lungs,  the  res- 
piratory mechanism  becomes  insensitive  to 
carbon  dioxide  accumulation  and  dependent 
upon  hypoxia.  Inhalation  of  100%  oxygen 
increases  the  partial  pressure  of  oxygen  in 
the  alveoli,  the  hypoxic  stimulus  to  respira- 
tion is  lost,  the  ventilatory  rate  decreases, 
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and  at  the  same  time,  there  is  further  reten- 
tion of  carbon  dioxide.  The  carbon  dioxide 
retention  may  become  so  great  as  to  con- 
stitute a toxic,  or  even  anesthetic  amount  of 
carbon  dioxide  and,  therefore,  lethal.  The  im- 
portant point  to  remember  is  that  oxygen 
should  not  be  incautiously  given  to  patients 
who  have  a markedly  elevated  carbon  dioxide 
combining  power.  It  is  still  possible  to  in- 
troduce oxygen  slowly  to  these  patients  if 
due  regard  for  their  physiologic  imbalance  is 
kept  in  mind.  Most  of  the  toxic  effects  from 
the  oxygen  itself  are  produced  when  100% 
oxygen  is  given.  However,  with  the  use  of 
nasal  catheter  of  mask  or  tent,  it  is  almost 
impossible  to  achieve  a concentration  as  high 
as  this;  indeed,  one  is  fortunate  to  get  a level 
of  even  forty  or  fifty  per-cent.  It  has  been  our 
policy  to  start  oxygen  flows,  when  that  meas- 
ure is  necessary,  at  levels  of  one  or  two  liters 
per  minute.  Especially  in  older  persons, 
oxygen  inhalation  may  also  cause  distressing 
mental  symptoms,  and,  again,  the  avoidance 
of  very  high  concentrations  is  the  best  pre- 
ventive measure. 

There  has  been  considerable  discussion  of 
late  about  the  use  of  intermittent  positive 
pressure  breathing,  commonly  abbreviated 
as  IPPB.  This  type  of  respiration  requires 
special  equipment  and  may  increase  the 
amount  of  work  required  in  breathing.  The 
use  of  tank  respirators  and  cough  machines 
aid  the  patient’s  coughing  mechanism  by  sud- 
den release  of  pressure,  and  should  be  feasible 
in  the  better  equipped  hospitals  or  wherever 
a tank  respirator  is  available.  We  all  ought  to 
bear  it  in  mind,  so  that  the  occasional  patient 
faced  with  this  progressive  disability  can  pur- 
chase an  IPPB  apparatus  and  keep  it  for  his 
own  use.  The  kind  of  equipment  that  is  pre- 
ferred is  that  which  has  positive  pressure  on 
inspiration  only.  With  the  Bennett  valve,  for 
example,  the  patient  is  completely  able  to 
control  his  respiratory  cycle,  since  there  is  no 
limitation  on  the  duration  of  his  expiration. 
Again,  if  this  kind  of  equipment  is  used,  a 
bronchodilator,  along  with  a detergent  agent, 
such  as  Zephiran  or  Alevaire,  should  be  used. 

We  have  used  very  little  pneumoperito- 
neum therapy,  probably  because  the  exper- 
ience that  we  have  had  and  what  we  have 
read  of  others’  experience  leads  us  to  believe 
that  the  improvement  is  not  as  definite  as 
hoped.  The  rationale  of  using  pneumoperi- 


toneum is  that  it  raises  the  diaphragm  there- 
by reducing  residual  air.  In  emphysema,  as 
you  know,  the  diaphragms  are  relatively  low 
and  immobile.  The  indications  for  its  use  are 
as  follows;  first,  the  patient  must  have  some 
respiratory  reserve;  second,  there  should  be 
only  an  insignificant  degree  of  active  bron- 
chial secretion;  third,  fluoroscopic  evidence 
that  the  diaphragms  are  capable  of  being 
moved  and  are  not  held  down  by  fibrous  ad- 
hesions; fourth,  when  the  patient  is  severely 
ill,  unable  to  eliminate  carbon  dioxide  effec- 
tively, getting  insufficient  improvement  with 
oxygen,  and  having  difficulty  in  adequate 
movement  of  the  diaphragm.  It  is  a pro- 
cedure that  is  not  entirely  free  from  risk,  and 
patients  do  complain  of  abdominal  and  shoul- 
der top  pain,  constipation  and  even  occasional 
fever  after  it.  Likewise,  a hernia  in  the  in- 
guinal area  which  may  not  have  been  im- 
portant prior  to  institution  of  this  therapy, 
may  become  grossly  manifest  afterwards. 
Pneumoperitoneum  should  be  combined  with 
breathing  exercises,  and,  especially  in  the 
obese  patient,  the  use  of  a belt  around  the 
abdomen.  Otherwise,  the  abdominal  tissues 
become  progressively  lax,  and  the  pneumo- 
peritoneum, rather  than  raising  the  dia- 
phragm, merely  pushes  the  abdomen  further 
forward. 

Finally,  we  come  to  the  kind  of  breathing 
exercises  that  we  should  teach  patients.  Most 
patients  with  pulmonary  emphysema  do  have 
a barrel  chest,  but  the  degree  of  pulmonary 
fibrosis  and  insufficiency  does  not  parallel 
the  form  of  the  external  chest  cage.  In  the 
normal  individual,  motion  of  the  diaphragm 
contributes  a great  deal  to  movement  of  the 
air  in  and  out  of  the  chest,  more  especially  in 
women  than  in  men.  In  the  normal  man, 
diaphragmatic  breathing  contributes  about 
thirty  per-cent  of  the  vital  capacity.  Improved 
use  of  the  diaphragms  is  an  important  goal  in 
emphysema.  The  patient  is  taught  to  observe 
motion  of  the  diaphragm  and  note  that  pro- 
trusion of  the  abdomen  occurs  during  in- 
spiration. He  learns  to  press  with  both  hands 
below  the  umbilicus  inward  and  upward  dur- 
ing the  last  third  of  expiration.  Keeping  the 
lips  pursed  in  expiration  is  also  helpful.  To 
begin  with,  I actually  press  with  my  own 
hands  up  against  the  patient’s  diaphragms, 
and  at  such  times,  it  is  possible  to  hear  an 
audible  expression  of  air.  At  first,  these  ex- 
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-ercises  should  be  practiced  lying  down  with 
the  knees  drawn  up,  one  hand  on  the  abdomen 
and  one  on  the  chest.  The  abdomen  should 
protrude  forward  during  inspiration  with 
little  or  no  chest  movement;  then,  the  same 
exercise  is  done  sitting  up,  and  again  while 
walking.  The  idea  is  to  encourage  this  new 
breathing  pattern  to  become  automatic  for 
the  patients.  Use  of  abdominal  supports  or 
emphysema  belts  are  intended  to  provide  ab- 
dominal compression  necessary  to  elevate  the 
diaphragm.  If  these  are  used,  we  must  see 
that  they  are  designed  to  direct  pressure  in- 
ward and  upward.  The  Camp  Manufacturing 
Company  has  an  emphysema  belt  with  an  in- 
flatable pressure  pad,  and  there  is  also  a 
Burgess-Gordon  belt  developed  in  Philadel- 
phia. 

Our  exercise  routine  is  as  follows:  the  nose, 
throat  and  upper  respiratory  passages  are 
emptied  of  secretions  before  starting  the  ex- 
ercises, with  help  of  postural  drainage  if 
necessary.  Next,  the  patient  takes  several  in- 
halations of  his  aerosol  Vapo-nephrine  or 
Isuprel,  and  then  he  begins  the  diaphragmatic 
breathing  exercise  which  we  have  just  des- 
cribed. In  addition,  a breathing  re-education 
is  done,  reminiscent  of  the  kind  of  breathing 
exercise  we  all  did  as  school  children.  Bend- 
ing slightly  forward,  the  patient  starts  with 
his  arms  hanging  down  in  front  of  the  body. 
He  then  inspires  slowly  raising  his  arms  over 
the  head.  The  patient  gradually  assumes  the 
erect  posture  during  this  maneuver.  The  arc 
is  reversed  in  expiration,  leading  slowly  back 
to  the  starting  position.  Expiration  should  be 
prolonged  and  through  the  mouth  with  the 
lips  pursed,  making  an  “F”  or  “S”  sound. 
Naturally,  these  exercises  should  not  be  force- 
ful, and  the  patient  should  be  given  plenty  of 


opportunity  to  rest. 

We  have  briefly  considered  the  kind  of 
breathing  difficulties  patients  have  with  car- 
diac disease,  and  also  with  obstructive 
breathing,  such  as  is  produced  in  chronic 
pulmonary  fibrosis  and  emphysema.  In  gen- 
eral, when  these  conditions  are  relatively 
static  and  prolonged,  the  patient  is  less  aware 
of  marked  shortness  of  breath.  The  more 
acute  they  are,  the  more  difficult  the  breath- 
ing. The  best  approach  to  either  circulatory 
or  ventilatory  insufficiency  is  by  direct  meas- 
ures aimed  at  the  physiological  variable 
which  is  out  of  adjustment.  In  the  last  few 
years,  an  increased  understanding  of  these 
has  given  us  new  hope  for  helping  these  pa- 
tients symptomatically.  The  greatest  ad- 
vances have  been  made  in  the  use  of  corti- 
sone, ACTH,  the  new  respiratory  devices 
with  intermittent  positive  pressure,  the  un- 
derstanding of  the  place  of  pneumoperiton- 
eum, and  respiratory  exercises.  These  pa- 
tients are  quite  grateful  for  the  help  that  you 
give  them.  Although  they  often  relate  that 
they  have  tried  these  before  without  help,  it 
is  usually  found  that  the  instructions  were 
given  with  a lackadaisical  or  insincere  ap- 
proach, so  that  the  patient  really  didn’t  ap- 
preciate the  necessity  for  long-continued  co- 
operation in  order  to  achieve  good  results. 
Finally,  there  is  no  real  room  for  pessimism, 
because  an  amazing  amount  can  be  accom- 
plished if  we  properly  understand  and  apply 
these  methods  which  we  have  discussed. 

1.  Schwartz,  W.  B.,  Reiman,  A.  S.,  and  Leaf,  A. 
Oral  administration  of  a potent  carbonic  anhydrase 
inhibitor  (“Diamox”).  III.  It’s  use  as  a diuretic  in 
patients  with  severe  congestive  heart  failure  due  to 
corpulmonale.  Ann.  Int.  Med.  42;79,  Jan.  1955. 
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We  are  indeed  happy  to  see  a better  rela- 
tionship developing  between  the  legal  and 
medical  professions.  The  A.M.A.  has  recently 
increased  its  legal  staff  and  these  men  are  go- 
ing about  the  different  areas  holding  sym- 
posiums on  various  medicolegal  problems,  thus 
giving  the  area  men  something  concrete  to 
think  about.  Such  a symposium  was  recently 
held  in  Omaha  and  this  symposium  made  a 
tremendous  hit  with  the  doctors  as  well  as 
the  lawyers  present.  It  was  indeed  unfortunate 
that  every  medical  and  legal  man  in  the  five- 
state  area  was  not  present  at  this  meeting. 

John  P.  Gilligan  of  Nebraska  City,  Nebraska, 
pointed  out  some  of  the  difficulties  that  arise 
in  medicolegal  problems,  both  from  a phys- 
ician’s standpoint  and  the  lawyer’s  standpoint. 

This  one  presentation,  along  with  the  demon- 
stration of  a trial  in  which  the  medical  expert 
witness  was  shown  as  he  did  things  right  and 
did  things  wrong,  were  the  two  highlights  of 
the  meeting. 

A number  of  prominent  medical  men  as  well 
as  attorneys  appeared  on  this  symposium.  An- 
other one  of  the  outstanding  discussions  was 
brought  out  by  Mr.  Earl  Cline  of  Lincoln, 

Nebraska,  on  “Professional  Liability.”  He  gave 
a very  interesting  talk  on  how  to  avoid  mal- 
practice suits.  One  of  the  most  pertinent  points  made  during  the  entire  session  was  tne  lact 
that  doctors  themselves  encourage  malpractice  suits.  The  physician  who  makes  even  the 
smallest  unnecessary  comment  about  the  physician  who  has  previously  had  the  case  or  about, 
“the  lack  of  accomplishment”  is  starting  something  which  rebounds  on  the  entire  profession. 
These  remarks  are  the  basis  of  more  malpractice  suits  than  all  others  combined.  No  matter 
how  we  feel  regarding  the  results  of  a case  that  has  come  to  us  for  examination  or  opinion, 
we  must  be  on  guard  with  our  remarks.  Remember,  this  can  happen  to  the  best  of  us. 

With  best  personal  regards  to  all  of  you. 

Sincerely, 

F.  Daniels  Gillis,  M.D.,  President 
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NEW  PROGRAM  OF  OPERATION  FOR 
EVALUATION  OF  DRUGS* 


By  authority  of  the  Board  of  Trustees  of  the 
American  Medical  Association,  the  Council  has 
terminated  the  seal-acceptance  program  in  favor  of 
a new  program  designed  to  render  a better  service 
to  the  medical  profession.  The  following  state- 
ment adopted  by  the  Council  is  issued  to  explain 
the  purpose,  guiding  principles,  and  operation  of 
the  new  program. 

R.  T.  Stormont,  M.D.,  Secretary 

The  rate  at  which  new  drugs  are  being  de- 
veloped and  marketed  is  increasing  con- 
stantly. Often  these  new  agents  are  ex- 
tremely valuable  additions  to  our  therapeu- 
tic armamentarium;  however,  many  of  them 
are  also  capable  of  doing  more  harm  than 
good  if  prescribed  or  administered  in  an  in- 
discriminate fashion  without  full  apprecia- 
tion of  their  posible  harmful  effects  or  ob- 
servance of  necessary  precautionary  meas- 
ures. A calculated  risk  is  involved  in  the  use 
of  drugs  that  have  pharmacological  effects  of 
any  real  significance.  Therapeutic  agents  that 
have  a relatively  narrow  margin  of  safety  or 
a high  index  of  serious  side-effects  should  not 
necessarily  be  condemned  and  discarded  com- 
pletely. The  proper  use  of  such  drugs  often 
will  save  hfe  or  provide  beneficial  effects 
not  obtainable  with  any  other  means  of 
therapy.  The  physician  has  the  serious  re- 
sponsibility of  weighing  the  possible  harmful 
effects  of  a drug  against  the  apparent  need 

Prepared  by  the  Council  on  Pharmacy  and  Chemistry. 
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for  it  in  the  individual  patient.  Obviously, 
an  appreciation  of  the  valid  indications  for 
use  as  well  as  the  known  properties  of  any 
new  drug  is  necessary  in  order  to  serve  the 
best  interests  of  the  patient. 

Many  pharmaceutical  firms  recognize  their 
responsibility  to  the  medical  profession  and 
endeavor  to  provide  such  information  in  bro- 
chures and  other  literature  as  is  necessary 
for  relatively  safe  and  proper  usage  of  their 
new  drugs.  Promotional  literature,  however, 
that  contains  unwarranted  indications  for 
use  and  minimizes  or  neglects  the  mention 
of  contraindications,  possible  serious  side- 
effects,  and  necessary  precautionary  meas- 
ures, does  not  encourage  the  practice  of  ra- 
tional therapeutics. 

There  is  an  increasing  demand  from  the 
medical  profession  in  general  for  concise 
and  timely  reports  that  contain  an  authori- 
tative, unbiased  evaluation  of  new  therapeu- 
tic agents.  The  former  acceptance  program 
of  the  Council  served  a useful  purpose  in  this 
regard  for  many  years;  however,  in  this  pres- 
ent era  of  rapid  new  devolpments  in  thera- 
peutics, the  work  involved  in  processing  for 
acceptance  many  different  brands  of  a drug 
became  cumbersome  and  time-consuming  to 
the  extent  that  physicians  could  no  longer 
be  provided  with  the  type  of  service  they 
desired.  Consequently,  termination  of  the 
seal-acceptance  program  became  necessary 
in  order  that  the  Council  could  embark  on  an 
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expanded  program  of  operation  that  would 
be  of  much  more  interest  and  value  to  the 
profession. 

Under  the  new  program  drugs  will  be 
evaluated  at  the  earliest  possible  opportunity 
in  order  to  serve  the  best  interests  of  the 
profession.  As  a rule  the  greatest  interest  in 
a new  drug  occurs  at  about  the  time  it  is  in- 
troduced on  the  market  for  general  use. 
This  is  also  the  time  when  there  is  the  most 
need  for  an  unbiased  report  containing  in- 
formation that  will  aid  physicians  in  the  ju- 
dicious or  proper  use  of  such  medication. 
Evidence  relating  to  a new  use  or  significant 
change  in  the  status  of  a drug  will  also  be 
evaluated  and  reported  on  as  the  occasion 
demands. 

Pharmaceutical  firms  are  encouraged  to 
cooperate  with  the  Council  by  forwarding 
complete  data  or  reports  (published  and  un- 
published) of  all  laboratory  and  chnical  in- 
vestigations relating  to  the  safety  and  use- 
fulness of  new  drugs  in  order  that  evalua- 
tion reports  may  be  made  to  the  profession 
at  the  earliest  possible  date.  Cooperation 
with  the  Council  in  the  selection  of  suitable 
nonproprietary  names  for  new  drugs  before 
such  agents  are  ready  to  be  placed  on  the 
market  is  also  encouraged. 

The  former  official  rules  of  the  Council 
have  been  superseded  entirely  by  the  follow- 
ing description  of  the  new  program  of  op- 
eration. 

GENERAL  PURPOSE 

The  function  of  the  Council  on  Pharmacy 
and  Chemistry  is  to  examine  and  evaluate 
available  evidence  relating  to  the  actions, 
uses,  dosage,  hazards,  and  other  pertinent 
properties  of  drugs  and  to  encourage  rational 
therapy  by  timely,  informative  reports  to  the 
medical  profession. 

Special  committees  appointed  by  the  Coun- 
cil also  deal  with  particular  matters  such  as 
research  projects  and  the  toxicologic  aspects 
of  pesticides  and  household  chemicals. 

PRINCIPLES  GOVERNING  THE  EVALU- 
ATION OF  DRUGS  FOR  INCLUSION  IN 
NEW  AND  NONOFFICIAL  REMEDIES 

The  Council  evaluates  evidence  pertaining 
to  the  safety  and  usefulness  of  medical 
agents  offered  or  intended  for  use  in  or  on 
the  human  body  for  diagnosis,  prevention,  or 
treatment  of  disease.  Reports  of  these  evalu- 


ations are  published  for  the  information  of 
the  medical  profession. 

The  Council  considers  for  evaluation  drugs 
with  a single  active  ingredient  or  extracts 
from  a single  source.  Combinations  or  mix- 
tures containing  two  or  more  active  ingre- 
dients may  receive  consideration  only  if  it 
is  deemed  desirable  to  present  the  Council’s 
views  regarding  any  such  preparation  for 
the  information  of  the  medical  profession. 

In  evaluating  drugs  the  Council  considers 
scientific  clinical  and  laboratory  evidence 
(published  or  unpublished)  submitted  by 
manufacturers  and  such  other  reports  as  may 
be  available.  The  Council  also  endeavors  to 
obtain  the  opinions  and  advice  of  other  ex- 
perts who  serve  in  a consultant  capacity. 
The  Council  does  not  undertake  to  conduct 
clinical  and  laboratory  tests  or  experiments 
in  evaluating  drugs. 

The  Council  may  from  time  to  time  re- 
evaluate a drug  or  evaluate  evidence  relating 
to  a new  use  or  route  of  administration  for 
a drug. 

The  views  of  the  Council  with  respect  to 
the  actions,  uses,  dosage,  contraindications, 
hazards,  limitations,  and  other  pertinent 
characteristics  of  each  evaluated  drug  are 
submitted  in  the  form  of  a monograph  to  the 
Editor  of  THE  JOURNAL  of  the  American 
Medical  Association  for  publication  in  the 
Council  column.  These  monographs  are  sub- 
sequently included  in  the  Council’s  annual 
publication.  New  and  Nonofficial  Remedies. 

The  Council  encourages  the  early  adop- 
tion and  use  of  a nonproprietary  name  for 
general  use  in  prescribing,  naming,  and  iden- 
tifying each  drug.  The  Council  believes  that 
such  names  tend  to  diminish  confusion  and 
are  in  the  interest  of  the  patient  and  phy- 
sician. Each  drug  evaluated  is  described  by 
a nonproprietary  name. 

When  the  Council  has  knowledge  that  a 
drug  is  no  longer  available  commercially  or 
when  it  has  been  included  in  the  United 
States  Pharmacopeia,  National  Formulary,  or 
New  and  Nonofficial  Remedies  for  20  years, 
the  monograph  may  be  deleted  from  New 
and  Nonofficial  Remedies. 

The  Council  does  not  accept,  endorse,  rec- 
ommend, or  guarantee  any  individual  brand 
or  preparation  of  a drug  described  in  New 
and  Nonoft'icial  Remedies.  The  Council  does 
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not  undertake  to  test  or  analyze  samples  or 
to  review  or  investigate  manufacturing  and 
control  procedures.  The  Council  does  not 
purport  to  ascertain  whether  or  not  any  firm 
has  complied  with  federal,  state  or  muni- 
ciple  laws  and  regulations. 

SPECIFIC  PROCEDURE 

1.  All  pharmacalogical  and  clinical  evi- 
dence or  data  in  the  form  of  published  and 
unpublished  reports  on  a new  drug  that  are 
made  available  to  the  Council  office  will  be 
referred  to  a number  of  recognized  experts 
who  will  be  asked  to  serve  in  a consultant 
capacity. 

2.  The  views  of  the  consultants  regarding 
the  adequacy  of  the  evidence  for  the  claimed 
uses  of  the  new  drug,  as  well  as  comments  re- 
garding such  information  as  limitations,  con- 
traindications, hazards,  and  dosage  will  then 
be  transmitted  to  a member  of  the  Council 
who  will  serve  as  a referee. 

3.  The  referee  will  consider  all  the  avail- 
able evidence,  as  well  as  the  views  and  com- 
ments of  the  consultants,  and  will  make  an 
evaluation  recommendation. 

4.  A member  of  the  Council  staff  will  pre- 
pare a proposed  report  or  monograph  on  the 
new  drug  based  upon  the  referee’s  evaluation 
and  recommendation. 

5.  The  proposed  monograph,  the  referee’s 
recommendation,  the  views  and  the  com- 
ments of  the  various  consultants,  and  reprints 
or  photostats  of  all  the  available  evidence 
will  be  transmitted  to  all  the  members  of  the 
Council  for  consideration. 

6.  The  proposed  monograph  will  be  revised 
in  accordance  with  the  comments  and  criti- 
cisms of  the  members  until  it  is  satisfactory 
to  the  Council  as  a whole  and  adopted  for 
publication  in  THE  JOURNAL. 

7.  A copy  of  the  proposed  monograph  will 
then  be  sent  to  the  pharmaceutical  firm  or 
firms  that  supplied  the  evidence  and  data  on 
which  the  Council’s  evaluation  was  based  in 
order  that  they  will  have  the  opportunity  for 
comment  or  criticism. 

8.  If  there  is  no  criticism  of  the  proposed 
monograph,  it  will  be  sent  to  the  Editor  of 
THE  JOURNAL  for  publication  in  the  Coun- 
cil column.  Any  criticisms  offered  by  the 
firm  will  receive  due  consideration  before  the 
proposed  monograph  is  sent  to  the  Editor  for 
publication.  When  the  monograph  is  pub- 
lished, credit  will  be  given  the  firm  or  firms 


supplying  the  evidence  or  data  on  which  the 
Council’s  evaluation  of  the  drug  is  based. 

9.  Provision  will  be  made  for  frequent  pub- 
lication of  supplementary  Council  statements 
or  reports  on  each  new  drug  as  evidence  ac- 
cumulates to  justify  recognition  of  additional 
valid  claims  for  use,  dosage  changes,  hazards, 
and  contraindications.  The  same  procedure 
for  evaluation  will  be  followed  in  these  in- 
stances as  with  the  initial  consideration  of  a 
new  drug. 

10.  Necessary  changes  or  revisions  based 
upon  these  supplementary  statements  or  re- 
ports will  be  made  in  New  and  Nonofficial 
Remedies  at  the  end  of  each  year. 


Practice  available  for  general  physician  in 
eastern  South  Dakota.  This  community  has 
been  served  by  competent  physicians  for 
many  years.  Unique  opportunity  for  young 
physician  with  no  investment  necessary.  In- 
quire at  Community  Hospital  and  Clinic, 
Estelline,  S.  Dak. 


UNIVERSITY  OF  COLORADO 
MEDICAL  CENTER 

POSTGRADUATE  COURSE 

GENERAL  PRACTICE  REVIEW 

January  16-21,  1956 

Six  full  days  — each  day  devoted  to  one  area 
of  practice 

Monday— MEDICINE 

Tuesday— PEDIATRICS 

Wednesday— SURGERY 

Thursday— PSYCHOSOMATIC  MEDICINE 

Friday— OBSTETRICS  AND  GYNECOLOGY 

Saturday— FLUID  AND  ELECTROLYTE  BALANCE 

Register  for  the  full  course  or  any  part 
For  further  information  and  detailed  program,  write  to: 

The  Director  of  Postgraduate  Medical 
Education 

UNIVERSITY  OF  COLORADO  MEDICAL 
CENTER 

4220  East  Ninth  Avenue,  Denver  20,  Colorado 
Note:  Hotel  and  Motel  reservations  should  be  made 
early  as  accommodations  will  be  very  scarce  due 
to  the  NATIONAL  WESTERN  STOCK  SHOW  held 
during  the  same  week.  A limited  number  of  eve- 
ning seats  will  be  available  to  registrants  through 
this  office. 

WRITE  FOR  A CALENDAR  OF  OTHER 
POSTGRADUATE  COURSES 
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HR  7225  STUDY  CONFERENCE 


A Study  Conference  called  by  the  Amer- 
ican Medical  Association  to  consider  methods 
of  informing  its  membership  of  certain  as- 
pects of  pending  legislation  was  held  in 
Chicago,  October  22.  More  than  100  repre- 
sentatives of  constituent  state  medical  asso- 
ciations, AMA  officers  and  members  of  the 
Board  of  Trustees  participated  in  discussions 
and  considered  approaches  for  focusing  the 
public’s  attention  upon  the  AMA’s  viewpoint. 

H.R.  7225,  known  as  the  Social  Security 
Amendments  of  1955,  includes  provision  for 
the  payment  of  monthly  cash  benefits  to  the 
permanently  and  totally  disabled  at  age  50. 
The  bill,  passed  by  the  House  of  Representa- 
tives last  summer,  will  come  before  the 
Senate  Finance  Committee  for  public  hear- 
ings early  in  the  next  session  of  Congress. 

Comments  of  participants  were  solicited  at 
the  Chicago  meeting  and  AMA  officers  and 
trustees  are  currently  studying  these  opinions. 
Dr.  George  F.  Lull,  AMA  Secretary  and  Gen- 
eral Manager,  urged  that  all  medical  society 
representatives  who  attended  the  conference 
send  further  comments,  suggestions  or  criti- 
cisms to  AMA  headquarters.  He  pointed  out 


that  the  Association  is  studying  the  consensus 
of  the  state  representatives  who  attended  the 
conference  and  will  proceed  in  a manner  con- 
sistent with  the  views  of  the  majority. 

Giving  the  official  address  of  welcome  at 
the  conference,  Dr.  Gunnar  Gundersen,  chair- 
man of  the  Board  of  Trustees,  said: 

“Our  great  aim  should  be  to  join  with  other 
groups  and  organizations,  with  the  press  and 
other  communications  media  and  with  re- 
sponsible leaders  of  both  political  parties  to 
separate  Social  Security  and  politics.  The 
AMA  believes  that  problems  of  Social  Secur- 
ity should  be  solved  on  the  basis  of  sound 
judgment,  an  objective  analysis  of  facts,  a 
humane  attitude  toward  human  suffering  — 
and  not  on  the  basis  of  political  expediency.” 

Dr.  Elmer  Hess,  AMA  president,  em- 
phasized that  the  program  to  promote  a better 
Social  Security  system  must  be  considered  a 
“long  range  effort,”  looking  forward  to  1958, 
1960  even  to  1962.  He  also  stressed  that  study 
of  social  security  legislation  will  require  close 
cooperation  and  mutual  activity  at  the  na- 
tional and  local  levels. 


GUARDING  THE  WORKER'S  HEALTH 

Ways  of  keeping  the  American  worker  healthy  and  on-the-job  will  be  considered  by  rep- 
resentatives of  labor,  management,  government  and  the  medical  profession  at  the  16th  annual 
Congress  on  Industrial  Health  Monday  and  Tuesday,  January  23-24  at  the  Sheraton-Cadillac 
hotel,  Detroit.  Sponsored  by  the  AMA’s  Council  on  Industrial  Health,  the  sessions  on  Monday 
will  be  devoted  to  “The  Role  of  Medicine  in  Industrial  Relations”  and  “Medicine’s  Responsi- 
bilities in  the  Automotive  Age.” 

A special  all-day  program  on  Tuesday  will  be  built  around  the  subject,  “Absence  from 
Work  Due  to  Non-Occupational  Illness  and  Injury,”  with  particular  reference  to  Integration 
between  industrial  and  private  physicians.  This  program — arranged  by  the  AMA’s  Committee 
on  Medical  Care  for  Industrial  Workers — will  cover  such  aspects  as  the  nature  and  extent  of 
the  problem,  efforts  of  management,  labor  and  the  community  to  reduce  job  absence,  the  role 
of  various  persons  (for  example,  the  worker,  personnel  director,  nurse,  doctor)  in  this  field, 
and  a discussion  of  the  Ontario  System  of  recording  absence  data. 
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CORONARY  THROMBOSIS 


President  Eisenhower’s  recent  heart  attack 
has  focused  the  attention  of  the  nation  on 
this  ailment  that  has  taken  the  lives  of  so 
many;  more  than  the  total  U.  S.  deaths  in 
action  during  World  War  II. 

According  to  an  article  in  the  Argus  Leader 
for  Sunday,  Oct.  8th,  1955,  Sioux  Falls  resi- 
dents in  extra  ordinary  numbers  have  under- 
gone heart  examinations  recently.  Dr.  John 
Donahoe,  president  of  the  South  Dakota 
Heart  Association  remarks:  “The  President’s 
heart  attack  has  made  people  in  general,  par- 
ticularly past  40,  more  conscious  of  the  im- 
portance of  proper  care  of  the  heart. 

Life  magazine,  Oct.  10,  1955,  p.  150  contains 
an  article  entitled  “Heart  attack:  The  Pres- 
ident’s ailment,  coronary  thrombosis  is  the 
worst  U.  S.  killer,  deadlier  than  cancer.”  The 
following  is  a detailed  review  of  this  inter- 
esting, informative,  well  illustrated  article. 
One  full  page  drawing  of  a human  heart  two 
and  a half  times  life  size  shows  the  throes  of 
a typical  attack  of  coronary  thrombosis.  A 
blood  clot  has  just  sealed  off  the  anterior 
branch  of  the  left  coronary  artery,  one  of  the 
two  coronaries  which  nourish  the  heart.  Ac- 
cording to  this  article  it  is  probable  that  the 
President’s  blockage  occurred  in  this  same 
region.  The  diseased  artery  which  has  a 
thick  lining  swells  to  reduce  the  channel  to 
a fraction  of  the  former  size.  The  blood  flow- 
ing through  the  diseased  coronary  is  allowed 
to  trickle  and  begins  to  clot.  A single  throm- 
bosis blocks  the  channel  and  chokes  off  the 
flow.  This  absence  of  blood  in  the  affected 
region  of  the  heart  causes  a crushing  pain 
marking  the  instant  of  the  attack. 


During  the  first  few  hours  after  the  attack  | 
the  victim  may  be  so  weakened  that  he  can- 
not be  safely  moved.  This  is  why  doctor’s 
taking  care  of  the  President  kept  their  pa- 
tient quiet  for  12  hours  before  taking  him  to 
the  hospital. 

Steps  that  may  be  taken  to  relieve  the 
effects  of  the  attack  are  sedatives  and  anti- 
coagulants to  prevent  blood  coagulation.  By 
being  placed  in  an  oxygen  tent  in  the  hospital 
the  body’s  need  for  oxygen  can  be  satisfied 
with  a more  sluggish  blood  flow  and  by  a re- 
duced effort  of  the  damaged  heart.  With  the 
electrocardiogram  the  pattern  of  recovery  can 
be  traced.  Rest  is  essential  during  the  first 
two  weeks.  After  that  the  weakened  area,  by 
the  fibroblasts,  is  reinforced  with  scar  tissue  j 
around  the  damaged  muscle.  J 

Much  research  is  being  carried  on  in  uni-  (. 
versities,  hospitals  and  research  centers  sup- 
ported in  part  by  the  American  Heart  Asso- 
ciation. Those  who  have  paved  the  way  for 
modern  research  are: 

1.  William  Harvey  (1578-1651)  An  English 

physician  who  proved  how  blood  circu- 
lates. i 

2.  Stephen  Hales,  18th  century  Englishman  | 
who  first  measured  blood  pressure  from  c 
a height  blood  rose  in  a tube  inserted  in 

a horse’s  artery.  J 

3.  William  Einthoven  of  Holland  who  used  ^ 

a primitive  device,  the  string  galvono--^. 
meter  in  1903  to  measure  electrical  ac- 
tivity of  the  heart.  / 

4.  Dr.  James  Herrick  the  identifier  of  cor-  f 
onary  thrombosis  in  1912.  He  proved*' 
that  coronary  thrombosis  was  not  always  « 
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fatal. 

5.  Frank  N.  Wilson  who  in  1933  applied 
electrocardiography  for  the  first  time  to 
locate  and  measure  coronary  thrombosis 
injury. 

Among  the  present  day  researchers  are  the 
following: 

1.  John  W.  Gofman  of  the  University  of 
California.  His  research  has  included 
blood  separation  in  a high  speed  centri- 
fuge to  determine  the  quantity  of  lipo- 
proteins in  the  blood.  He  has  found  that 
some  lipoproteins  if  present  in  abnormal 
amounts  can  cause  atherosclerosis. 

2.  Louis,  Katz.  Michael  Reese  Hospital  of 
Chicago.  Studies  of  chickens  fed  a high 
fat,  high  cholesteral  diet  supplemented 
by  hormones  to  induce  atherosclerosis. 
Other  hormones  fed  to  make  them  re- 
sistant to  the  disease. 

3.  Felix  Wroblewski  and  John  La  Due  of 
Sloan-Kettering  Institute  of  New  York. 
A test  that  is  more  accurate  than  the 
electrocardiogram  and  which  quickly  re- 
veals the  sudden  increase  of  enzyme, 


trasaminase  which  occurs  when  heart 
muscle  is  damaged. 

4.  Eugene  Clifton  of  Sloan-Kettering  who 
experimented  with  dogs  in  dissolving 
artificially  created  blood  clots  by  infus- 
ing a solution  into  the  dogs  bloodstream. 

The  causes  of  coronary  artery  diseases  are 
still  unknown.  Stresses  and  strains  of  life 
have  some  bearing  on  them  and  coronary 
thrombosis  occurs  more  frequently  among 
those  subject  to  constant  nervous  tension.  Im- 
proper diet  and  lack  of  exercise  may  be 
causes.  Possible  future  measures  on  a na- 
tional scale  await  the  outcome  of  a score  of 
data  gathering  projects.  Dr.  Ancel  Key’s  study 
of  300  business  men  in  Minneapolis  aims  at 
finding  out  what  characteristics  make  normal 
people  prone  to  heart  disease.  Job  evaluations 
determine  whether  recovered  patients  can 
safely  return  to  regular  tasks.  Studies  so  far 
indicate  that  8 out  of  10  former  sufferers  can 
safely  return  to  their  jobs. 

Mrs.  Esther  Howard 
Medical  Librarian 


ANNUAL  CLINICAL  CONFERENCE 

Chicago  Medical  Society 
February  28,  29,  March  1 and  2,  1956 
Palmer  House,  Chicago 

DAILY  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS  AND 
SPEAKERS  on  subjects  of  interest  to  both  general  practitioner 

and  specialist 

PANELS  ON  TIMELY  TOPICS  TEACHING  DEMONSTRATIONS 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time-saving 
TECHNICAL  EXHIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFER- 
ENCE should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to 
attend  and  make  your  reservation  at  the  Palmer  House. 
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GUEST  SPEAKER  AT 
MEDICAL  SOCIETY 
AUXILIARY  MEETING 

The  Watertown  District 
Medical  Society  and  mem- 
bers of  the  Women’s  auxil- 
iary met  last  evening  at  the 
Grand  Hotel  for  a dinner  and 
program  featuring  Dr.  Char- 
les Yohe,  superintendent  of 
the  State  Hospital  at  Yank- 
ton, as  guest  speaker. 

Dr.  Yohe  spoke  on  the 
newer  drugs  of  value  in  psy- 
chiatry. 

Following  the  program,  the 
auxiliary  met  for  a business 
session  with  the  president, 

Mrs.  John  J.  Stransky  pre- 
siding. 

The  November  meeting 
will  be  a joint  dinner  meet- 
ing with  the  Medical  Society. 


DE  SMET  RITES  FOR 
B.  A.  DYAR.  M.D. 

Funeral  services  were  held 
October  11th  in  De  Smet, 
S.  D.  for  B.  A.  Dyar.  M.D.. 
former  physician  at  De  Smet 
for  30  years. 

Dr.  Dyar  died  at  a Rapid 
City  hospital  following  an 
extended  illness. 

The  physician  came  to  De- 
Smet  in  1905  and  retired  to  a 
ranch  near  Custer  in  1935.  He 
was  a member  of  the  Amer- 
ican Legion,  Masons  and  a 


city  commissioner  at  De- 
Smet.  During  World  War  I 
he  served  as  a lieutenant 
colonel  in  charge  of  a hos- 
pital in  France  and  later  held 
a similar  rank  in  the  Public 
Health  Service.  He  once 
served  as  an  assistant  state 
public  health  officer. 


EVERYBODY  HAPPY— 
WHEN  DOCTOR  SETS 
HIP  OF  HURT  DEER 

A Lemmon  doctor  is  happy. 
His  children  are  happy.  A 
South  Dakota  State  game 
warden  is  happy,  and,  doubt- 
less, a deer  is  happy  to  be 
alive.  September  27th,  a state 


game  warden  returning  to  his 
home  came  upon  a deer  lying 
by  the  side  of  the  road  with  a 
broken  hip  and  other  in- 
juries. The  animal  had  evi- 
dently been  hit  by  a car.  The 
game  warden,  Mr.  Orville 
Randall,  loaded  the  deer  into 
his  vehicle,  brought  it  to 
Lemmon  and  called  Dr.  F.  E. 
Rose.  The  physician  reduced 
the  fracture  and  then  took 
the  deer  to  his  home  where  it 
is  to  be  cared  for  in  the  base- 
ment until  the  fracture  is 
healed.  Naturally  the  Rose 
children  are  very  interested 
in  and  very  thrilled  about 
their  temporary  playmate. 
When  the  hip  heals  the  deer 
will  be  released. 


John  C.  Foster,  executive  secretary  of  the  South  Dakota 
State  Medical  Association  discusses  the  associations’  exhibit 
on  “Testing  the  Drinking  Driver”  at  the  South  Dakota  State 
Fair. 
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NEWS  NOTES 

Residents  of  Hill  City,  S.  D. 
are  attempting  to  raise  $18, ■■ 
000  to  build  an  office  and 
home  in  order  that  Dr.  A.  B. 
Hesz  may  remain  there.  Be- 
fore he  and  his  wife,  also  a 
doctor  came  to  Hill  City  as 
misplaced  presons,  the  town 
had  been  without  a doctor  for 
several  years. 

# 

^ Drs.  R.  H.  Hayes  and  R.  E. 

'Staais  have  purchased  the 
Nemer  building  on  Main 
street,  Deadwood,  S.  D.  They 
will  remodel  the  lower  floor 
and  use  it  as  a medical  clinic. 
Occupancy  of  the  second 
floor  is  to  remain  the  same. 
Plans  are  to  have  the  clinic 
in  operation  by  the  first  of 
the  year. 

* * * 

Dr.  and  Mrs.  John  E.  Dunn 

recently  celebrated  their  50th 
wedding  anniversary.  Dr. 
Dunn  practiced  medicine  in 
Brown  County  from  1907  to 
1945.  He  came  to  Groton  in 
1915  from  Stratford,  where 
he  and  his  family  made  their 
home  for  a number  of  years. 

After  retiring  from  general 
practice,  he  served  as  med- 
ical consultant  at  the  Vet- 
erans’ Administration  at  Hot 
Springs,  Sioux  Falls  and 
Washington,  D.  C. 

The  past  2V2  years  he  was 
on  the  staff  at  the  Iowa 
Soldiers  Home,  Marshall- 
town, Iowa,  from  which  he 
retired  on  Sept.  1st. 

* Hs  * 

Mrs.  R.  R.  Stevenson, 
widow  of  a prominent  Sioux 
Falls  doctor  who  died  in  1948, 
died  at  her  home  in  Sioux 
Falls.  Dr.  Stevenson  was  an 
eye,  ear,  nose  and  throat 
specialist  in  Sioux  Falls  for 
many  years. 


MEDICAL  SCHOOL 
NEWS  NOTES 

The  School  of  Medical 
Sciences  at  Vermillion  will 
offer  a second  Short  Course 
on  Clinical  Radioisotopes  De- 
cember 13  through  17.  This 
Course  is  offered  primarily 
to  acquaint  the  physician 
with  the  elements  of  physics 
and  chemistry  basic  to  an 
understanding  of  the  clinical 
use  of  radioactive  isotopes.  It 
involves  experimental  and 
clinical  work  with  the  radio- 
active isotope  of  iodine  and 
is  designed  to  meet  the  re- 
quirements of  the  Atomic 
Energy  Commission  for  phys- 
ician-iexperience  in  handling 
isotopes  before  A.E.C.  author- 
ization can  be  requested  for 
diagnostic  use  of  isotopes  in 
private  practice.  More  than 
30  hours  of  work  will  be  pro- 
vided along  with  participa- 
tion in  diagnostic  procedures 
in  at  least  ten  patients. 

There  will  be  a series  of 
seminars  on  the  basic  ana- 
tomy, biochemistry  and  phy- 
siology of  the  thyroid  gland 
and  on  the  medical  and  sur- 
gical management  of  thyroid 
disorders.  Diagnostic  tests 
will  include  thyroid  uptake 
of  Iodine-131,  24  and  48  hour 
urinary  excretion  of  Iodine- 
131,  total  plasma  Iodine-131 
and  plasma  protein-bound 
Iodine-131.  In  addition,  tests 
for  the  estimation  of  blood 
plasma  volume  and  pan- 
creatic function  using  radio- 
iodinated  human  serum  al- 
bumen will  be  discussed  and 
demonstrated. 

The  course  is  open  only  to 
licensed  physicians  and  car- 
ries credit  with  the  American 
Academy  of  General  Prac- 
tice. Inquiry  concerning  ad- 
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vance  registration  should  be 
addressed  to  Dr.  F.  E.  Kelsey, 
Dept,  of  Pharmacology,  Uni- 
versity of  South  Dakota,  Ver- 
million, South  Dakota. 


INFANTILE  PARALYSIS 
FOUNDATION  GRANTS 

The  National  Foundation 
for  Infantile  Paralysis  has 
announced  grants  and  appro- 
priations totaling  $1,372,513 
for  professional  education  in 
selected  fields.  Basil  O’Con- 
nor, National  Foundation 
president,  declared  that  this 
allocation  will  materially 
help  to  train  doctors  and  as- 
sociate medical  personnel 
urgently  needed  for  research 
and  total  patient  care.  The 
shortage  of  doctors,  nurses, 
medical  social  workers  and 
occupational  and  physical 
therapists  threatens  the  ef- 
fective care  of  thousands  of 
patients. 

These  new  awards  bring  a 
total  of  $21,562,456  the  March 
of  Dimes  funds  authorized 
since  1938  for  the  National 
Foundation’s  comprehensive 
program  of  professional  edu- 
cation, the  largest  ever  un- 
dertaken by  a voluntary  a- 
gency.  In  all,  5,334  scholar- 
ships have  been  awarded  by 
the  National  Foundation 
from  1938  through  August 
30,  1955. 

Of  the  total  sum  of  $1,372,- 
513  newly  authorized,  $681,- 
513  was  granted  to  medical 
schools,  universities,  hos- 
pitals and  professional  asso- 
ciations throughout  the  Uni- 
ted States,  and  $691,000  was 
appropriated  for  March  of 
Dimes  fellowships  and 
scholarships. 


you  probably  know  every  answer!) 


I.  Which  is  today’s  most  widely  prescribed  broad-spectrum 
antibiotic? 

A.  ACHROMYCIN  — it’s  first  by  many  thousands  of 
prescriptions. 


What  are  some  of  the  advantages  of  ACHROMYCIN? 

Wide  spectrum  of  effectiveness. 

Rapid  diffusion  and  penetration. 

Negligible  side  effects. 

I.  Exactly  how  broad  is  the  spectrum  of  ACHROMYCIN? 

A.  It  has  proved  effective  against  a wide  variety  of 
infections,  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  and  certain  viruses  and  protozoa. 


In  what  way  are  ACHROMYCIN  Capsules  advantageous? 

For  rapid  and  complete  absorption  they  are  dry-filled, 
! sealed  capsules  (a  Lederle  exclusive!)  No  oils,  no 
j paste ...  tamperproof . 


[[  Who  makes  ACHROMYCIN? 

j It  is  produced  — every  gram  — under  rigid  quality 

control  in  Lederle 's  own  laboratories  and  is  available 
only  under  the  Lederle  label. 


JliUL'Lyj  U UdL 


Hydrochloride 
Tetracycline  HCl  Lederle 


LEDERLE  LABORATORIES  DIVISION  American  C^anamid coMPANV  PEARL  RIVER,  NEW  YORK 
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BOSTON  CLINICAL 
SESSION  EXPECTED  TO 
BE  LARGEST  EVER 

This  year’s  American  Med- 
ical Association  clinical  meet- 
ing in  Boston  Nov.  29  through 
Dec.  2 is  expected  to  be  the 
largest  ever  held,  the  A.M.A. 
has  announced. 

The  postgraduate  educa- 
tion meeting,  aimed  at  help- 
ing to  solve  the  daily  practice 
problems  of  the  family  phys- 
ician, is  expected  to  be  at- 
tended by  some  4,000  per- 
sons, a large  increase  over 
last  year’s  meeting.  About 
200  scientific  papers  and  ex- 
hibits have  been  scheduled 
for  presentation,  according 
to  Dr.  Thomas  G.  Hull,  secre- 
tary of  the  A.M.A.’s  Council 
on  Scientific  Assembly. 

Meetings  will  be  held  in 
Mechanics  Hall  and  at  the 
Statler  Hotel  where  the 
House  of  Delegates,  the 
A.M.A.’s  policy-making  body, 
will  hold  sessions.  Papers 
will  be  given  in  three  lecture 
halls,  offering  the  physician 
a wide  variety  of  choice  in 
subjects. 

This  ninth  clinical  session 
has  been  planned  with  the 
co-operation  of  organized 
medicine  throughout  all  the 
New  England  States.  Area 
medical  societies  have  relin- 
guished  many  meetings  this 
year  in  order  to  give  more 
time  to  the  clinical  session. 
General  chairman  for  the 
meeting  is  Dr.  Frank  P.  Fos- 
ter, and  Dr.  Theodore  L. 
Badger  is  program  chairman. 
Both  are  from  Boston. 

Among  the  100-plus  scien- 
tific exhibits  scheduled  will 
be  displays  on  fractures  and 
deliveries.  The  obstetrical 
section  will  include  manikin 
demonstrations  of  deliveries. 


Leading  surgeons  and  obstet- 
ricians will  be  available  for 
individual  problem  discus- 
sions. 

Closed  circuit  television 
programs,  originating  in  New 
England  Deaconess  hospital, 
will  bring  live  operations  in 
color  to  the  lecture  hall.  The 
program  is  again  being  spon- 
sored by  Smith,  Kline  and 
French  Laboratories  of  Phila- 
delphia. 

More  than  50  motion  pic- 
tures will  be  shown  during 
the  meeting,  in  the  Paul  Re- 
vere Annex  of  Mechanics 
Hall.  A new  medical  film 
will  be  premiered  at  a spec- 
ial program  at  8 p.  m.  Wed- 
nesday, Nov.  30,  in  the  Geor- 
gian Room  of  the  Statler 
Hotel.  Following  the  pre- 
miere will  be  a special  film 
and  discussion  on  Total  Right 
Hepatic  Lobotomy  by  Drs. 
George  T.  Pack  and  Richard 
D.  Brasfield,  Memorial  Hos- 
pital, New  York  City. 

The  technical  exhibit  will 
have  more  than  150  displays 
by  medical  equipment  and 
pharmaceutical  manufac- 
turers, food  processors,  med- 
ical book  publishers  and 
other  commercial  organiza- 
tions. 

The  General  Practitioner 
of  the  Year  will  be  named 
during  the  meeting.  Last  re- 
cipient of  the  award,  chosen 
in  Miami,  was  Dr.  Karl  Pace 
of  Greenville,  S.  C. 

An  entertainment  sidelight 
of  the  meeting  will  be  a 
special  concert  for  registrants 
by  the  Boston  Symphony  on 
Thursday,  Dec.  1.  Tickets 
will  be  given  at  the  registra- 
tion desk  in  Mechanics  Hall, 
courtesy  of  Winthrop 
Stearns,  Inc.,  New  York  phar- 
maceutical house. 


NOTICE 

The  Tenth  Annual  Univer- 
sity of  Florida  Midwinter 
Siminar  in  Ophthalmology 
and  Otolaryngology  will  be 
held  at  the  Sans  Souci  Hotel 
in  Miami  Beach  the  week  of 
January  16th,  1956.  The  lec- 
tures on  Ophthalmology  will 
be  presented  on  January 
16th,  17th,  and  18th  and  those 
on  Otolaryngology  on  Jan- 
uary 19th,  20th,  and  21st.  A 
midweek  feature  will  be  the 
Midwinter  Convention  of  the 
Florida  Society  of  Ophthal- 
mology and  Otolaryngology 
on  Wednesday  afternoon, 
January  18th  to  which  all 
registrants  are  invited.  The 
registrants  and  their  wives 
may  also  attend  the  informal 
banquet  at  8 a.  m.  on  Wed- 
nesday. The  schedule  has 
been  changed  to  provide  a 
maximum  time  for  recreation 
each  afternoon. 

The  Seminar  lecturers  on 
Ophthalmology  this  year  are: 
Dr.  Francis  H.  Adler,  Phila- 
delphia; Dr.  A.  Gerard  De- 
Voe,  New  York;  Dr.  Michael 
J.  Hogan,  San  Francisco;  Dr. 
C.  Wilbur  Rucker,  Rochester, 
Minnesota;  and  Dr.  A.  D. 
Ruedmann,  Detroit,  Mich- 
igan. Those  lecturing  on 
Otolaryngology  are:  Dr. 
Frederick  A.  Figi,  Rochester, 
Minnesota;  Dr.  Lewis  F.  Mor- 
rison, San  Francisco;  Dr. 
Charles  E.  Kinney,  Cleve- 
land; Dr.  John  R.  Lindsay, 
Chicago;  and  Dr.  Bernard  J. 
McMahon,  St.  Louis. 

* * * 


GRADUATE  MEDICAL 
ASSEMBLY  TO  BE  HELD 

The  nineteenth  annual 
meeting  of  The  New  Orleans 
Graduate  Medical  Assembly 
will  be  held  February  27,  28, 
29  and  March  1,  1956,  head- 
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quarters  at  the  Municipal 
Auditorium.  The  following 
is  a list  of  guest  speakers: 

GUEST  SPEAKERS 
ANESTHESIOLOGY 
Philip  D.  Woodbridge,  M.D. 
Greenfield,  Massochusetts 
DERMATOLOGY 
J.  Lowry  Miller,  M.D. 

New  York,  New  York 
GASTROENTEROLOGY 
Franz  J.  Ingelfinger,  M.D. 
Boston,  Massachusetts 
GYNECOLOGY 
John  I.  Brewer,  M.D. 

Chicago,  Illinois 
INTERNAL  MEDICINE 
S.  Gilbert  Blount,  Jr.,  M.D. 
Denver,  Colorado 
INTERNAL  MEDICINE 
Eugene  A.  Stead,  Jr.,  M.D. 
Durham,  North  Carolina 
INTERNAL  MEDICINE 
John  H.  Talbott,  M.D. 

Buffalo,  New  York 

NEUROPSYCHIARTY 
Lawrence  S.  Kubie,  M.D. 

New  York,  New  York 
OBSTETRICS 
Duncan  E.  Reid,  M.D. 

Boston,  Massachusetts 
OPHTHALMOLOGY 
Frank  W.  Newell,  M.D. 

Chicago,  Illinois 
ORTHOPEDIC  SURGERY 
Claude  N.  Lambert,  M.D. 
Chicago,  Illinois 

OTOLARYNGOLOGY 
A.  C.  Hilding,  M.D. 

Duluth,  Minnesota 

PATHOLOGY 
Alan  R.  Moritz,  M.D. 

Cleveland,  Ohio 

PEDIATRICS 
Joseph  A.  Johnston,  M.D. 

Detroit,  Michigan 

RADIOLOGY 
Philip  A.  Hodes,  M.D. 
Philadelphia,  Pennsylvania 
SURGERY 

Arthur  H.  Blakemore,  M.D. 

New  York,  New  York 

SURGERY 

Charles  G.  Child,  III,  M.D. 
Boston,  Massachusetts 
UROLOGY 
Rubin  H.  Flocks,  M.D. 

Iowa  City,  Iowa 


1956  MISSISSIPPI 
VALLEY  MEDICAL 
SOCIETY  ESSAY 
CONTEST 

The  attention  of  physician 
medical  writers  is  called  to 
the  Mississippi  Valley  Med- 
ical Society  Annual  Essay 
Contest.  Any  subject  of  gen- 


eral medical  or  surgical  in- 
terest including  medical  eco- 
nomics and  education  may  be 
submitted,  providing  the 
paper  is  unpublished  and  is 
of  interest  and  applicable 
value  to  general  practitioners 
of  medicine.  Contributions 
are  accepted  only  from  phys- 
icians who  are  members  of 
the  American  Medical  Asso- 
ciation and  who  are  residents 
and  citizens  of  the  United 
States.  Manuscripts  must  not 
exceed  5000  words  and  be 
submitted  in  five  complete 
copies,  in  manuscript  style. 
The  winning  essay  receives  a 
cash  prize  of  $100.00,  gold 
medal,  and  a certificate,  also 
an  invitation  to  address  the 
annual  meeting  of  the  Missis- 
sippi Valley  Medical  Society, 
which  is  held  at  the  same 
time  and  place  as  the  annual 
meeting  of  the  American 
Medical  Writers’  Association 
(1956  meeting.  Hotel  Mor- 
rison, Chicago,  Sept.  26,  27, 
28.)  The  Society  may  also 
award  certificates  of  merit  to 
physicians  whose  essays  rate 
second  and  third  best.  Essays 
must  be  in  the  office  of  the 
Secretary  of  the  M.V.M.S. 
not  later  than  May  1,  1956. 
Winning  essays  are  published 
each  year  in  the  January 
number  of  the  Mississippi 
Valley  Medical  Journal 
(Quincy,  111).  Further  details 
may  be  secured  from  the 
Mississippi  Valley  Medical 
Society,  Harold  Swanberg, 
B.S.,  M.D.,  F.A.C.P.,  Secre- 
tary, 209-224  W.C.U.  Build- 
ing, Quincy,  111. 


SECTIONAL  MEETINGS 
FOR  1956 

The  medical  profession  at 
large  is  invited  to  attend  any 
of  six  Sectional  Meetings  of 
the  American  College  of  Sur- 
geons, to  be  held  in  cities 
throughout  the  United  States 
and  Canada  during  1956. 
Meeting  cities  are  JACK- 
SONVILLE, FLORIDA,  Jan- 
uary 16-18;PHILADELPHIA, 
PENNSYLVANIA,  February 
13-16;  MILWAUKEE,  WIS- 
CONSIN, February  27-29; 
COLORADO  SPRINGS, 
COLORADO,  March  5-7; 
LITTLE  ROCK  ARKANSAS, 
March  12-13;  EDMONTON, 
ALBERTA,April  23-25. 

These  meetings,  like  the 
five-day  annual  Clinical  Con- 
gress, are  designed  for  the 
purpose  of  disseminating  in- 
formation about  new  methods 
and  therapies.  In  these  pro- 
grams the  College  draws  on 
surgeons  of  outstanding 
ability,  acting  as  teachers,  to 
focus  attention  on  problems 
encountered  in  day-to-day 
practice.  Panels,  symposia, 
papers  and  medical  motion 
pictures  of  greatest  value  to 
doctors  practicing  in  the  area 
are  presented.  What  the  sur- 
geons want,  and  whom  they 
want  to  hear  determines  the 
program,  for  these  meetings 
are  planned  by  Local  Com- 
mittees and  aided  by  the 
College.  Attendance  at  these 
Sectional  Meetings  grows 
each  year,  an  indication  of 
the  modern  surgeon’s  desire 
to  keep  informed. 

Further  information  may 
be  obtained  from  Dr.  H. 
Prather  Saunders,  Associate 
Director,  American  College 
of  Surgeons,  40  East  Erie 
Street,  Chicago  11,  Illinois. 
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AMERICAN  MEDICAL 
WRITERS'  ASSOCIATION 
ELECTS  1956  OFFICERS 

At  the  12th  Annual  Meet- 
ing of  the  American  Medical 
Writers’  Association  held  at 
St.  Louis  last  September,  the 
following  officers  were  elec- 
ted for  1956:  President-Elect, 
Dean  F.  Smiley,  M.D., 
Chicago,  Editor,  Journal  of 
Medical  Education;  1st  Vice 
President,  Russell  L.  Cecil, 
M.D.,  New  York,  Emeritus 
Prof,  of  Medicine,  Cornell 
University;  2nd  Vice-Presi- 
dent, Austin  Smith,  M.D., 
Chicago,  Editor  of  the  J.A.- 
M.A.;  Editor,  Charles  E. 
Lyght,  M.D.,  Rahway,  N.  J., 
Assoc.  Medical  Director, 
Merck  & Co.,  Inc.,  (re-elec- 


ted); Accounting  Officer, 
Kenneth  H.  Schepp,  M.D., 
Springfield,  111.,  Former 
Editor,  Bulletin,  Sangamon 
County  Medical  Society  (111.); 
Secretary-Treasurer,  Harold 
Swanberg,  M.D.,  Quincy,  111., 
Editor,  Mississippi  Valley 
Medical  Journal  & Radio- 
logic  Review  (re-elected).  The 
following  directors  were  elec- 
ted to  serve  for  2 years;  Wal- 
lace Marshall,  M.D.,  Two 
Rivers,  Wis.;  J.  P.  Gray, 
M.D.,  Detroit;  Rose  M.  Sch- 
weitezer,  A.M.,  New  York; 
Don  C.  Lyons,  D.D.S.,  Jack- 
son,  Mich.;  Sylvia  S.  Covet, 
B.A.,  Minneapolis.  The  1956 
President  is  Richard  M.  He- 
witt, M.D.,  Rochester,  Minn., 
Assoc.  Prof,  of  Medical  Lit- 
erature, Mayo  Foundation, 


University  of  Minnesota. 

The  Association  has  had  a 
very  successful  year,  is  in 
good  financial  condition,  and 
its  rapid  growth  continues, 
(over  800  members).  The 
1956,  Thirteenth  Annual 
Meeting,  including  a Work- 
shop on  Medical  Writing,  will 
be  held  at  the  Hotel  Morri- 
son, Chicago,  Sept.  28-29,  dur- 
ing the  21st  annual  meeting 
of  the  Mississippi  Valley 
Medical  Society  at  the  same 
hotel. 

(An  application  blank  for 
A.M.W.A.  membership  is  en- 
closed for  any  member  of 
your  publication  who  may 
wish  to  affiliate  himself  with 
this  non-profit,  tax  exempt, 
non-salaried  officers,  organ- 
ization). 


Bronchial 

Philadelphia  1,  Pa. 

Division  of  Merck  & Co..  Inc.  Inflammatory  skin  conditi* 
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SECTION 


HAROLD  S.  BAILEY,  PH.D. 
EDITOR 

Division  of  Pharmacy 
College  Station,  South  Dakota 
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HOW  A NEW  PRODUCT  IS  BORN* 
Paul  C.  Wieseman** 


The  story  of  the  development  of  a new 
product  is  unknown  to  most  people.  Un- 
fortunately, it  is  a very  complex  subject;  how- 
ever, one  which  you,  as  retail  pharmacists, 
should  understand. 

Today  we  have  a professional  problem  con- 
cerning the  cost  of  medical  care.  Much  erron- 
ious  information  has  led  the  public  to  believe 
that  the  price  of  our  newer  drugs  is  higher 
than  it  should  be. 

Here  is  an  example  which  will  show  how 
the  public  arrived  at  this  erronious  con- 
clusion. A person  who  brought  a prescription 
into  your  store  — an  older  individual  — not 
too  many  years  ago  had  the  experience  of 
being  charged  fifty  cents,  seventy-five  cents 
or  at  the  most  maybe  a dollar  for  that  pre- 
scription. Now,  it  doesn’t  matter  whether  the 
prescription  cured  the  illness  or  did  not  alter 
the  course  of  the  disease.  The  prices  of  those 
prescriptions  are  remembered.  Today,  how- 
ever, the  prescription  which  costs  only  a 
dollar  is,  I believe,  a rarity. 

I was  told  that  one  of  the  young  women  in 
our  laboratory  office  went  into  a drug  store  a 
short  time  ago  with  a prescription  for  one  of 
the  modern  drugs.  The  cost  of  the  filled  pre- 
scription was  sixteen  dollars.  She  naturally 
raised  the  question  as  to  why  that  prescrip- 
tion should  cost  so  much.  Fortunately,  be- 
cause of  her  associations  in  the  laboratory 
office,  she  knew  some  of  the  facts  about  the 
development  and  production  of  new  drugs 
and  was  not  too  dismayed  when  the  druggist 
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gave  her  an  explanation.  I hope  this  morning 
to  give  you  enough  background  on  new  drug 
development  to  enable  you  to  answer  the 
customer  complaints  about  the  high  cost  of 
today’s  medication. 

I am  not  going  to  burden  you  at  this  point 
with  a great  deal  of  discussion  about  organic 
chemistry.  However,  I would  like  to  mention 
this  important  fact  concerning  organic  re- 
search. Undoubtedly,  from  your  college  cour- 
ses you  remember  that  there  are  two  main 
types  of  research  — pure  research  and  direc- 
ted research.  In  pure  research  the  chemist  or 
any  other  scientist  is  furnished  with  a labora- 
tory, apparatus  and  chemicals  and  allowed  to 
investigate  any  problem  he  so  desires.  That 
individual  may  work  25  years  — he  may  work 
a life  time  and  may  never  discover  anything 
that  is  of  value  to  his  employer.  Sometime 
in  the  future,  the  things  he  has  developed 
might  be  of  value  — might  be.  The  shelves 
of  many  laboratories  are  filled  with  chemical 
developments  for  which  no  one  has  found 
any  use. 

To  illustrate  this,  some  years  ago  a chem- 
ical manufacturer  supplied  pharmaceutical 
concerns  and  other  users  of  chemicals  with 
two  books  containing  hundreds  of  chemical 
compounds  in  the  hope  that  there  was  some- 
thing in  those  listings  which  might  be  of 
value  or  use.  Yes,  the  laboratory  shelves  are 
full  of  many  organic  chemicals  which  cannot 
be  used  at  this  time.  That  is  one  of  the  re- 
sults of  pure  research. 

There  are  very  few  companies  who  can  in- 
dulge in  pure  research.  The  reason  being,  of 
course,  that  it  takes  money.  The  salary  for 
the  researcher  must  be  paid.  The  rental  value 
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of  the  space  which  he  is  occupying  must  be 
supplied  from  some  source.  The  equipment 
which  he  accidentally  breaks  and  the  chem- 
icals that  he  uses  must  be  supplied  with  no 
guarantee  in  this  field  of  pure  research  for 
anything  of  value  resulting  from  the  invest- 
ment or  any  return  back  to  the  company. 

In  contrast  to  pure  research,  directed  re- 
search always  has  an  objective.  In  pharma- 
ceutical research,  for  example,  we  may  de- 
cide we  want  a certain  preparation  or  a 
definite  type  of  product  and  everything  done 
in  the  laboratory  is  directed  toward  achiev- 
ing that  goal,  making  item.  Upon  com- 
pletion of  the  research,  we  have  a preparation 
or  a chemical  which  can  be  placed  on  the 
market.  The  product  of  the  research  has 
some  value  and  will  return  money  to  the 
corporation  which  can  be  used  again  in 
further  research.  Practically  all  pharmaceu- 
tical research  is  of  the  directed  type.  Phar- 
maceutical companies  do  not  have  the  money 
to  spend  for  pure  research.  Pharmaceutical 
research  must  be  directed  to  yield  a product, 
preparation  or  chemical  which  can  be  mer- 
chandised and  create  a return  for  the  money 
invested  in  research. 

Product  Development 
Most  companies  follow  a general  arrange- 
ment of  research  in  product  development.  Be- 
cause of  my  familiarity  and  particular  in- 
terests, what  follows  must  be  the  methods  of 
operation  of  the  Norwich  Pharmacal  Com- 
pany and  Eaton  Laboratories.  In  general,  the 
outline  is  quite  similar  from  one  company  to 
another.  There  may  be  some  variation,  how- 
ever, depending  upon  the  particular  field  of 
investigation  and  type  of  products  manufac- 
tured by  the  company.  ■ 

Let  us  suppose  that  the  organic  chemical 
laboratory  has  developed  a new  chemical 
compound.  Since  our  primary  interest  at 
Eaton  Laboratories  has  been  concerned  with 
the  development  of  antibacterials,  a sample 
of  the  chemical  is  immediately  sent  to  the 
bacteriology  laboratory  for  quick  screening. 
The  screening  determines  whether  or  not  that 
compound  has  bactericidal  activity.  If  the 
compound  does  not  have  any  activity,  it  will 
be  set  aside.  Before  nitrofurazone,  or  Furacin 
as  you  know  it  in  the  drugstore,  was  de- 
veloped, approximately  three  hundred  dif- 
ferent organic  chemicals  were  synthesized, 
purified  and  tested  bacteriologically. 


Upon  completion  of  this  initial  screening  by 
the  bacteriology  department  and  assuming 
the  chemical  shows  promise  as  an  antiseptic, 
additional  quantities  are  prepared  for  further 
testing.  Samples  are  sent  again  to  bacteriology, 
as  well  as  the  pharmacology,  biochemistry, 
physical  chemistry  and  microanalytical  chem- 
istry departments  where  a tremendous 
amount  of  research  is  conducted  on  the 
properties  and  activity  of  the  compound. 

The  bacteriology  department  conducts  an 
extensive  screening  operation  in  order  to 
obtain  answers  to  many  questions.  It  is  neces- 
sary to  know  exactly  what  types  of  organisms 
the  material  is  effective  against.  Does  it  have 
a wide  spectrum  or  a very  narrow  spectrum 
of  activity?  It  is  possible  that  a chemical 
might  have  an  action  against  a single  bac- 
teria. In  that  instance  the  product  could  be 
just  as  valuable  as  a chemical  which  had  a 
wide  spectrum  of  activity.  For  example,  I 
think  you  can  see  the  value  of  a compound 
which  showed  a specificity  for  destroying  the 
tuberculosis  organism. 

While  the  bacteriology  laboratory  is  con- 
ducting this  intensified  program,  the  phar- 
macology department  is  determining  the 
toxicity  of  the  compound.  Remember  this 
compound  is  new.  Nobody  knows  anything 
about  it.  Nobody  has  ever  made  it  before.  The 
researcher  must  himself  find  out  all  the  neces- 
sary information  about  that  chemical. 

From  the  biochemical  laboratory,  informa- 
tion as  to  how  this  material  is  utilized  in  the 
body  must  be  determined.  If  it  is  taken  in- 
ternally, how  is  it  excreted?  It  is  also  neces- 
sary to  determine  how  much  is  excreted.  For 
example,  if  a test  animal  ingests  0.1  Gm.,  is 
0.1  Gm.  excreted?  If  it  isn’t,  what  happened 
to  the  rest  of  it?  Is  it  excreted  as  the  original 
chemical?  Or  during  the  process  of  passing 
through  the  intestinal  tract  has  that  chemical 
been  adsorbed  or  absorbed?  Has  it  been 
metabolized?  If  so,  what  are  the  end  products 
eliminated  from  the  organism?  Is  there  any 
depot  action  in  the  body?  Does  it  accumu- 
late in  any  one  organ  of  the  body?  All  of 
these  questions  and  others  must  be  answered 
in  order  to  know  if  the  compound  can  safely 
be  administered  as  a drug. 

While  all  of  this  work  is  proceeding,  the 
physical  chemist  is  determining  methods  of 
analysis  for  purity  as  well  as  quantity  of  the 
chemical  in  preparations.  The  physical  chem- 
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ical  methods  are  in  many  cases  an  improve- 
ment over  the  standard  gravimetric  and  volu- 
metric methods  and  have  accelerated  analy- 
tical procedures  tremendously.  As  an  illus- 
tration, years  ago  the  quality  control  method 
for  the  bismuth  content  of  Pepto-Bismol  re- 
quired as  overnight  evaporation  in  a 100°C. 
oven  and  then  about  five  hours  of  work  the 
next  day  by  a chemist  to  complete  the  analy- 
sis. Recently,  a revised  spectrophotometric 
method  was  developed  by  which  a complete 
analysis  can  be  accomplished  in  about  20 
minutes.  There  is  a problem  of  economics  in- 
volved. When  four  or  five  batches  of  a thous- 
and gallons  each  are  being  prepared  every 
day,  a shorter  time  for  laboratory  analysis  is 
a considerable  saving. 

The  physical  chemist  must  have  a great 
deal  of  ingenuity  and  a thorough  knowledge 
of  organic  chemistry  in  order  to  develop  the 
proper  analytical  method  for  this  new  organic 
chemical.  However,  not  only  must  he  develop 
the  analytical  method,  but  he  must  be  certain 
that  analytical  method  is  specific  for  that 
particular  compound. 

While  these  investigations  are  being  con- 
ducted, the  mirochemical  division  is  determin- 
ing physical  constants  on  the  compound. 
Constants  which  are  used  to  determine  the 
molecular  arrangement  and  molecular  com- 
ponents. 

Now  what  happens  to  all  this  information? 
The  investigations  are  not  completed  in  a 
week  or  in  two  weeks,  sometimes  these  types 
of  investigation  may  require  several  years. 
This  is  true  because  we  have  to  be  certain 
when  the  work  is  done  that,  from  the  animal 
standpoint  at  least,  we  know  absolutely  all 
there  is  to  know  about  that  new  chemical. 
When  the  work  is  completed,  however,  it  is 
compiled  and  turned  over  to  the  medical  de- 
partment. The  medical  department  is  the 
group  which  surveys  and  evaluates  the  find- 
ings of  all  these  other  laboratories.  Then  fin- 
ally the  pharmacist  is  called  in  and  the  form 
in  which  the  final  product  is  to  go  on  the 
market  is  discussed. 

Let  us  suppose  that  the  medical  department 
has  decided  that  this  chemical  should  be 
marketed  as  a tablet.  No  one  knows  whether 
or  not  a tablet  can  be  made  out  of  the  new 
chemical.  So  the  pharmacist  must  discuss 
dosage,  frequency  of  dosage  and  type  of 
tablet  (whether  it  is  to  be  coated  or  a plain 


tablet  and  if  it  is  coated,  what  type  of  coating 
should  be  made).  At  this  point  the  research 
pharmacist  goes  into  the  laboratory  and  starts 
compounding.  Many  problems  of  a pharma- 
ceutical nature  must  sometimes  be  solved  in 
order  to  make  that  tablet.  For  example,  the 
chemical  can  be  extremely  fluffy  so  that  in 
trying  to  compress  a tablet  enough  chemical 
cannot  be  placed  in  the  machine  to  form  the 
proper  size  tablet.  The  organic  chemical 
might  have  some  physical  characteristics  such 
as  stickiness  which  would  mean  that  the 
amount  of  diluent  to  overcome  that  stickiness 
would  be  abnormal.  Even  though  the  dosage 
of  the  chemical  itself  might  be  50  miligrams 
or  100  miligrams,  1 or  2 grams  of  diluent 
might  have  to  be  added  to  overcome  the 
stickiness.  A tablet  that  size  would  be  out  of 
the  question,  of  course.  Also,  a patient  would 
not  want  to  take  4,  5,  or  6 tablets  in  order  to 
get  one  dose  of  the  medicine. 

There  might  be  other  characteristics  which 
would  lend  to  a compounding  problem.  For 
example,  some  chemicals  are  adversely  af- 
fected by  light  or  adversely  affected  by  con- 
tact with  the  air.  The  pharmacist  must  find 
out  these  characteristics  in  his  original  com- 
pounding. 

After  these  experiments  have  been  per- 
formed, the  pharmacist  reports  back  to  the 
medical  department.  The  results  of  his  re- 
search indicate  either  that  a tablet  can  be 
made  or  not.  If  the  answer  is  no,  then  the 
medical  department  must  reconsider  the  data 
concerning  this  particular  chemical  and  de- 
cide on  a different  form  of  medication.  When 
the  decision  has  been  made,  the  pharmacist  is 
on  his  own.  It  is  at  this  point  that  the  art  of 
pharmacy  applies.  Remember  again  that  this 
chemical  is  entirely  new.  The  pharmacist  is 
trying  to  develop  a preparation,  using  this 
new  organic  chemical,  which  is  going  to  be  a 
different  type  of  preparation.  In  this  venture, 
the  pharmacist  has  the  whole  wide  world  to 
draw  upon  as  well  as  his  imagination  and 
ingenuity.  What  is  accomplished  at  that 
laboratory  bench  very  largely  decides  what 
will  happen  to  that  product  on  your  store 
shelf.  Because  of  this,  the  pharmacist  must 
have  a very  wide  knowledge  of  available  raw 
materials  and  accessory  materials  which  are 
used  in  making  the  finished  preparations. 
The  pharmacist  must  also  have  imagination. 
Yes,  he  must  have  the  ability  to  make  a mix- 
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ture  at  the  laboratory  bench  and  then  stand 
beside  himself,  as  it  were,  look  at  it  and  say, 
“If  that  preparation  was  on  the  drug  store 
shelf,  would  I go  in  and  buy  it?”  It  is  sur- 
prising how  often  the  answer  is  no.  So  then 
sample  after  sample  after  sample  must  be 
made  until  finally  the  pharmacist  can  say 
with  firm  conviction  “Yes,  I would  go  into 
the  drug  store  and  buy  that  preparation  if  it 
were  up  for  sale.” 

How  long  does  all  of  this  research  on  a new 
formulation  take  in  the  pharmacy  laboratory? 
You  may  be  surprised  to  know  that  such  re- 
search takes  months  and  sometimes  years. 
As  an  illustration,  I would  like  to  take  one 
of  our  products,  Pepto  Bismol.  Years  ago  we 
used  tragacanth  as  the  suspending  medium. 
We  were  warned  by  the  suppliers  that  we 
should  be  prepared  for  a cutting  off  of  sup- 
plies of  tragacanth  on  a moment’s  notice  be- 
cause of  political  activity  in  some  of  the  Asian 
countries.  Since  we  did  not  want  to  be  faced 
with  discontinuance  of  an  extremely  popular 
product,  we  put  one  of  our  men  to  work  re- 
vising the  formula.  He  worked  for  V-k  years 
in  the  laboratory  developing  the  formula 
which  is  now  on  the  market.  As  frequently 
happens  when  a product  is  changed  from 
laboratory  to  plant  production,  additional 
problems  were  enountered.  The  same  re- 
searcher worked  one  solid  year  additional  in 
the  plant  in  order  that  the  manufacturing 
operation  would  work  smoothly.  Three  and 
one  half  years  of  work  on  one  problem. 

Clinical  Evaluation 

When  the  pharmacist  has  finished  his  re- 
search, the  next  step  in  the  development  of 
the  product  is  clinical  evaluation.  Contrary 
to  the  concept  which  many  people  have,  clin- 
ical evaluation  is  not  conducted  by  selecting 
one  or  two  dozen  doctors  at  random  and  ask- 
ing these  doctors  to  test  the  product  on  their 
patients.  The  specifications  written  in  the 
regulations  for  clinical  evaluation  are  very 
definite.  For  example,  the  physician  who 
runs  a clinical  test  must  be  a recognized 
authority  in  his  field.  He  must  have  certain 
qualifications  so  far  as  patient  panel  is  con- 
cerned. That  is,  he  must  be  connected  with  a 
clinic  or  a hospital.  Then,  he  has  a definite 
panel  of  patients  coming  in  which  he  can  use 
in  this  evaluation.  In  addition  to  that,  he 
must  have  a certain  type  of  office  force  for 
the  record  keeping  that  is  necessary.  He  him- 


self must  be  available  for  the  examination  of 
these  patients  and  to  check  their  reactions  to 
the  drug. 

Clinical  evaluation  is  a very  expensive  part 
of  the  development  of  any  new  medicine.  The 
evaluators  have  all  of  the  expenses  of  their 
office  help  and  frequently  they  must  pay  a 
hospital  or  a clinic  for  the  facilities  they  use. 
Then,  of  course,  their  professional  time  also 
must  be  included. 

Now  you  can  see  that  there  is  a great  deal 
of  risk  involved  in  the  development  of  a new 
drug  product.  We  do  not  know  until  the  last 
day  of  a clinical  evaluation  whether  the  prod- 
ut  is  of  any  value  or  whether  it  is  worthless. 
Remember  at  that  point  all  of  the  develop- 
ment of  the  chemical  itself,  all  of  the  labora- 
tory testing,  all  of  the  development  of  the 
finished  preparation,  all  of  the  clinical  testing 
which  may  take  1,  2 or  3 years  may  be  worth- 
less. Then  we  must  start  all  over  again. 

Why  do  some  medicines  cost  so  much? 
Nobody  subsidizes  the  pharmaceutical  manu- 
facturer. Every  bit  of  profit  he  obtains  from 
what  he  sells  must  come  from  what  he  sells. 
Consequently,  the  research  on  the  items 
which  are  valueless  must  be  supported  by  the 
preparation  that  is  successful.  No  manufac- 
turer is  optimistic  enough  to  say,  “Oh  well. 
I’ll  just  forget  that  one.”  During  the  period 
of  time  which  has  elapsed  from  the  original 
concept  through  to  the  finish  of  clinical  test- 
ing all  of  the  people  involved  have  had  to  be 
paid  and  they  have  been  paid.  The  manufac- 
turer also  has  expenses  in  the  plant  for  the 
laboratory,  for  equipment  and  for  materials. 
He  has  overhead  to  pay  and  incidently  all 
laboratory  personnel  is  overhead.  They  don’t 
produce  anything.  It  is  a very  hard  point  to 
realize  sometimes,  but  laboratory  personnel 
are  not  producers  in  the  sense  that  they  are 
manufacturing  a material  which  can  be  sold 
or  which  is  sold.  Therefore,  the  next  product 
which  is  perfected  and  is  successful  must  bear 
the  expense  for  the  product  which  is  not  suc- 
cessful. 

Now,  you  have  seen  a new  pharmaceutical 
preparation  introduced  on  the  market  which 
was  quite  expensive.  Perhaps,  a year  later 
the  cost  of  that  preparation  was  reduced.  You 
may  have  wondered  why.  There  are,  of 
course,  a number  of  answers  to  this  question. 
First,  as  the  product  received  better  accept- 
ance in  the  field,  the  preparation  could  be 
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made  in  larger  size  lots.  For  instance,  let  us 
suppose  a preparation  was  made  in  100  gallon 
units  and  it  was  sold  in  a very  small  package. 
A hundred  gallons  would  make  a good  many 
packages.  Suppose,  as  that  product  increased 
in  sales,  we  could  make  500  gallons.  Now  a 
processor  can  make  500  gallons  or  he  can 
make  a thousand  gallons  in  about  the  time 
that  5 gallons  could  be  made.  The  labor  in- 
volved, therefore,  in  making  larger  batches  is 
cut  considerably.  In  making  a 500  gallon  lot 
instead  of  making  5-100  gallon  lots,  we  have 
cut  by  one-fifth  the  laboratory  expenditure. 
That  is  we  only  have  one  analysis  instead  of 
five.  Office  work  has  been  reduced  tremen- 
dously. Only  one  packing  order  is  necessary, 
and  only  one  printing  of  labels  for  control 
purposes  need  be  made.  All  the  way  down 
the  line  costs  have  been  reduced.  This  is  fre- 
quently reflected  in  a reduction  in  price  of 
the  product. 

The  second  consideration  which  can  result 
in  a reduced  price  is  also  partially  dependent 
upon  sales.  Suppose  that  a chemical  suddenly 
has  increased  use.  Instead  of  making  that 
organic  chemical  in  1 lb.  or  5 lb.  batches  it 
can  be  made  in  100  or  500  lb.  batches.  Again 
labor  costs  are  cut  and  the  cost  of  the  finished 
product  is  cut.  Frequently,  in  organic  chem- 
istry short  cuts  are  found  which  can  be  insti- 
tuted in  making  larger  batches.  As  an  illus- 
stration,  we  are  presently  working  on  a con- 
tinuous nitration  process  for  making  Furacin. 
The  process  isn’t  perfected  as  yet  but  perhaps 
someday  it  will  be.  If  that  process  can  be  in- 
stituted, a batch  process  at  that  particular 
point  can  be  replaced  by  a continuous  pro- 
cess and  time  will  be  cut  tremendously.  Un- 
fortunately, in  this  particular  instance  price 
would  not  be  affected  very  much  because  of 
other  factors  involved  in  the  manufacture  it- 
self. 

FDA  Approval 

Before  the  new  drug  can  be  marketed,  all 
of  the  laboratory  and  clinical  evaluation  must 
be  compiled  and  sent  as  a new  drug  applica- 
tion to  the  Food  and  Drug  Administration. 
The  responsibility  for  filing  a new  drug  ap- 
plication rests  with  the  manufacturer.  How- 
ever, no  manufacturer  would  introduce  a 
preparation  containing  a new  organic  chem- 


ical unless  he  did  file  a new  drug  application. 
Any  such  product  being  marketed  is  limited 
to  prescription  use  until  it  has  been  proven 
safe  and  effective  within  the  meaning  of  the 
Food  and  Drug  Administration  Standards. 
Perhaps  at  a later  date  that  material  might 
be  permitted  for  over  the  counter  sale.  When 
first  introduced,  however,  it  must  be  a pres- 
cription item. 

The  compiling  of  these  new  drug  applica- 
tions is  not  a small  task.  The  amount  of  in- 
formation submitted  is  just  tremendous. 
Some  applications  go  to  Washington  that  are 
made  up  of  two  and  three  books.  The  infor- 
mation that  is  submitted  must  consist  of 
everything  right  straight  down  the  line  from 
the  original  material  to  the  finished  package. 
Samples  of  the  finished  package  as  it  is  going 
to  be  put  on  the  marked  are  also  submitted. 
Frequently,  the  Food  and  Drug  people  will 
ask  the  manufacturer  for  additional  informa- 
tion on  some  particular  phase  of  the  product 
which  is  submitted. 

I would  like  to  mention  that  the  Food  and 
Drug  Administration  does  not  approve  any 
drug.  They  simply  do  not  say  anything  or 
they  disapprove  the  drug.  After  a certain  ' 
elapsed  period  of  time  the  manufacturer  is  ^ 
permitted  to  proceed  and  put  the  item  on  the 
market. 

Up  to  this  point  we  have  discussed  new 
organic  chemicals.  Very  obviously  not  all 
pharmaceutical  research  has  to  do  with  new 
organic  chemicals.  A great  deal  of  research 
work  is  also  carried  out  on  existing,  well- 
known  materials,  or  materials  which  have 
been  examined  by  the  Food  and  Drug  Admin- 
istration and  approved  for  general  medicinal 
use. 

That  is  the  story  of  the  development  of  new 
drug  products.  A new  product  is  born  be- 
cause of  the  imaginative  mind  of  the  re- 
searcher as  well  as  the  team-like  cooperation 
of  many  scientists  • — pharmacists,  physicians, 
pharmacologists,  bacteriologists,  chemists  and 
many  others. 

The  goal  of  the  pharmaceutical  industry 
will  continue  to  be  the  improvement  of  the 
public  health  through  better  medication  at 
the  lowest  possible  cost  to  the  patient. 
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NIPHYLLINE 

Description:  An  oral  vasodilator.  Tablets  con- 
taining Neothylline  (Dihydroxpropyl  Theo- 
phylline 100  mg.,  and  Pentaerythritol  Tetra- 
nitrate,  10  mg. 

Indications:  Angina  pectoris,  asthma,  cardiac 
dyspnea  and  diuresis. 

Dosage:  Adult  — 1 or  2 tablets,  3 or  4 times 
daily. 

How  supplied:  Bottles  of  100  and  1000. 

Source:  Paul  Maney  Laboratories,  Cedar 
Rapids. 

V-CILLIN 

Description:  A new  form  of  penicillin  (Peni- 
cillin V),  phenoxymethyl-penicillin,  highly 
stable  in  stomach  acids. 

Because  ‘V-Cillin’  is  highly  stable  in  the 
stomach  acids,  more  of  it  is  made  available 
for  absorption.  Thus,  the  clinical  trials 
show  therapeutic  concentrations  of  ‘V- 
Cillin’  in  the  blood  are  not  only  higher  but 
are  achieved  more  rapidly  and  are  more 
prolonged  than  those  of  penicillin — G. 

Indications:  ‘V-Cillin’  is  indicated  for  treat- 
ment of  infections  caused  by  penicillin- 
sensitive  organisms,  such  as  streptococci, 
staphylococci,  pneumococci,  and  gonococci. 
It  is  also  given  to  prevent  secondary  infec- 
tions and  streptococcus  infections  in  pa- 
tients with  history  of  rheumatic  fever. 

Concentrations  of  ‘V-Cillin’  found  in  the 
urine  are  twice  as  high  as  those  observed 
for  penicillin — G. 

Dosage:  The  stability  of  ‘V-Cillin’  in  the  stom- 
ach acids  enables  the  physician  to  set  dos- 
age schedules  without  regard  to  mealtimes, 
although  higher  blood  levels  are  achieved 
more  quickly  when  the  stomach  is  rela- 
tively empty. 


The  recommended  dosage  is  one  or  two 
pulvules  every  four  hours.  Each  of  the 
green  and  gray  parabolic  capsules  contains 
125  mg.  (200,000  units). 

How  supplied:  They  are  available  in  bottles 
of  fifty. 

Source:  Eli  Lilly. 

'TABLOID'  BRAND  DIGOXIN  0.5  MG. 

New  Dosage  Form 

Description:  Each  tablet  of  this  new  strength 
contains  0.5  mg.  of  Digoxin.  The  tablets  are 
scored  and  light  green  in  color. 

Action:  The  pharmacological  effect  of  Di- 
goxin is  the  same  as  that  of  digitalis  leaf. 
The  distinction  of  Digoxin  is  in  its  rapid 
elimination,  a factor  which  provides  a sig- 
nificant margin  of  safety. 

Indications:  Any  condition  for  which  digitalis 
is  indicated.  The  principal  indications  being 
cardiac  decompensation  and  the  cardiac 
arrhythmias. 

The  new  strength  offers  both  economy 
and  convenience  for  the  patient  requiring 
more  than  0.25  mg.  per  day  for  mainten- 
ance. 

Dosage:  Complete  information  on  dosage, 
available  on  request. 

How  supplied:  Bottles  of  100  and  1000. 

Source:  Burroughs  Wellcome. 

DIGOXIN  ELIXIR  PEDIATRIC 

Description:  Each  cc.  contains  0.05  mg.  of 
Digoxin  in  a readily  accepted  lime  flavored 
solution  which  is  light  green  in  color. 

Indications:  Any  conditions  in  infants  and 
children  for  which  digitalis  is  indicated, 
the  principal  indications  being  cardiac  de- 
compensation and  the  cardiac  arrhythmias. 

Dosage:  The  usual  range  of  dosage  for  digital- 
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izing  children  is  0.03  to  0.05  mg.  per  pound 
of  body  weight,  given  orally  over  a twenty- 
four  hour  period.  It  is  recommended  that 
the  calculated  dose  be  divided  into  three 
equal  parts  and  given  at  six-hour  intervals. 
A further  dose  may  be  given  six  hours  after 
the  last,  if  necessary.  The  maintenance 
dose  is  usually  20  to  40%  of  the  total  digital- 
izing dose  or  approximately  0.01  mg.  per 
pound  and  is  given  as  a single  or  divided 
dose,  according  to  the  patient’s  response. 

How  Supplied:  Bottles  of  2 fl.  oz.  A dropper, 
calibrated  to  1.0  cc.  in  graduations  of  0.02 
cc.,  is  packed  with  each  bottle  of  Digoxin 
Elixir  Pediatric. 

Source;  Burroughs  Wellcome. 

LOTUSATE 

Composliion;  Lotusate  (Talbutal,  Winthrop) 
is  5“allyl-5-sec.-butylbarbituric  acid. 

Action  and  Uses:  Lotusate  is  an  effective  and 
relatively  safe  hypnotic  and  sedative  with 
little  tendency  to  after  effects  such  as  hang- 
over, drowsiness  or  headache.  It  has  a high 
therapeutic  index  and  a low  incidence  of 
minor  side  effects.  Following  the  oral  ad- 
ministration. of  120  mg.,  normal  physiologic 
sleep  occurs  in  from  fifteen  to  thirty 
minutes  and  lasts  from  six  to  eight  hours. 

As  a hypnotic,  for  patients  with  insomia 
or  psychosis.  As  a sedative,  in  tension  and 
anxiety  states,  neurasthenia,  hysteria,  alco- 
holism, delirium  tremens,  mild  psychosis; 
hypertension,  cardiovascular  failure,  cor- 
onary disease  or  angina  pectoris;  cardio- 
spasm, peptic  ulcer,  pylorospasm,  irritable 
colon;  hyperthyroidism,  nervous  symptoms 
of  the  menopause;  and  before  and  after  sur- 
gical operations. 

Administration;  Hypnotic  dose;  The  full  hyp- 
notic dose  in  adults  is  1 Caplet  of  120  mg. 
(2  grains)  from  fifteen  to  thirty  minutes 
before  retiring. 

Sedative  dose:  The  adult  mild  or  moder- 
ate sedative  dose  is  1 Caplet  of  30  mg. 
(V2  grain)  or  50  mg.  (%  grain),  respectively, 
two  or  three  times  a day. 

Supply;  Caplets  of  120  mg.  (2  grains),  purple; 
50  mg.  (%  grains),  salmon;  and  30  mg.  (V2 
grain),  yellow,  bottles  of  100  and  1000. 

Source;  Winthrop  Laboratories. 


CORTROPHIN-ZINC 

Description:  Each  cc  of  Cortrophin-Zinc  pro- 
vides 40  U.S.P.  units  of  corticotropin  with 
zinc  hydroxide  (2.0  mg.  of  zinc)  for  reposi- 
tory action. 

Indications:  Because  of  modification  of  ACTH 
by  zinc  hydroxide,  each  cc  of  Cortrophin- 
Zinc  provides  therapeutic  ACTH  activity 
for  periods  of  from  1-3  days.  It  requires  no 
heating  prior  to  administration,  and  is  a 
fine  aqueous  suspension  which  flows  freely 
through  a 24-26  gauge  needle.  Since  it  pro- 
vides both  prolonged  and  enhanced  ACTH 
activity,  Cortrophin-Zinc  may  be  given 
effectively  in  lower  dosages  and  in  fewer 
injections  than  any  other  type  of  ACTH. 

Cortrophin-Zinc  provides  pituitary  cor- 
ticotropin in  a form  which  offers  sustained 
action  of  the  hormone,  stimulating  the  ad- 
renal cortex  to  produce  its  essential  cor- 
ticosteroids in  physiologic  proportions  over 
a longer  period  than  would  be  the  case  with 
equal  amounts  of  any  other  type  of  ACTH. 
Indicated  in  the  treatment  of  shock,  rheu- 
matic afflictions,  allergic  reactions,  skin 
and  eye  disease,  and  the  host  of  other  stress- 
ful conditions  amenable  to  ACTH  therapy, 
especially  where  natural  stimulation  of  ad- 
renocortical function  is  desired. 

Dosage;  Dosage  must  be  individualized  to  the 
needs  of  the  patient. 

How  Supplied:  5-cc  vials. 

Source:  Organon  Inc.,  Orange,  New  Jersey. 

ACHROMYCIN  LIQUID  PEDIATRIC 
DROPS 

Description:  A cherry  flavored  preparation  of 
Achromycin  designed  for  use  with  infants 
and  children  where  palatability  is  a factor. 

Indications;  In  those  infectious  conditions 
where  achromycin  is  of  value. 

How  supplied:  Dropper  bottles  containing  10 
cc.  Each  cc.  (20  drops)  contains  100  mg.  of 
tetracycline  HCl. 

Source:  Lederle  Laboratories. 

ACHROMYCIN  NASAL  SUSPENSION 

Description;  A combination  of  tetracycline 
HCl,  hydrocortisone  acetate  and  phenyle- 
phrine HCl. 

Indications:  For  the  relief  of  congestion  and 
inflammation  of  the  nose  associated  with 
sinus  conditions  and  upper  respiratory  in- 
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fections,  and  for  the  control  of  secondary 
infections  accompanying  the  common  cold, 
hay  fever  and  other  allergies. 

How  supplied:  Available  in  15  cc.  of  plastic 
squeeze  bottles. 

Source:  Lederle  Laboratories. 

BOLUS  KAO-STRIP  WITH  VITAMIN  A 

Description:  A combination  of  streptomycin, 
pectin,  kaolin,  alumina  and  vitamin  A. 

Indications:  Particularly  effective  in  the  con- 
trol of  infectious  calf  scours,  the  prepara- 
tion has  also  been  found  of  great  value  in 
treating  swine  dysentery  and  scours  in  pigs. 

Extensive  clinical  investigations  of  the 
action  of  the  new  product  were  made  by 
Dr.  W.  D.  Bolton,  professor  and  head  of 
the  Department  of  Animal  Pathology,  Uni- 
versity of  Vermont;  Dr.  R.  T.  McCarty, 
whose  investigations  were  carried  out  while 
a member  of  the  faculty  at  the  University 
of  New  Mexico,  and  Dr.  R.  A.  Huebner  of 
Havertown,  Pennsylvania.  They  attribute 
the  effectiveness  of  the  preparation  to  the 
unique  combination  of  therapeutic  agents 
involved. 

Steptomycin,  a potent  antibiotic,  kills  or 
inhibits  a wide  variety  or  organisms,  and  is 
especially  effective  against  those  associated 
with  intestinal  infection.  Unlike  the  sulfa 
drugs  commonly  used  in  the  treatment  of 
intestinal  infections,  streptomycin  is  rela- 
tively little  absorbed  into  the  animal’s  sys- 
tem, remaining  in  the  intestine  where  the 
infection  is  located  and  providing  contin- 
uous antibacterial  action.  It  has  the  further 
advantage  over  most  of  the  sulfa  prepara- 
tions of  posing  no  possibility  of  damage  to 
the  kidneys  or  blood. 

Three  of  the  other  agents  found  in  Bolus 
Kao-Strep  — kaolin,  alumina  and  pectin  — 
act  in  combination  to  produce  immediate 
relief.  They  pick  up  bacteria  and  other 
irritants  from  the  intestinal  tract,  form  a 
soothing,  protective  coating  over  the  irri- 
tated intestinal  lining,  and  reduce  dehy- 
dration. 


Vitamin  A has  been  added  to  the  prep-  | 
aration  because  of  the  important  role  it  j| 
plays  in  increasing  the  animals  own  nat-  I* 
ural  resistance  to  infection.  Deficiency  in  \ 
this  vitamin,  it  has  often  been  pointed  out, 
is  usually  associated  with  intestinal  infec- 
tion and  diarrhea,  particularly  in  young 
animals.  In  addition,  it  helps  promote  tissue 
repair,  an  important  factor  in  speeding  the 
animal’s  recovery. 

Dosage:  The  recommended  dosage  is  one  i 
bolus,  administered  orally,  which  may  be  I 
repeated  at  eight  to  twelve  hour  intervals 
depending  upon  the  type,  extent  and  sever- 
ity of  the  infection.  This  means  morning 
and  evening  medication,  which  accommo- 
dates itself  easily  to  the  farmer’s  regular 
routine.  Dosage  should,  of  course,  be  ad- 
justed to  the  response  in  each  individual 
case. 

Source:  Wyeth  Laboratories. 

ROMILAR  EXPECTORANT 

Description:  Each  teaspoonful  (5  cc)  of  Rom- 
ilar  Expectorant  provides  15  mg.  of  Rom- 
ilar  Hydrobromide  (dextromethorphan  hy- 
drobomide)  and  90  mg  of  ammonium 
chloride,  with  0.12%  sodium  benzoate  as  a 
preservative.  The  sweet,  clear,  brown  syrup 
is  flavored  with  a blend  of  orange,  lemon 
and  coriander,  which  effectively  masks  the 
salty  taste  of  ammonium  chloride. 

Indications:  A new  cough  syrup  which  com- 
bines the  cough-suppressant  properties  of 
Romilar  with  the  dependable  expectorant 
effect  of  ammonium  chloride.  According  to 
the  manufacturer,  the  cough-specific  action 
of  Romilar  is  equal  — if  not  superior  — to 
that  of  codeine.  Yet  Romilar  is  non-nar- 
cotic and  non-constipating. 

Dosage:  Adults  — 1 to  2 teaspoonfuls,  one  to 
four  times  daily;  children  (under  4)  - — 1/4 
to  V2  teaspoonful,  one  to  four  times  daily; 
children  (4  or  over)  — V2  to  1 teaspoonful. 
one  to  four  times  daily.  ' , 

How  supplied:  Romilar  Expectorant  is  avail- 
able in  bottles  of  16  oz.  and  1 gal. 

Source:  Hoffmann-LaRoche. 


PHARMACY 


SOUTH  DAKOTA  HOST 
TO  JOINT  PHARMACY 
MEETING 


A joint  meeting  of  the  Dis- 
trict, American  Association 
of  Colleges  of  Pharmacy  — 
National  Association  of 
Boards  of  Pharmacy  was  held 
October  1-3  at  Sioux  Falls. 

Co-chairmen  for  the  meet- 
ing were  Dr.  G.  C.  Gross, 
Professor  of  Pharmacology, 
South  Dakota  State  College 
and  Harold  Tisher,  President, 
South  Dakota  State  Board  of 
Pharmacy. 

Approximately  50  dele- 
gates were  present  from  the 
7 colleges  of  pharmacy  and  5 
state  boards  located  in  the 
states  of  North  and  South 
Dakota,  Minnesota,  Iowa  and 
Nebraska. 

The  program  of  the  meet- 
ing of  the  boards  included  a 
talk  on  “Intern  Training”  by 
Mr.  A1  Doerr  of  the  North 
Dakota  Board  and  a discus- 
sion of  new  laws,  regulations 
and  their  enforcement  by  Mr. 
Frank  Moudry  of  the  Minn- 
esota Board. 

The  meeting  of  the  colleges 
included  papers  by  Dean 
C.  E.  Miller,  North  Dakota 
State  College(“The  Teaching 
of  a Course  in  Radio  Isotope 
Techniques”)  and  Dean  Ben- 
ton, Drake  University  con- 


cerning the  transfer  of  stu- 
dents among  colleges  of  phar- 
macy. 

A report  on  the  influence 
of  relatives  engaged  in  phar- 
macy on  student  selection  of 
pharmacy  as  a career  was 
presented  by  Prof.  C.  V.  Netz 
of  the  University  of  Minn- 
esota. 

During  the  joint  meeting 
of  the  boards  and  colleges, 
reports  were  presented  by 
the  Secretary-Treasurer  of 
the  AACP,  Dr.  R.  A.  Deno, 
and  the  Secretary  of  the 
N.A.B.P.,  P.  H.  Costello. 
Papers  were  presented  in- 
cluding a discussion  of  the  re- 
tail pharmacist  and  public  re- 
lations by  Dr.  H.  S.  Bailey, 
South  Dakota  State  College 
and  “The  Necessity  for 
Greater  Interest  by  Colleges 
and  Boards  to  Insure  a High 
Quality  of  Drug  Store  Opera- 
tion” by  Jack  Harms  of  the 
Minnesota  Board. 

The  final  meeting  was  ad- 
dressed by  Mr.  Wilbur  E. 
Powers,  Secretary  of  the  Na- 
tional Pharmaceutical  Coun- 
cil, Inc.  and  Past  President 
of  the  American  Pharmaceu- 
tical Association. 


PHARMACY  ENROLL- 
MENT HIGH 

Latest  figures  on  enroll- 
ment show  that  246  are  regis- 
tered in  the  Division  of  Phar- 
macy, South  Dakota  State 
College.  This  figure  includes 
26  women  and  220  men  stu- 
dents. 

The  freshmen  pre-phar- 
macy class  totals  77,  of  which 
12  are  women  students. 
There  are  69  sophomores  in- 
cluding 5 women  and  54 
juniors  including  7 women. 

The  senior  class  this  year 
totals  46  of  which  2 are  wo- 
men students. 


FAIR  TRADE  AND 
PRESCRIPTION  PRICING 

In  an  important  develop- 
ment which  has  a vital  bear- 
ing on  Fair  Trade,  the  U.  S. 
Supreme  Court  has  just  re- 
fused to  upset  a far-reaching 
appellate  court  decision  up- 
holding the  Fair-Trading  of 
prescription  products. 

In  a suit  originally  brought 
by  Hoffmann  — LeRoche 
Inc.,  pharmaceutical  manu- 
facturers of  Nutley,  N.  J., 
against  Schwegmann  Bro- 
thers Giant  Super  Markets, 
the  U.  S.  Court  of  Appeals 
for  the  Fifth  Circuit  in  New 
Orleans,  La.,  approved  the 
action  of  the  U.  S.  District 
Court,  ruling  that  pharma- 
ceutical products  sold  on  a 
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physician’s  prescription  are 
subject  to  Fair  Trade  laws. 
By  refusing  to  review  the  ap- 
pellate decision,  the  Supreme 
Court  in  effect  endorsed  the 
position  of  the  lower  court 
favoring  Fair  Trade. 

The  decisions  represent  a 
milestone  because  they  pro- 
tect the  pharmacist  against 
unfair  competition  in  one  of 
the  most  important  aspects 
of  his  work  — the  filling  of 
prescriptions  for  trade- 
marked,  Fair  Traded  drugs. 
The  meaning  of  the  decisions 
is  that  Fair  Trade  laws  are 
not  restricted  to  drugs  sold 
over  the  counter  without  a 
prescription.  The  laws  also 
apply  to  drugs  used  to  fill  a 
prescription  even  though  the 
label  or  trade-mark  may  have 
been  removed  by  the  phar- 
macist. If  a prescription 
specifically  requests  a named 
pharmaceutical  product 
which  is  Fair  Traded  and 
trade-marked,  the  pharmacist 
must  comply  with  the  Fair 
Trade  laws  in  determining 
the  price  of  the  product  even 
though  he  may  have  removed 
the  trade-mark  or  label  in 
filling  the  prescription. 


The  Court  of  Appeals  held 
that  a customer’s  awareness 
of  the  name  of  the  drug  in  a 
prescription  is  not  an  essen- 
tial factor  in  determining 
whether  the  trade  name  or 
good  will  of  the  manufac- 
turer is  used;  as  long  as  the 
prescription  designates  the 
drug  by  the  manufacturer’s 
name  or  trade-mark,  the  Fair 
Trade  laws  are  applicable. 


TEACHERS  STUDY 

PHARMACEUTICAL 

INDUSTRY 

The  pharmaceutical  indus- 
try was  the  subject  of  the 
fifth  annual  meeting  of  the 
Industrial  Council,  a national 
forum  of  educators  and 
American  Industry,  at  Rens- 
selaer Polytechnic  Institute, 
Troy,  N.  Y.,  October  27,  28 
and  29. 

Approximately  1,000  sec- 
ondary school  teachers  from 
all  parts  of  the  nation  and 
state  education  officials  at- 
tended the  sessions.  Robert 
A.  Hardt,  vice  president  of 
Hoffmann-LaRoche,  Nutley, 


N.  J.,  and  former  president  of 
the  American  Pharmaceu- 
tical Manufacturers  Associa- 
tion, was  chairman. 

Scientists  and  executives 
from  many  of  the  leading 
pharmaceutical  companies 
took  part  in  eighteen  panel 
discussions  on  various  phases 
of  the  industry,  including 
discussion  of  how  the  phar- 
maceutical industry  and  edu- 
cators can  best  work  together 
to  meet  the  problems  of  to- 
day’s world. 

The  Industrial  Council,  a 
non-profit  organization,  was 
organized  by  RPI  and  indus- 
trial leaders  “for  the  purpose 
of  helping  create  among  so- 
cial studies  teachers  of  the 
nation’s  secondary  schools 
better  understanding  of  the 
economic  and  social  implica- 
tions of  American  Industry.” 

Four  previous  Industrial 
Council  meetings  at  Rens- 
selaer explored  the  oil,  chem- 
ical, electrical  and  auto- 
motive industries,  and  were 
attended  by  a total  of  more 
than  3,000  secondary  school 
teachers. 
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SOME  ENDOCRINE  DISORDERS  IN 
EARLY  LIFE* 

G.  E.  Gibbs.  M.D. 
Deparlment  of  Pediatrics 
University  of  Nebraska  Medical  College 
Omaha,  Nebraska 


PITUITARY 

Growth  and  development  are  special  con- 
siderations in  endocrinology  of  early  life. 
Growth  is  influenced  by  the  pituitary,  direc- 
tly through  pituitary  growth  hormone  and  in- 
directly as  through  the  thyroid.  Growth  hor- 
mone has  long  been  purified,  and  is  effective 
on  growth  in  animals.  Use  of  it  in  human 
dwarfism  has  been  disappointing.  Differen- 
tiation between  growth  hormone  and  dia- 
betogenic hormone  is  not  clear.  In  girls, 
growth  ceases  about  one  year  after  the  nor- 
mal menarche. 

Determination  of  17-ketosteroids  in  the  24 
hour  urine  output  is  useful  in  study  of  the 
pituitary,  the  adrenal  cortex  and  the  gonads. 
In  the  normal  adult  male,  the  average  24  hour 
output  of  17-ketosteroids  is  14  mg.  per  24 
hours.  In  the  normal  female  it  is  9,  the  dif- 
ference between  the  values  is  the  17-ketoster- 
oids coming  from  the  male  gonads.  In  the 
female  with  Addison’s  disease  the  17  keto- 
steroid  output  is  0.  In  a male  with  Addison’s 
disease  the  average  ketosteroid  is  five,  prob- 
ably all  from  gonads.  In  panhypopituitarism, 
male  or  female,  the  values  approach  zero. 
In  the  gonadectomized  adult  male  or  female, 
the  value  is  nine,  coming  presumably  all  from 
the  adrenals.  (Perkins,  et  al.,  J.  Clin.  Endoc- 
rinal.,  12:574,  1952.) 

* Presented  at  the  Sioux  Valley  Medical  Meeting, 

Sioux  Falls,  S.  D.,  February,  1955. 


Function  of  the  thyroid  gland  is  stimulated 
by  the  thyrotropic  hormone.  A product  of  the 
basophilic  cells  of  the  anterior  pituitary. 
Thyrotropic  hormone  is  available  for  clinical 
use  and  helps  differentiate  between  pituitary 
hypothyroidism  and  primary  thyroid  de- 
ficiency. Thus  radioactive  iodine  uptake  is 
improved  by  thyrotropic  hormone  in  a my- 
xedema which  is  secondary  to  pituitary  de- 
ficiency. The  uptake  is  not  improved  by 
thyrotropic  hormone  in  myxedema  primarily 
involving  thyroid  deficiency.  (Pickering,  et 
al..  Am.  J.  Dis.  Child.,  85:135,  1953.) 

Deficiency  of  the  posterior  pituitary  results 
in  diabetes  insipidus  due  to  lack  of  anti- 
diuretic hormone.  A condition  which  needs 
to  be  differentiated  from  true  diabetes  in- 
sipidus is  nephrogenic  diabetes  insipidus.  This 
is  not  due  to  deficiency  of  posterior  pituitary. 
(Williams,  et  al.,  Ann.  Int.  Med.,  27:84,  1947.) 
It  differs  from  diabetes  insipidus  in  that  the 
polyuria  is  not  diminished  by  administration 
of  pitressin.  Fever,  vomiting,  constipation, 
and  poor  weight  gain  are  found  in  these  pa- 
tients. Treatment  consists  of  administration 
of  sufficient  water,  to  keep  up  with  the  out- 
put. The  dehydration  and  fever  are  thus 
prevented. 

OBESITY 

Obesity  is  one  of  the  most  frequent  con- 
ditions appearing  in  an  endocrine  clinic.  In 
the  period  just  proceeding  puberty,  many  chil- 
dren go  through  a stage  of  relative  obesity 
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which  is  to  be  considered  normal.  In  a few 
years  their  height  and  sexual  maturation  will 
catch  up  with  their  weight.  The  only  treat- 
ment they  need  is  reassurance  that  there  is 
nothing  wrong.  When  obesity  is  more  ex- 
treme, and  in  early  childhood  or  later  adoles- 
cence, the  cause  will  often  be  found  in  the 
dietary  habits  of  the  child.  Behind  the  die- 
tary habits  of  the  child  are  often  significant 
factors  in  the  psychological  setup  of  the  fam- 
ily. While  any  possible  alteration  of  psy- 
chological factors  is  not  neglected,  some  direct 
dietary  approach  is  often  advisable.  In  two 
of  our  most  recent  cases  it  was  so  simple 
as  the  situation  of  the  parents  or  relatives 
running  stores  in  which  the  children  had  free 
access  to  the  candy  counters.  Very  useful  in 
the  dietary  treatment  is  the  “Meal  Planning 
and  Exchange  List”  booklet  which  will  be 
mentioned  later.  It  seems  that  most  workers 
in  this  field  are  not  above  using  a little  am- 
phetamine now  and  then  to  curb  the  appetite. 
A glass  or  two  of  ice  cold  water,  or  non- 
caloric lemonade  are  also  useful  anorexic 
agents.  Methylcellulose  may  also  be  of  value. 
Because  of  the  bulk  of  relatively  inert  fatty 
tissue,  children  with  simple  exogenous  obesity 
are  found  to  have  low  basal  metabolic  rates 
by  usual  height-weight  standards  and  so  are 
suspected  of  hypothyroidism.  By  standards 
based  on  height  alone  or  on  creatine-creatin- 
ine excretion,  their  metabolic  rates  are  nor- 
mal. Hypothyroidism  is  also  ruled  out  by 
their  normal  height  and  bone  age. 

The  term  “Frohlich’s  syndrome”  represents 
strictly  a lesion  in  the  vicinity  of  the  pitui- 
tary and  hypothalmus  causing  obesity,  re- 
tarded sexual  development,  and  local  signs 
such  as  headaches,  vomiting,  eye  signs,  and 
destruction  of  the  sella  turcica.  This  con- 
dition is  very  rare.  Another  rare  condition 
to  be  considered  in  connection  with  obesity  is 
the  Laurence  — Moon  — Biedl  syndrome  in 
which  mental  retardation,  polydactylism,  and 
retinitis  pigmentosa  occur.  In  Cushing’s  syn- 
drome the  obesity  is  of  the  buffalo  type, 
affecting  mainly  the  face  and  trunk,  accom- 
panied by  elevated  blood  pressure  and  a 
plethoric  face.  This  is  usually  considered  to 
be  primarily  an  adrenal  cortical  disease,  but 
changes  do  occur  in  the  pituitary,  at  least 
secondarily. 

THYROID 

Congenital  hypothyroidism  is  a condition 


which  may  unfold  gradually  without  being 
diagnosed  as  early  as  would  be  desired.  As  is 
well  known,  the  major  clinical  symptoms  are 
lethargy,  poor  growth,  hypothermia,  poor  ap- 
petite, a large  tongue,  puffiness  of  subcutan- 
eous tissues,  dryness  and  pallor  of  the  skin, 
constipation,  umbilical  hernia,  and  anemia. 
Bone  age  is  delayed  and  the  epiphyses  often 
show  multiple  foci  of  ossification  called  “epi- 
physeal dysgenesis.”  Hirsutism,  as  a mani- 
festation of  juvenile  hypothyroidism,  has  re- 
cently been  emphasized.  (Perloff,  J.A.M.A., 
157:651,  1955.)  Cholesterol  levels  of  the  blood 
are  not  necessarily  elevated.  Phosphatase  is 
usually  decreased.  Carotene  is  often  in- 
creased, but  only  if  the  diet  includes  carotene. 
(Josephs,  J.  Pediat.,  41:784,  1952.)  Radioactive 
iodine  uptake  is  negligible  and  provides  a 
very  valuable  test.  (Reilly  et  al.,  J.  Pediat., 
40:714,  1952.)  Determination  of  protein-bound 
iodine  in  the  serum  is  also  valuable  but  is  a 
difficult  determination  and  is  not  widely 
available.  Although  cholesterol  values  in 
serum  are  initially  not  very  significant, 
cholesterol  does  show  a striking  and  useful 
elevation  when  thyroid  medication  is  discon- 
tinued having  once  been  started.  (Wilkins,  J. 
Clin.  Endocrinology,  1:91,  1941.) 

Of  some  possible  help  in  earlier  recognition 
of  congenital  myxedema  is  a recent  obser- 
vation of  a prolongation  of  apparent  icterus 
neonatorium.  Duration  of  physiological  ict- 
erus is  normally  11  days.  If  it  is  prolonged  to 
more  than  two  weeks,  the  physician  should 
look  for  other  manifestations  of  hypothyroid- 
ism. (Akerren,  Acta.  Paediat.,  43:411,  1954.) 
The  therapeutic  effect  of  thyroid  can  be  a 
conclusive  diagnostic  test.  In  treatment  of 
hypothyroidism  which  is  a part  of  an  hypo- 
pituitarism, thyroid  should  be  started  grad- 
ually, with  small  doses,  as  patients  with  ad- 
renal insufficiency  are  very  sensitive  to 
thyroid. 

An  important  question  regarding  congen- 
ital hypothyroidism  is  the  prognosis.  It  is 
generally  believed  that  early  diagnosis  and 
institution  of  treatment  improves  the  prog- 
nosis. This  is  not  to  say,  however,  that  with 
earliest  diagnosis  the  prognosis  would  always 
be  good.  Physical  development  responds  well 
to  treatment.  Mental  retardation  may  per- 
sist in  spite  of  early  adequate  treatment.  Hy- 
pothyroidism which  develops  only  after  the 
age  of  two  years  is  considered  to  be  the  ac- 
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quired  type  of  hypothyroidism  and  the  re- 
sponse to  treatment  is  good  in  both  the  phys- 
ical and  the  mental  aspects. 

Another  of  the  most  common  disorders  of 
the  thyroid  in  the  pediatric  age  group  is  hy- 
perthyroidism. Such  patients  usually  have  a 
diffuse  toxic  goiter.  They  are  restless  and 
emotional.  They  are  somewhat  thin  and  have 
rather  large  appetites.  The  thyroid  gland 
shows  enlargement  and  bruits  are  audible. 
The  majority  of  cases  have  a mild  exophthal- 
mos. Tachycardia,  cardiac  enlargement,  and 
some  hypertension  are  usually  present.  The 
bone  age  is  advanced  and  the  metabolic  rate 
is  high.  Serum  protein-bound  iodine  is  ele- 
vated and  uptake  of  radioactive  iodine  is  ex- 
cessive. Treatment  of  hyperthyroidism  in 
childhood  has  been  a subject  of  debate  in  re- 
cent years  with  the  availability  of  thiouracils 
and  radioactive  iodine  as  alternatives  to  sur- 
gery. Juvenile  hyperthyroidism  tends  to 
accompany  the  stress  of  puberty.  With 
propyl-thiouracil  and  related  compounds, 
these  children  can  usually  be  tided  over  this 
particular  period  of  stress.  Whether  by  so 
doing  we  are  leaving  the  girls  vulnerable  to 
more  serious  difficulties  later  in  the  renewed 
thyroid  stress  of  subsequent  pregnancy,  I am 
not  now  prepared  to  say.  Development  of 
malignancy  in  thyroids  of  experimental  an- 
imals long  after  partial  destruction  with 
radioactive  iodine  has  been  reported.  This 
form  of  medical  thyroidectomy  is  not  usually 
recommended  for  thyrotoxicosis  in  early  life, 
unless  effects  of  thiouracils  are  not  satisfac- 
tory and  there  is  some  contraindication  to 
surgery.  (Allen,  et  ah.  Pediatrics,  14:38,  1954.) 

Studies  of  radioactive  iodine  uptake  in 
normal  newborn  infants  (Middlesworth,  Am. 
J.  Dis.  of  Child.,  88:439,  1954.)  show  values 
which  would  be  compatible  with  hyperthy- 
roidism in  adults  or  older  children.  I recently 
saw  a newborn  infant  with  an  enlarged  thy- 
roid gland.  Throughout  pregnancy,  the 
mother  had  received  a large  dosage  of  propyl- 
thiouracil because  of  hyperthyroidism  diag- 
nosed early  in  pregnancy.  A review  of  the 
literature  revealed  that  several  other  infants 
had  been  noted  to  have  some  thyroid  enlarge- 
ment following  propyl-thiouracil  treatment 
of  the  mothers  in  the  prenatal  period.  None 
of  these  mothers  had  received  such  a pro- 
longed high  dosage  as  had  the  mother  in  this 
case.  A determination  of  radioactive  iodine 


uptake  in  the  infant,  however,  was  perfectly 
normal.  The  infant  acted  well  and  with  no 
treatment  at  all  the  enlargement  of  the  thy- 
roid subsided  in  the  course  of  a few  weeks. 
Another  recent  iatrogenic  disturbance  of  the 
thyroid  is  the  report  of  goitrogenic  effect  of 
cobalt  used  in  the  treatment  of  anemia. 
(Gross,  Am.  J.  Dis.  Child.,  88:503,  1954.)  Al- 
though histologically  the  thyroid  appeared 
hyperplastic,  signs  of  myxedema  appeared  in 
one  case. 

ADRENAL 

Advances  in  the  clinical  physiology  of  the 
adrenal  cortex  have  been  rapid  in  recent 
years.  The  average  adult  male  excretes  ap- 
proximately 6V2  mgm.  of  urinary  17-ketoster- 
oid  per  24  hours  per  square  meter  body  sur- 
face. The  adult  female,  lacking  the  testicular 
source,  excretes  approximately  4V2  mgm/m2/ 
24  hr.  (The  average  male  adult  has  2.5  m^ 
body  surface.  Body  surface  at  one  is  0.43.) 
During  infancy  and  early  childhood,  excre- 
tion is  less  than  one  mgm.  A sharp  increase 
of  rate  of  excretion  from  these  values  to  the 
adult  values  occurs  between  the  ages  of  7 
and  15  years.  Corticosteroids  represent  the 
adreno-cortical  hormones  such  as  cortisone 
with  effect  on  carbohydrate-fat-nitrogen 
metabolism.  When  related  to  square  meter 
body  surface,  they  are  excreted  at  the  same 
rate  regardless  of  age,  except  for  the  lower 
values  of  the  first  two  days  of  life.  Another 
hormonal  aspect  of  the  adrenal  cortex  which 
has  long  been  known  is  that  concerning  so- 
dium and  postassium.  This  is  controlled  by 
aldosterone  and  by  desoxycorticosterone.  The 
latter  hormone  has  long  been  clinically  avail- 
able. 

Hypofunction  of  the  adrenals  sometimes 
occurs  in  transient  form  in  early  infancy. 
(Jaudon,  J.  Pediat.,  32:641,  1948.)  These  in- 
fants tend  to  vomit,  fail  to  gain  properly,  be- 
come easily  dehydrated,  have  elevation  of 
serum  potassium  and  nonprotein  nitrogen 
and  decreases  of  sodium  and  chloride.  Treat- 
ment involves  administration  of  sodium  chlor- 
ide, desoxycorticosterone  and  cortisone  or  hy- 
drocortisone. At  times,  adreno-cortical  de- 
ficiency in  infancy  is  accompanied  by  an  ex- 
cessive androgenic  secretion  from  the  ad- 
renal cortex.  In  males  this  causes  a pre- 
cocious development  of  the  penis  and  second- 
ary male  characteristics.  In  the  female  it 
leads  to  a pseudohermaphroditism  with  en- 
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largement  of  the  clitoris  to  resemble  a hypo- 
spadic  penis.  Although  there  are  no  testes, 
the  large  phallus  associated  with  a uro-genital 
sinus  is  not  easily  differentiated  from  the 
findings  of  a male  infant  with  severe  hypo- 
spadias and  undescended  testicles.  Cortisone 
suppresses  the  audrogenic  factor  of  the  ad- 
renal cortex  by  way  of  suppression  of  the 
pituitary  ACTH.  (Wilkins,  J.  Clin.  Endocrin., 
12:257,  277,  1952.)  (Sobel,  Am.  J.  Dis.  Child., 
88:810,  1954.)  The  advent  of  cortisone  has 
created  a new  era  in  the  treatment  of  adrenal 
cortical  deficiency  so  that  satisfactory  sur- 
vival is  now  possible  even  after  total  bilateral 
adrenalectomy,  as  is  sometimes  done  for 
Cushing’s  syndrome.  (Abbot,  J.A.M.A.,  156: 
1168,  1954.) 

Several  laboratories  are  now  engaged  in 
perfection  of  methods  for  determination  of 
ACTH  and  of  adrenal  cortical  hormone  levels 
in  the  blood.  (Kelley,  Pediatrics,  15:1,  1955.) 
Determinations  of  ACTH  involve  the  dif- 
ficulty of  requirement  of  a large  amount  of 
blood,  150  cc.  In  congenital  adrenal  hyper- 
plasia before  and  during  treatment  with  cor- 
tisone, a fall  is  shown  from  the  abnormally 
high  blood  ACTH  level.  The  urinary  17- 
ketosteroids  also  fall  from  an  abnormally 
high  level  down  to  a normal  level.  Plasma 
17-hydroxycorticoids  rise  from  a subnormal 
to  normal  level,  (12  meg.)  paralleled  by  urin- 
ary excretion  of  17-hydroxycorticoids.  Blood 
levels  seem  to  be  moderately  low  in  rheu- 
matic fever,  rheumatoid  arthritis,  and  glom- 
erulonephritis. In  acute  illness  and  salicylate 
intoxication,  they  are  high.  The  response  of 
the  17-hydroxycorticoids  in  plasma  adminis- 
tration of  ACTH  is  thought  to  have  more  sig- 
nificance than  simple  determination  of  the 
blood  level.  In  this  response  a normal  in- 
crease is  18  mcg/100  cc.  Good  responses  ap- 
parently occur  in  the  collagen  diseases  but 
not  in  adreno-cortical  deficiency.  The  low 
values  of  urinary  excretion  of  17-hydroxy- 
corticoids seem  to  agree  with  those  of  the 
plasma  in  this  condition.  However,  the  mod- 
erately low  plasma  values  found  in  glom- 
erulonephritis, rheumatoid  arthritis,  and 
rheumatic  fever  are  not  apparently  reflected 
in  the  urine  excretions  in  this  study. 

A dangerous  development  from  use  of 
ACTH  and  cortisone  has  proven  to  be  depres- 
sion of  adreno-cortical  function.  For  a period 
of  many  months  after  use  of  these  agents,  the 


adrenal  cortex  may  not  respond  normally  to 
stress.  Thus  the  patient  may  not  be  able  to 
make  a normal  stress  response  to  permit  sur- 
vival during  surgery.  The  physician  must  re- 
member to  supply  cortisone  or  hydrocortisone 
to  any  patient  who  must  undergo  surgery  and 
who  has  had  these  hormones  or  ACTH  in  re- 
cent months.  (O’Leary,  J.  Indiana  State  Med. 
Assn.,  47:614,  1954.) 

HYPOGLYCEMIA 

Spontaneous  hypoglycemia  is  of  relatively 
frequent  concern  in  pediatrics.  Neonatal 
blood  sugar  levels  tend  normally  to  be  low. 
Hypofunction  of  the  adrenal  cortex  has  been 
suggested  as  a possible  cause  for  the  low 
blood  sugar  levels  in  the  neonatal  period. 
(Farquhar,  Arch.  Dis.  Child.,  29:519,  1954.) 
Another  possible  explanation  of  the  hypo- 
glycemic tendency  is  immaturity  of  hepatic 
function.  It  has  been  generally  stated  that 
newborn  infants  of  diabetic  mothers  have  an 
unusual  tendency  to  hypoglycemia  probably 
due  to  prenatal  hyperplasia  of  the  pancreatic 
islets.  Such  hypoglycemia  is  rarely,  if  ever, 
the  cause  of  death.  Hypoglycemia  may  be 
severe  in  the  infant  if  the  mother  has  re- 
ceived a large  dose  of  protamine  insulin  just 
before  delivery.  (Komrower,  Arch.  Dis.  Child., 
29:28,  1954.)  Infants  of  diabetic  mothers  do 
have  a high  mortality  which  is  not  well  un- 
derstood. (Lowrey,  Pediatrics,  13:527,  1954.) 
In  three-fourths  of  the  deaths  the  hyaline 
membrane  disorder  of  the  lungs  is  present. 
Incidence  of  the  hyaline  membrane  disease 
is  also  high  in  caesarean  section  without  dia- 
betes. (Gellis,  Am.  J.  Dis.  Child.,  87:702,  1954.) 
With  modern  prenatal  treatment  the  mor- 
tality in  infants  of  diabetic  mothers  has  been 
reduced  to  approximately  10%.  (White,  Rocky 
Mountain  Med.  J.,  51:357,  1954.) 

Causes  of  hypoglycemia  in  later  infancy 
are  functional  hypoglycemia,  hyperinsulinism 
from  pancreatic  islet  B-cell  adenoma,  adrenal 
deficiency,  primary  hypopituitarism,  and 
hepatic  insufficiency,  including  glycogen 
storage  disease.  In  the  functional  hypogly- 
cemia the  symptoms  appear  within  three  to 
five  hours  following  the  meal.  In  pituitary  or 
adrenal  deficiency  or  in  organic  hyperinsulin- 
ism, the  hypoglycemia  tends  to  be  more  pro- 
longed and  is  present  in  the  fasting  state. 
McQuarrie  has  found  some  cases  of  spon- 
taneous hypoglycemia  apparently  due  to  ab- 
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sence  of  alpha  cell  factor  of  the  pancreatic 
islets.  (McQuarrie,  Am.  J.  Dis.  Child.,  87:399, 
1954.)  This  factor  is  sometimes  called  “glu- 
cagon.” Most  cases  of  spontaneous  hypogly- 
cemia in  infancy  and  childhood  are  of  the 
functional  type  of  unknown  etiology  repre- 
sented by  an  excessive  effect  3 or  5 hours 
after  feeding.  For  simple  symptomatic  treat- 
ment, high  sudden  intakes  of  carbohydrate 
are  to  be  avoided.  Frequent  small  meals  and 
a bedtime  snack  are  helpful.  ACTH  or  cor- 
tisone have  been  helpful  in  some  cases. 

DIABETES 

Five  to  eight  per  cent  of  all  diabetes  is  in 
childhood.  Considering  all  age  groups,  the 
term  “diabetes”  probably  covers  a group  of 
etiological  entities.  (McCullagh,  et  ah,  Dia- 
betes, 3:349,  1954.)  The  diabetes  that  occurs 
along  with  obesity  in  middle  life  probably  in- 
volves, at  the  outset,  only  a relative  insulin 
deficiency,  but  an  excessive  need  for  insulin 
to  compensate  for  excessive  resistance  to  in- 
sulin action.  The  diabetes  that  appears  in  the 
child  and  young  adult  is  more  a true  insulin- 
deficiency  diabetes.  The  distinction  between 
various  types  of  diabetes  has  been  facilated 
by  the  development  of  techniques  for  assay  of 
insulin  in  blood. 

A distressing  aspect  of  the  prognosis  of  the 
juvenile  diabetic  is  the  probability  of  early 
development  of  degenerative  complications. 
As  stated  by  Root,  “prevention  and  treat- 
ment of  premature  degenerative  complica- 
tions is  today  the  most  important  problem  in 
the  management  of  diabetes  mellitus.”  (Root, 
J.  Clin.  Endocrinology,  12:458,  1952.)  The  de- 
velopment of  degenerative  changes  in  rela- 
tion to  degree  of  diabetic  control  is  illustrated 
by  a summary  of  observations  from  young  in- 
dividuals followed  in  the  Joslin  group.  As 
indicated  by  retinopathy  in  groups  of  cases 
with  durations  from  10  to  30  years,  the  de- 
generative changes  were  less  in  the  patients 
with  good  diabetic  control  than  in  the  patients 
with  poor  control.  Similar  findings  occurred 
with  the  respect  to  arterial  calcification,  and 
with  respect  to  nephropathy. 

There  have  been  other  studies  indicating 
that  the  development  of  degenerative  changes 
may  be  retarded  by  a better  than  usual  de- 
gree of  the  control  of  the  diabetes.  (Guild, 
et  al.,  J.  Pediat.,  41:722,  1952.)  A few  years 
ago  a rather  loose  control  of  diabetes  was  in 
vogue.  The  trend  is  now  the  other  way.  (Dun- 


lop, Brit.  Med.  J.,  2:383,  1954.) 

The  dietary  management  of  diabetes  has 
been  a subject  of  dispute  and  “free  diet”  has 
been  widely  advocated.  Even  as  used  by  its 
advocates  “free  diet”  does  not  mean  complete 
freedom  of  diet.  Children  on  so-called  “free 
diet”  must  somehow  achieve  some  regularity 
in  their  food  intake  if  there  is  to  be  any  regu- 
larity or  predictability  of  the  insulin  require- 
ment. Otherwise  a great  margin  of  hyper- 
glycemia and  glucosuria  must  be  permitted, 
to  cushion  against  the  irregularities  of  intake, 
or  the  insulin  must  be  of  short-acting  type 
with  dosage  extemporized  at  each  meal. 

One  of  the  considerations  in  management 
of  juvenile  diabetes  is  to  avoid  psychic  trau- 
ma and  to  avoid  any  unnecessary  controls 
which  would  tend  to  set  the  diabetic  child 
apart  from  normal  children.  Against  this, 
however,  is  balanced  the  somewhat  more  def- 
inite probability  of  future  early  degenerative 
changes  leading  to  blindness,  renal  failure 
and  other  peripheral  vascular  disorders,  and 
the  probability  now  that  such  degenerative 
changes  could  be  minimized  by  careful  close 
control  of  the  diabetes.  This  is  a particularly 
important  consideration  of  juvenile  diabetes, 
because  the  juvenile  diabetic  has  a longer  life 
ahead  of  him. 

With  the  passing  years,  various  new  forms 
of  insulin  have  become  available.  Addition 
of  protamine  to  regular  insulin  produced  a 
long  acting  insulin.  By  using  mixtures  of 
protamine  insulin  and  regular  insulin  in  the 
same  syringe  or  by  using  the  two  in  separate 
injections,  it  became  possible  to  give  all  the 
insulin  before  breakfast  and  to  have  the  ac- 
tion of  the  two  types  fairly  well  take  care 
of  both  the  daytime  requirement  and  the 
nighttime  requirement.  An  objection  to  mix- 
ing the  insulins  was  that  there  was  an  in- 
definite excess  of  protamine  in  the  protamine 
zinc  insulin  so  that  regular  insulin  added  to 
it  also  became  tied  up  in  the  protamine  form 
in  an  indefinite  amount.  Production  of  NPH 
insulin  which  contained  protamine  zinc  in- 
sulin, but  with  a definite  excess  of  regular  in- 
sulin, formed  the  basis  of  a preliminary  study 
which  will  be  described. 

In  management  of  the  juvenile  diabetes,  a 
worthwhile  objective  seems  to  be  to  achieve 
satisfactory  control  on  only  one  daily  injec- 
tion. In  dealing  with  children,  it  was  found 
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that  the  commercial  NPH  insulin  had  too 
much  of  the  prolonged  effect  for  some  cases. 
If  a single  injection  were  given  in  the  mor- 
ning, the  daytime  blood  sugar  elevations 
from  the  meals  would  not  be  adequately  con- 
trolled without  too  low  blood  sugar  values 
occurring  late  at  night.  Rather  than  resort 
to  two  separate  injections,  some  regular  in- 
sulin was  added  to  the  NPH  and  in  closely 
observed  clinical  trials  was  found  to  bring 
the  time  of  maximal  action  of  the  insulin  mix- 
ture somewhat  sooner.  Communication  with 
Dr.  Peck  revealed  rabbit  experiments  which 
confirmed  the  fact  that  regular  insulin  could 
be  added  to  the  NPH  insulin,  not  only  in  the 
syringe  but  also  in  the  bottle.  This  made  the 
use  of  mixtures  much  simpler  and  less  sub- 
ject to  error  by  the  families.  The  mixture 
most  frequently  suitable  has  proven  to  be  two 
parts  of  NPH  to  one  part  of  regular.  Thus  the 
patient  brings  to  the  office  two  bottles  of 
NPH  and  one  bottle  of  regular  insulin,  usually 
of  U 80  strength.  All  insulin  from  the  three 
bottles  is  drawn  up  into  a 50  cc.  syringe, 
mixed  by  tipping  back  and  forth,  and  then 
injected  into  all  3 bottles  as  a mixture.  The 
insulin  tends  to  flocculate  out  and  must  be 
kept  agitated  during  delivery  to  the  bottle.  It 
must  also  be  shaken  mildly  before  doses  are 
withdrawn. 

Another  principle  of  management,  of  at 
least  the  juvenile  diabetic,  is  that  of  a flexible 
insulin  dosage.  Various  schemes  have  been 
utilized  to  permit  the  family  to  change  the 
insulin  dosages.  When  protamine  insulin  and 
regular  insulin  are  given  separately,  sets  of 
rules  can  be  given  governing  each  type  of 
insulin.  Thus,  the  urine  sugar  test  during  the 
later  morning  and  afternoon  govern  the  regu- 
lar insulin  while  the  fasting  urine  test  before 
breakfast  governs  the  protamine  insulin  dos- 
age. Use  of  NPH  insulin,  or  a mixture  of 
NPH  and  regular  insulin  in  the  bottles,  pre- 
sented a slightly  different  problem.  A chart 
was  then  devised  with  a set  of  rules  contain- 
ing blank  spaces  to  be  filled  in  by  the  phys- 
ician. “Test  the  urine  4 times  a day,  

days  a week  (everyday,  if  not  entirely  well,)” 
Tests  one  or  two  days  a week  usually  suffice 
in  patients  that  are  in  fairly  constant  state. 

The  rule  for  decreasing  insulin  is  that  “if 

out  of  4 tests  are  blue  or  green,  insulin  is  de- 
creased   units  starting  the  next  day.”  The 

decreases  are  usually  made  on  the  basis  of  3 


out  of  4 blue,  although  the  figure  4 out  4 blue 
may  be  used  in  a very  stable  case,  the  number 
of  units  to  be  changed  is  usually  about  10% 
of  the  total  insulin  dosage.  Warning  is  printed 
that  if  an  insulin  reaction  occurs  the  family 
is  to  feed  some  carbohydrate  immediately 
and  contact  a doctor.  If  such  a reaction  occurs, 
the  doctor  may  rearrange  the  diet  slightly, 
change  the  insulin  mixture  or  perhaps  relax 
the  rules.  The  rule  for  increasing  the  insulin 

is  that  “if  (usually  two)  out  of  the  4 

tests  are  orange  or  olive,  increase  the  insulin 

units”  again  usually  10%  of  the  total 

dose.  The  case  illustrated  here  was  given 
U 80  strength  insulin.  One  bottle  of  NPH 
and  one  bottle  of  regular  were  mixed  to- 
gether. This  was  a ten  year  old  girl,  a new 
diabetic.  She  appeared  with  a strong  glu- 
cosuria  and  ketonuria.  She  had  not  yet 
reached  the  stage  of  vomiting  or  less  of  ap- 
petite. No  bed  was  available  in  the  hospital 
at  the  moment,  so  using  calculations  based  on 
probable  requirement  of  a complete  diabetic 
of  her  size,  weight  and  age,  I gave  her  110 
units  of  the  insulin  mixture,  a diet,  and  sent 
her  home.  Her  urine  tests  all  ran  orange  until 
the  next  morning  when  I gave  her  120  units 
and  sent  her  home.  The  next  day  she  got 
130  units.  With  this,  her  tests  ran  blue.  We 
cut  her  insulin  down  then  to  120  the  next  day. 
At  approximately  this  point  she  started  tak- 
ing her  own  shots  at  home  and  following  the 
rules  herself.  The  insulin  requirement  rap- 
idly decreased  until  at  approximately  2 weeks 
later  her  insulin  requirement  was  down  to 
40  units. 

The  fall  in  insulin  requirement  illustrates 
an  interesting  characteristic  of  the  new  young 
diabetic.  This  is,  upon  institution  of  insulin 
therapy,  during  usually  the  second  week  of 
treatment,  there  is  a rapid  fall  of  the  insulin 
requirement.  For  this  period,  any  set  of  rules 
must  allow  sufficiently  rapid  decrease  of  in- 
sulin, which  may  be  as  much  as  15  or  20% 
per  day.  Sometimes  the  insulin  requirement 
falls  even  to  0 for  awhile.  This  rapid  fall 
early  in  the  initial  stabilization  of  the  dia- 
betic child  has  been  well  recognized.  It  prob- 
ably involves  some  recovery  of  the  islets  from 
hydropic  degeneration,  it  also  involves  recov- 
ery from  conditions  producing  insulin  resis- 
tance. Unfortunately,  in  the  diabetic  child, 
the  apparent  recovery  of  the  islets  is  only 
transient,  and  in  the  course  of  a few  months 
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the  insulin  requirement  again  rises.  In  a 
rather  stable  case,  an  increase  of  insulin  dos- 
age from  40  to  60  units  occurred  in  6 days 
following  appearance  of  a stye.  He  was  re- 
ceiving a mixture  of  two  bottles  of  NPH  and 
one  bottle  of  regular  insulin.  The  sugar  spill- 
age at  four  test  times  of  the  day  was  quite 
well  balanced.  In  the  present  studies,  the 
method  of  indicating  with  crayon,  the  color 
result  of  the  Benedict  or  Clinitest  tests  on 
the  chart  has  proven  of  interest  to  the  chil- 
dren, and  is  also  a convenience  to  the  phys- 
ician. By  comparing  the  vertical  columns  for 
breakfast,  lunch,  supper,  and  at  bedtime  tests, 
the  physician  can  determine  at  a glance 
whether  there  is  a preponderance  of  oranges 
or  blues  at  any  of  those  particular  times.  At 
these  visits  the  physician  can  make  any  neces- 
sary change  in  the  ratio  of  NPH  to  regular 
insulin  or,  as  most  frequently  occurs,  he  can 
make  some  minor  shifts  in  timing  of  foods 
to  keep  the  columns  balanced. 

Use  of  such  a scheme  as  this  necessitates 
somewhat  more  concern  of  the  physician  with 
dietetics  than  is  perhaps  usual.  Although  die- 
titians were  available,  it  was  found  more  con- 
venient for  the  physician  to  handle  the  diet 
directly  with  the  patient.  This  was  facilitated 
by  the  booklet  with  which  you  are  probably 
familiar  entitled  “Meal  Planning  with  Ex- 
change Lists.  ” This  booklet  was  devised  by 
a committee  of  the  American  Diabetes  Asso- 
ciation and  the  American  Dietetic  Associa- 
tion. The  booklets  are  available  from  the 
Health  Publications  Institute,  Raleigh,  North 
Carolina.  *Separate  sheets  are  available  with 
diets  of  different  numbers  of  calories  ranging 
from  1200  calories  upward.  Fortunately,  at 
least  in  my  opinion,  the  diets  are  arranged 
for  a proportion  of  two  parts  of  carbohydrate, 
one  part  of  protein  and  one  part  of  fat,  in 
grams.  The  separate  diet  sheets  as  published 
allow  for  three  meals  and  a bedtime  snack. 
These  meal  plans,  if  used,  must  be  rearranged 
slightly  or  supplemented  to  provide  other  be- 
tween-meal  snacks,  particularly  one  in  the 
mid-afternoon,  usually  amounting  to  one  to 
two  bread  exchanges.  Some  foods  from  each 
main  meal  are  delayed  to  form  subsequent  be- 
tween-meal  snacks.  With  the  variations  of 
insulin  somewhat  limited,  one  is  compelled  to 
build  the  diet  around  the  insulin  response  to 
some  extent.  It  is  found  that  the  mid-after- 
noon snack  must  be  quite  large.  This  seems  to 


be  approximately  the  peak  of  the  insulin  ac- 
tion when  the  mixture  of  NPH  and  regular 
insulin  is  used.  This  is  where  we  like  to  have 
the  peak  of  action.  With  NPH  insulin  alone 
there  tends  to  be,  in  children,  a difficulty  of 
too  much  insulin  action  after  supper  or  after 
midnight.  When  one  is  using  a long-acting 
or  a moderately  long  acting  insulin  mixture 
and  attempting  to  balance  the  insulin  action 
with  food,  it  is  obviously  difficult  to  balance 
a relatively  constant  insulin  effect  with  three 
large  meals  of  food  intake.  The  use  of  the 
between  meal  and  the  bedtime  snacks  does 
away  with  much  of  the  extreme  fluctuation 
of  blood  sugar  and  solves  the  problem  of 
some  of  the  so-called  “brittle”  diabetics. 

Attempting  to  achieve  the  ideal  of  helping 
the  child  feel  as  much  like  a normal  person 
as  possible,  I usually  make  the  rather  rash 
statement  that  there  is  no  normal  food  that 
the  diabetic  child  cannot  eat.  This  includes 
ice  cream,  candy,  cake,  pie,  soft  drinks  and 
even  the  sugar,  flavoring  and  ice  concoctions 
that  in  Baltimore  are  called  “snowballs.” 
However,  that  rash  statement  must  be  quali- 
fied. They  can  have  any  of  these  things,  but 
they  must  have  someone  figure  out  when 
they  can  have  them,  and  how  much.  Actually 
it  is  easy  to  fit  quite  a variety  of  such  high- 
carbohydrate  items  into  the  mid-afternoon 
snack  in  place  of  bread  or  fruit  exchanges.  In 
the  meal-planning  booklet  are  tables  of  ex- 
changes of  different  types  of  foods.  There  are 
tables  for  milk  products,  low  calorie  vege- 
tables, breads,  meats  and  fats.  The  most  im- 
portant list  is  the  bread  exchanges,  based  on 
one  slice  of  bread,  containing  15  grams  of  car- 
bohydrate, 2 grams  of  protein  and  70  calories. 
Examples  on  this  list  include  a cup  of  spa- 
ghetti or  noodles,  5 saltine  crackers,  1 cup  of 
popcorn,  1/2  cup  mashed  potatoes,  IVz  inch 
cube  of  sponge  cake.  It  even  includes  ice 
cream  but  with  the  use  of  ice  cream  there  are 
instructions  to  omit  2 fat  exchanges  else- 
where. The  foods  are  measured  in  household 
measurements.  There  is  no  weighing,  except 
that  the  physician  or  dietitian  may  occasion- 
ally need  to  weigh  a certain  type  of  candy  or 
cookie  that  the  child  may  desire  to  have. 
This  is  a relatively  “free  diet,”  but  it  does 

*The  Health  Publication  Institute  has  gone  into 
bankruptcy  and  booklets  are  no  longer  available, 
but,  the  A.D.A.  is  making  other  arrangements. 
Meanwhile,  diet  cards  with  the  same  lists  are 
available  from  Eli  Lilly  & Co. 
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provide  a certain  amount  of  regularity.  The 
degree  of  control  toward  which  one  should 
strive  has  been  a point  of  difference  of  opin- 
ion in  the  past.  Such  a system  as  here  out- 
lined achieved  a control  in  most  cases  with 
somewhat  less  than  10%  of  the  carbohydrate 
equivalent  of  the  diet  appearing  in  the  urine 
in  24  hour  quantitative  urine  sugar  tests.  Ap- 
proximately 1/2  to  2/3  of  the  urine  color  tests 
were  blue  or  green.  Acetonuria  was  almost 
never  seen.  The  few  insulin  reactions  were 
mild  and  located  during  waking  hours.  Since 
serum  mucoprotein  values  have  been  noted  to 
be  elevated  in  adults  with  diabetic  complica- 
tions, serum  mucoproteins  were  determined 
in  this  group  of  children.  They  were  within 
the  normal  range.  The  rules  can  be  tightened 
to  achieve  closer  control,  provided  the  in- 
take of  food  and  the  exercise  habits  are  quite 
regular.  The  degree  of  control  may  seem  to 
some  to  be  a bit  lax.  Certainly  we  all  have 
had  the  experience,  in  the  hospital,  of  con- 
trolling diabetics  very  closely.  However, 
there  is  a great  difference  between  the  con- 
trol that  can  be  managed  in  a hospital  and 
control  that  can  be  managed  on  an  out-patient 
basis  over  a long  period  of  time,  particularly 
when  only  a single  daily  insulin  injection  is 
used.  The  observation  from  an  outstanding 
group,  which  has  consistently  believed  in 
quite  close  control,  placed  approximately 
two-thirds  of  their  own  out-patients  in  the 
group  of  poor  control.  Unfortunately,  it  is 
the  out-patient  control  that  largely  deter- 
mines the  health  of  these  patients  in  the  long 
run.  This  is  the  weak  spot  in  manapement  of 
diabetes  today.  It  is  largely  a matter  of  se- 
curing the  cooperation  of  the  patients  and 
families,  and  giving  them  a practical  regime. 
The  system  here  presented,  while  it  does 
allow  a little  spillage  of  sugar  once  or  twice 
a day,  permits  continuous  insulin  changes  so 
that  the  insulin  supply  follows  along  with 
changes  of  insulin  requirement  and  never 
gets  very  far  away  from  the  need.  The  sys- 
tem has  been  used  on  children  from  ages  of 
2-13  years.  In  the  younger  children  an  in- 
convenience in  giving  a single  daily  insulin 
injection  is  that  after  the  insulin  is  given  in 
the  morning,  the  child  may  be  found  to  have 
no  appetite  and  to  refuse  to  eat,  perhaps  with 


the  onset  of  an  infection.  In  saving  the  child 
from  multiple  daily  insulin  shots,  we  thus 
have  put  ourselves  into  something  of  a pre- 
dicament in  case  of  refusal  of  the  child  to  eat. 
We  give  the  families  instructions  regarding 
concentrated  carbohydrate  equivalents  to 
give  in  place  of  any  meal  refused.  In  case  the 
child  completely  misses  a meal  or  starts  to 
vomit,  parents  are  instructed  to  start  for  the 
hospital  because  the  situation  may  soon  be 
more  difficult  that  they  can  handle.  In  cases 
when  it  is  only  a behavior  problem,  an 
episode  like  this,  with  parenteral  feeding  re- 
quired, usually  has  a certain  prophylactic 
value  against  repetition  of  any  similar  epi- 
sodes. 

A new  phase  of  development  of  insulin 
preparations  is  represented  by  the  new  in- 
sulin zinc  suspensions  called  semi-lente, 
ultra-lente,  and  lente.  Semi-lente  is  relatively 
rapid  in  action,  acting  over  the  period  of  12 
to  16  hours.  The  ultra-lente  acts  up  to  96 
hours.  Lente  insulin  is  a mixture  of  70% 
ultra-lente  and  30%  of  semi-lente.  Lente  in- 
sulin is  approximately  equivalent  to  NPH  in 
time  of  action.  (Peck,  et  al..  Diabetes,  3:261, 
1954.)  The  lente  insulins  are  said  to  work 
well  with  children.  (Gurling,  Brit.  Med.  J., 
1:71,  1955.)  (Ferguson,  Arch.  Dis.  Child.,  29:- 
436,  1954.) 

Various  schemes  of  treatment  of  diabetic 
acidosis  are  familiar  to  you.  There  seems  now 
to  be  some  resolution  of  the  different  view- 
points which  various  groups  have  held  in  the 
past.  The  most  satisfactory  program  seems 
to  be  one  in  which  the  quantity  of  insulin 
and  the  time  for  subsequent  parenteral  glu- 
cose are  judged  by  blood  sugar  determina- 
tions. For  this,  blood  sugar  determinations 
must  be  available  at  all  hours.  The  effect  of 
the  insulin  dose  on  the  blood  sugar  measures 
the  insulin  resistance  by  which  future  in- 
sulin doses  are  adjusted.  The  initial  fluid  is 
Ringer’s  or  saline,  usually  combined  with 
some  alkali.  The  final  quantity  of  alkali  is 
determined  by  the  CO.  combining  power  of 
the  blood.  Multiple  electrolyte  solutions  in- 
cluding potassium  and  phosphate  are  started 
as  soon  as  recovery  appears  to  be  under  way. 
(Smith,  et  al..  Diabetes,  3:287,  1954.) 
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Although  tonsil  surgery  was  done  3,000 
years  ago  by  the  Chinese  we  still  speak  of  a 
tonsil  problem.  That  it  still  is  a problem  is 
shown  by  the  fact  that  numerous  papers  ap- 
pear every  year  on  this  subject,  more  than  a 
thousand  in  the  last  ten  years. 

There  are  two  main  reasons  which  make 
the  tonsil  problem  such  a controversial  issue. 
One  deals  with  the  indication  of  tonsillec- 
tomy, the  other  with  the  hazards  of  the  op- 
erative procedure. 

As  long  as  the  physiological  function  of 
the  tonsil  is  not  well  defined,  indications  for 
the  tonsillectomy  cannot  be  precise  and  will 
be  subjected  to  criticism.  But  in  this  age  of 
advanced  surgical  skill,  one  would  expect 
the  dangers  of  a more  or  less  standardized 
technique  to  be  reduced  to  a minimum.  But 
unfortunately  there  has  been  and  still  is  mor- 
tality from  tonsil  surgery.  75%  of  all  fatal 
accidents  in  tonsillectomy  are  due  to  faulty 
anesthesia.  The  administration  of  anesthesia 
for  tonsillectomy  is  one  of  the  most  difficult 
tasks  for  the  anesthetist. 

Asphyxia  due  to  obstruction  of  respiration 
is  the  most  common  and  serious  complication 
of  anesthesia.  No  other  operation  is  more 
apt  to  cause  obstruction  to  respiration  than 
tonsillectomy.  We  work  next  to  the  respira- 
tory tract  in  a small  cavity,  with  the  head 
hyperextended.  Faulty  use  of  the  tongue 
depressor  with  blood  and  excessive  mucus  in 
the  oral  cavity  may  cause  serious  respiratory 


embarrassment.  It  is  a constant  challenge  for 
the  anesthetist  and  operator  to  maintain  ade- 
quate anesthesia  and  at  the  same  time  an 
open  airway.  The  threshold  between  suf- 
ficient relaxation  and  respiratory  depression 
in  children  is  small;  suboxygenation  over  a 
period  of  time  may  lead  to  permanent  cere- 
bral damage.  The  maintenance  of  an  open 
airway  is  paramount  to  any  form  of  safe 
general  anesthesia.  Safe  anesthesia  means 
the  ability  to  maintain  adequate  oxygenation 
at  all  times. 

We  have  used  endotracheal  anesthesia  in 
all  our  tonsillectomies  in  children  for  many 
years  to  our  greatest  satisfaction,  without  en- 
countering any  serious  complications. 

Certain  rules  must  be  followed  in  order  to 
obtain  a successful  endotracheal  anesthesia. 

1.  Proper  depth  of  anesthesia  and  relaxa- 
tion of  jaw  muscles  are  essential  for  passing 
an  endoctracheal  tube  without  causing  trau- 
ma to  the  patient. 

2.  Selecting  the  proper  size  and  length  of 
the  tube  is  of  greatest  importance. 

Table  1.  Endoctracheal  Tube  Sizes 


Size  No. 

2 

3 

4 

5 

6 
7 


Age 

2 years 
3-4 
5-7 
8-10 
11-15 

16  and  older 


Presented  to  the  S.  D.  Medical  Association  An- 
nual Meeting,  May  23,  1955,  Mitchell,  S.  D. 


— 453  — 


SOUTH  DAKOTA 


Various  anesthetic  agents  have  been  used 
in  our  group  for  the  induction  and  mainten- 
ance of  anesthesia.  In  our  early  series  we 
utilized  ether  with  vinethene,  cyclopropane 
with  pentothal,  or  cyclopropane  ether,  while 
during  the  last  two  years  pentothal  curare 
with  nitrous  oxide  was  used  in  most  cases.  If 
a competent  anesthesiologist  is  on  hand,  I 
feel  that  the  choice  which  anesthetic  agents 
should  be  used  in  each  particular  case  should 
be  his.  On  the  other  hand,  if  only  a nurse 
anesthetist  is  available  and  the  surgeon  does 
the  intubation  himself,  ether-oxygen  com- 
bination is  still  the  safest  anesthetic  agent. 
Whichever  anesthetic  is  used,  it  is  of  the 
greatest  importance  that  the  pharyngeal  and 
laryngeal  reflexes  are  obtunded  completely, 
when  the  intubation  takes  place.  Only  in  this 
plane  of  anesthesia  is  an  atraumatic  intuba- 
tion possible.  Blind  intranasal  intubation 
should  be  discouraged  except  in  particular 
cases,  where  oral  intubation  is  of  disadvant- 
age. In  most  of  our  cases,  orotracheal  intu- 
bation was  carried  out. 

In  the  beginning,  the  operator  may  object 
to  the  endotracheal  tube  occupying  so  much 
space  in  the  oral  cavity,  especially  in  the 
presence  of  abnormally  large  tonsils,  but  one 
can  adapt  to  the  tube  very  quickly  if  it  is 
shifted  from  one  side  of  the  mouth  to  the 
other  to  suit  the  needs  of  the  surgeon.  In- 
tranasal intubation  interferes  somewhat  with 
the  performance  of  adenoidectomy,  but  if 
necessary  it  can  be  done  satisfactorily  by 
shifting  the  tube  sideways  and  forward. 

We  reviewed  1,000  cases  of  adenotonsillec- 
tomies  performed  from  1949  to  1954  at  the 
Miller  Hospital  in  Saint  Paul  and  the  Minn- 
esota University  Hospital  in  which  the  endo- 
tracheal technique  was  employed.  The  anes- 
thesia was  always  under  the  supervision  of 
an  anesthesiologist  and  a well  established 
technique  was  applied  which  may  be  a con- 
tributing factor  in  achieving  such  satisfactory 
results. 


Table  2.  Age  of  Patients 


groups 

Number  of  cases 

% of  cases 

1-  5 

396 

40 

6-10 

417 

42 

11-15 

120 

12 

16-20 

31 

3 

21  plus 

36 

3 

1000 

100 

Table  3.  Anesthetic  Agent  Employed 

Number  of  cases  % of  cases 


Ether 

100 

10 

Cyclopropane 

74 

7 

Pentothal-Curare 

826 

83 

N^O 

1000 

100 

Table  4.  Duration  of  Anesthesia 

Number  of  cases 

% of 

0-15  minutes 

29 

3 

16-30  minutes 

316 

32 

31-45  minutes 

347 

35 

46-60  minutes 

207 

20 

61  m plus 

101 

10 

1000  100 


Table  5.  Endotracheal  Tubes  Used 

Number  of  cases  % of  cases  < 

Oral-Tracheal  938  94 

Nasal-Tracheal  62  6 


1000  100 

Table  6.  Duration  of  Hospitalization 

Number  of  cases  % of  cases 


day 

423 

42 

days 

506 

51 

days 

37 

4 

days  plus 

34 

3 

100 

100 

Table  7.  Postanesthetic  Complications 

Number  of  cases  (1000) 


Pneumonia  0 

Atelectasis  0 

Hoarseness  2 

Tracheotomy  0 


Laceration  of  pharynx  0 

Broken  or  missing  teeth  0 

Altogether,  1000  cases  were  studied  and  the 
only  complications  noted  were  two  cases  of 
hoarseness,  certainly  not  a serious  after- 
effect. If  any  complications  such  as  cord 
granuloma  or  ulcer  had  developed  after  the 
discharge  of  the  patient  from  the  hospital,  in 
99  per  cent  of  the  cases  it  would  have  come 
to  the  attention  of  the  attending  physician. 
None  were  reported.  These  statistics  sound 
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SO  good  that  one  might  doubt  their  veracity. 
It  certainly  proves  endotracheal  anesthesia  is 
a safe  procedure,  even  in  small  children,  if 
applied  by  an  anesthesiologist  or  otolaryn- 
golist  who  has  been  properly  trained  in  its  ad- 
ministration. There  is  no  other  form  of  anes- 
thesia at  present  which  can  replace  it  and 
not  sacrifice  the  all  important  factor  in  gen- 
eral anesthesia,  that  is,  to  maintain  an  open 
airway  during  its  entire  course. 

Dr.  Paluel  J.  Flagg,  the  father  of  endotra- 
cheal anesthesia,  who  has  done  so  much  to 
perfect  and  popularize  it,  states:  “My  im- 
pression is  that  there  is  no  substitute  for  this 
technique,  but  that  the  details  of  its  common 
usage  may  well  be  improved.  In  other  words, 
instead  of  eliminating  the  technique,  improve 
its  use.  Let  us  consider  the  following:  The 
shadow  of  impending  death  from  aspiration 
and  from  asphyxia  falls  over  all  surgery  of 
the  head  and  neck  performed  under  general 
anesthesia.  This  shadow  — this  hazard  — is 
eliminated  by  the  endotracheal  tube.  In  the 
present  state  of  our  knowledge,  the  use  of  the 
endotracheal  tube  for  this  type  of  surgery  is 
mandatory.  There  is  no  other  mechanical 
means  of  protection  available.  Indeed,  a 
failure  to  use  this  protection  in  the  case  of 
accidental  death  from  asphyxia  or  from  as- 
piration may  shortly  be  regarded  as  mal- 
practice.” 


The  purpose  of  the  film  to  be  shown  is  to 
demonstrate  the  technique  of  endotracheal 
anesthesia  in  tonsillectomies  and  not  the  de- 
tails of  the  surgical  procedure  as  such.  We 
all  realize  how  important  it  is  for  the  psyche 
of  the  child  to  minimize  its  fear  for  such  a 
surgical  procedure.  The  basis  of  all  fear  is 
insecurity.  The  parents  should  explain  to 
the  child  the  purpose  of  the  operation,  the 
purpose  of  its  stay  in  the  hospital,  and  the 
use  of  anesthesia.  It  is  entirely  wrong  to  bring 
the  child  into  the  hospital  for  tonsillectomy 
two  hours  before  operation,  totally  unpre- 
pared and  to  be  separated  from  the  parents 
and  carried  off  into  an  entirely  different 
world,  completely  foreign  to  it.  Such  im- 
proper preparatory  care  may  be  responsible 
for  a psychic  trauma  to  the  child  resulting 
in  a changed,  antagonistic  attitude  towards 
its  parents,  playmates,  doctors,  nurses,  and 
hospitals.  With  the  cooperation  of  the  par- 
ents, the  attending  physician  and  anesthetist 


will  be  able  to  prepare  the  child  in  the  proper 
way  and  so  avoid  such  unfortunate  sequels. 


PAN  AMERICAN  MEDICAL  WOMEN'S 
ALLIANCE  TO  MEET 

“The  V Congress  of  the  Pan  American  Med- 
ical Women’s  Alliance  will  be  held  in  San- 
tiago and  Vina  del  Mar,  Chile,  March  6 to 
13,  1956.  A pre  and  post  Congress  trip  is 
planned  to  include  visits  to  hospitals  and 
medical  clinics  in  Mexico,  San  Salvador, 
Panama,  and  southern  Chile  under  the 
guidance  of  some  of  the  Chilean  women 
doctors.  Following  the  Congress  a week  will 
be  spent  in  LaPaz,  Bolivia,  visiting  their 
medical  projects  among  the  Incas.  Enroute 
to  Lima  there  will  be  a day  trip  across  Lake 
Titicaca  and  ample  opportunity  to  explore 
the  archeologic  treasures  of  Cuzco  and 
Macchu  Picchu.  Arrangements  may  be  made 
to  shorten  or  lengthen  the  planned  itinerary. 
Papers  on  the  subjects  of:  Medical  Problems 
of  Women  in  Medicine,  Problems  of  In- 
fertility, Family  Security,  Cancer  and  mis- 
cellaneous subjects.  Information  may  be  ob- 
tained from  the  Secretary,  Dr.  Eva  F.  Dodge, 
2124  W.  11th  Street,  Little  Rock,  Arkansas, 
or  from  the  Program  Chairman,  Dr.  Eva 
Cutright,  Wooster,  Ohio.” 


NOTICE  TO  DOCTORS 

BLUE  CROSS  PLAN  OF  SIOUX  CITY 
IS  IN  NEED  OF  SALESMEN.  IF  YOU 
KNOW  OF  SOMEONE  WHO  WOULD 
BE  INTERESTED  IN  SELLING  ON  A 
SALARY  AND  COMMISSION  BASIS 
PLEASE  NOTIFY  YOUR  EXECUTIVE 
OFFICER  OR  WRITE  DIRECT  TO 
R.  W.  GLENN,  PRESIDENT,  BLUE 
CROSS,  1622  PIERCE  STREET,  SIOUX 
CITY,  IOWA. 


'^iiiiiiiiiiiiiiiiiiiiiiiiitiiiiiniiiiiiiiiiiiiiiiiiiiiiiiiiiinitiiiiiiiiiiitiiiiiiiiiiiiiitiiiiiiiiiiiiiiiiiiig 

I In  very  special  cases 

I A very 
j superior  Brandy 


1 SPECIFY 


= the  WORLDS  PREFERRED  COGNAC  BRANDY  S 

g 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  = 
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NEWER  AGENTS  IN  THERAPEUTICS* 
Robert  L.  Grissom,  M.D., 

Professor  of  Medicine 

University  of  Nebraska  College  of  Medicine 
Omaha.  Nebraska 


It  would  be  a mistake  to  review  for  you 
those  newer  agents  in  therapeutics  which  are 
so  new  as  not  yet  to  have  been  generally  mar- 
keted or,  indeed,  proven  in  their  clinical 
value.  At  the  same  time,  there  are  other 
newer  drugs  with  which  you  in  practice  are 
more  familiar  than  we  in  the  medical  schools 
who  try  to  stick  to  fundamental  processes  and 
diseases.  Among  these,  chlorpromazine,  com- 
monly known  as  Thorazine,  is  a drug  which 
I suspect  you  know  much  better  than  I.  The 
advertising  literature  suggests  it  is  good  for 
many  human  ails  and  should  be  freely  pres- 
cribed, particularly  for  those  who  are  feeling 
either  emotionally  disturbed  or  sick  at  their 
stomachs.  This  remarkable  drug  does  have  a 
real  place  in  therapy.  It  is  strikingly  effective 
in  radiation  or  nitrogen  mustard  nausea.  Yet 
like  most  potent  drugs,  side  effects  are  being 
noted.  Skin  rashes  and  leucopenia  have  been 
found.  In  the  city  of  Omaha  in  three  institu- 
tions, we  found  three  patients  who  developed 
a severe  jaundice  of  prolonged  type,  conse- 
quent to  use  of  the  drug.  This  has  occurred 
in  a very  small  percentage  of  the  patients  re- 
ceiving it,  but  simulates  obstructive  jaundice 
due  to  stone  and  has  resulted  in  exploratory 
laparotomy.  Exploration  of  the  common  duct 
revealed  no  abnormality,  and  a biopsy  of  the 
liver  substance  showed  a stasis  jaundice  in 
the  liver  ducts. 

* Presented  at  the  Sioux  Valley  Medical  Meeting, 
Sioux  Falls,  S.  D.,  February,  1955. 
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Antibaclerial  Agents 

We  are  also  bombarded  with  a great  deal 
of  literature  relative  to  the  newer  antibac-. 
terial  agents,  and  it  is  profitable  to  spend  a ’ 
good  portion  of  our  time  talking  specifically 
about  the  use  and  abuse  of  these  agents,  and 
particularly  the  place  some  of  the  less  well- 
known  antibiotics  currently  available  should' 
have  in  our  practice.  Unfortunately,  for  those 
of  us  who  took  our  bacteriology  some  years 
ago,  these  antibacterial  agents  have  made  it 
more  important  of  late  that  we  know  the 
difference  between  a rod  and  a coccus  and 
between  gram-negative  and  gram-positive  ^ 
organisms,  than  it  ever  did  before.  All  anti- 
bacterial agents  seem  to  be  readily  classified 
into  those  which  are  bacteriostatic  and  those  ^ 
which  are  bactericidal.  Primarily  bactericidal  * 
agents  in  current  use  are  penicillin,  strepto-  1 
mycin,  polymyxin-B,  bacitracin  and  neo-  ^ 
mycin.  On  the  other  hand,  the  bacteriostatic  ^ 
agents  are  the  tetracyclines,  of  which  Terra-  i 
mycin,  Aureomycin,  Achromycin,  Tetracynl 
and  Steclin  are  current  examples;  chloram- 
phenicol, also  known  to  you  as  Chloromy- 
cetin; Erythromycin  and  all  of  the  sulfa 
drugs.  The  pathogens  can  be  divided  into 
rods,  most  of  which  are  gram-negative,  and 
cocci,  most  of  which  are  gram-positive.  The 
bactericidal  agents  which  kill  rods  only  are 
streptomycin  and  polymyxin-B.  The  bacter- 
icidal agents  that  kill  cocci  only  are  penicillin  * 
and  bacitracin,  while  neomycin  is  bactericidal 
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for  a wide  variety  of  both  rods  and  cocci;  it 
is  the  broadest  of  the  bactericidal  agents,  but, 
as  we  shall  see  later,  also  the  most  toxic.  The 
bacteriostatic  agents  which  affect  cocci  only 
are  Erythromycin  and  Magnamycin,  while  all 
of  the  broad  spectrum  antibiotics,  and  by 
these  we  mean  Terramycin,  Aureomycin, 
Achromycin,  Steclin,  and  so  on,  are  bacterio- 
static for  rods  and  cocci  both.  Because  they 
are  bacteriostatic,  however,  the  broad  spec- 
trum antibiotics  are  not  the  drugs  of  choice 
when  the  kill  is  easy  or  extremely  important, 
such  as  in  bacterial  endocarditis,  or  when  the 
culture  tells  us  that  the  organisms  are  equally 
sensitive  in  the  test  tube  or  on  the  agar  plate 
study. 

What  is  new  in  the  use  of  penicillin?  Surely 
all  of  us  are  familiar  with  benzathine  penicik 
lin,  or  Bicillin,  a very  long-acting  drug  which 
is  quite  effective  against  the  hemolytic  strep- 
tococci, which  are  implicated  in  the  cause  of 
rheumatic  fever.  This  drug  can  be  satisfac- 
torily given  in  rheumatic  fever  prevention 
as  infrequently  as  once  a month.  We  now 
believe  that  patients  with  rheumatic  fever 
should  be  treated  indefinitely  with  this  or  a 
similar  agent.  However,  the  blood  levels  that 
can  be  achieved  by  either  600,000  or  1,200,000 
units  of  Bicillin  are  so  low  that  they  are  ef- 
fective against  very  few  common  organisms, 
other  than  the  hemolytic  streptococcus  and 
probably  the  gonococcus  and  the  pneumococ- 
cus. For  organisms  such  as  the  Streptococcus 
viridans,  which  is  the  commonest  organism  in 
subacute  bacterial  endocarditis,  the  level  in 
the  blood  is  very  difficult  to  get  high  enough 
to  be  effective.  If  one  increases  the  freqency 
or  total  dosage,  it  tends  to  prolong  the  blood 
level,  rather  than  to  greatly  raise  it.  There- 
fore, when  the  requirement  is  for  a high  peni- 
cillin level,  Bicillin,  or  benzathine  penicillin 
is  not  the  preferred  drug;  instead  either 
soluble  procaine  penicillin  or  procaine  peni- 
cillin-G  in  oil  should  be  given.  In  addition, 
we  dislike  ready-made  combinations  of  peni- 
cillin and  streptomycin  which  are  commonly 
marketed,  such  as  in  a unit  called  Combiotic. 
The  difficulty  with  combinations  is  that  they 
limit  adjustments  of  the  relative  dosage  of 
the  two  bactericidal  agents,  and  add  to  the 
possibility  of  development  of  resistance,  es- 
pecially to  the  streptomycin.  Of  course,  the 
organism  which  has  develoned  the  greatest 
amount  of  resistance  to  the  antibacterial 


agents  is  the  staphylococcus.  Lepper  and  his 
colleagues  1 made  a study  in  hospitalized  per- 
sonnel, in  which  they  isolated  all  the  strains 
of  staphylococci  in  the  hospital  at  the  begin- 
ning of  the  experiment  and  found  that  they 
were  all  highly  sensitive  to  erythromycin. 
Penicillin  was  withdrawn  from  use  for  a five 
month  period  and  erythromycin  substituted 
throughout,  after  which  an  analysis  of  strains 
was  resurveyed.  It  was  shown  that  eighty 
per-cent  of  them  were  highly  resistant  to 
the  erythromycin.  Spink  and  his  colleagues^ 
made  a study  on  the  resistant  strains  of 
staphylococci  in  an  in  vitro  test,  which 
showed  that  during  a three  year  period  re- 
sistance to  penicillin  of  the  staphylococcus 
was  fairly  high  and  didn’t  change  a great 
deal.  At  the  same  time,  resistance  to  strep- 
tomycin, a commonly  used  drug,  increased. 
Chloramphenicol,  which  had  unfavorable 
publicity  in  1951,  relative  to  worrisome  re- 
ports that  it  infrequently  caused  agranulo- 
cytosis, very  nearly  dropped  out  of  use.  It  is 
not  so  bad  a drug  after  all,  but  it  is  interest- 
ing that  since  its  use  decreased,  the  staphylo- 
coccus resistance  to  it  has  decreased.  Mean- 
while resistance  to  oxytetracycline,  or  Terra- 
mycin, has  increased,  as  has  resistance  to 
Aureomycin  and  Erythromycin.  On  the  other 
hand,  staphylococci  were  still  quite  sen- 
sitive to  bacitracin  and  neomycin.  A more 
recent  study^  from  the  University  of  Cali- 
fornia Hospital  shows  that  even  these  latter 
ones  are  not  as  effective  as  at  an  earlier  time. 
Erythromycin,  bacitracin  and  neomycin, 
which  formerly  had  a very  low  incidence  of 
resistant  strains,  now  have  a high  incidence. 
The  only  drug  which  stands  out  as  being  very 
favorable  is  chloramphenicol  which  we  have 
used  relatively  infrequently  of  late.  Poly- 
myxin-B,  also  known  as  Aerosporin  and  by 
other  names,  is  especially  useful  in  the  treat- 
ment of  Pseudomonas  aeruginosa  infections, 
for  which  there  is  no  other  satisfactory  anti- 
biotic. It  must  be  given  parenterally  in  order 
to  be  of  any  benefit  in  systemic  infections.  It 
may  be  given  orally,  however,  in  conjunction 
with  Neomycin  to  sterilize  the  bowel.  Neo- 
mycin is  a bactericidal  drug  and  is  highly  ef- 
fective against  a very  wide  variety  of  organ- 
isms. Furthermore,  microorganisms  gener- 
ally don’t  develop  resistance  very  quickly  to 
it.  When  given  parenterally,  it  has  caused 
deafness  and  kidney  damage.  Given  orally. 
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it  is  the  best  drug  we  have  for  the  rapid  sup- 
pression of  bacterial  growth  in  the  gastroin- 
testinal tract  in  preparation  for  abdominal 
surgery.  Neomycin  is  poorly  absorbed  also 
from  the  gastrointestinal  tract  and  will  not 
cause  systemic  toxicity,  except  perhaps  in 
the  presence  of  ulcerative  colitis  where  it 
may  be  partially  absorbed.  As  with  other 
antibiotics,  if  continued  for  more  than  a few 
days,  it  may  cause  overgrowth  of  yeasts. 
Bacitracin  is  a drug  which  most  of  us  don’t 
understand  as  well  as  we  should.  This  drug 
is  effective  against  gram-positive  organisms, 
often  those  resistant  to  penicillin,  especially 
in  infections  of  the  skin.  However,  when 
given  intramuscularly,  it  may  produce  kid- 
ney damage,  on  which  account  the  urine 
should  be  kept  alkaline  and  copious  in 
amount. 

I have  gathered  a list  of  diseases  for  which 
antibacterial  agents  are  commonly  used, 
which  seem  wasteful,  possibly  even  dan- 
gerous. The  first  of  these,  of  course,  is  minor 
respiratory  illnesses.  It  is  known  that  well 
over  ninety  percent  of  the  common  colds  and 
respiratory  infections,  whether  in  children 
of  in  adults,  are  viral  in  origin  and  unaffected 
by  antibiotics.  Furthermore,  the  use  of  these 
antibiotics  in  the  prevention  of  secondary  in- 
fections in  adults  seems  to  be  overly  empha- 
sized and  apt  to  cause  more  trouble  than 
benefit.  It  is  quite  a different  thing  to  use 
these  drugs  in  prophylaxis  of  rheumatic 
fever  than  prophylaxis  for  other  kinds  of  ill- 
ness, since  the  hemolytic  streptococcus  has 
not  developed  significant  resistance  to  peni- 
cillin. So  far  as  I know,  the  giving  of  anti- 
biotics to  prevent  subacute  bacterial  endo- 
carditis should  be  restricted  to  those  pro- 
cedures which  are  known  to  disseminate 
bacteria  into  the  blood  stream,  namely,  den- 
tal work,  certain  types  of  genito-urinary  and 
prostatic  surgery,  and  operations  on  the  heart. 
It  is  very  much  more  difficult,  and  requires 
larger  doses,  to  prevent  subacute  bacterial 
endocarditis,  than  to  prevent  the  streptococ- 
cal sore  throat.  If  antibiotics  are  to  be  used 
in  a given  case,  they  should  be  given  for  a 
reasonable  period  of  time  • — a minimum  of  a 
week  or  ten  days,  except  perhaps  in  the  use 
of  long  acting  benzathine  penicillin,  or  Bi- 
cillin,  for  the  treatment  of  acute  streptococ- 
cal sore  throat.  You  should  guard  against 
changing  the  drug  rapidly  when  it  doesn’t 


seem  to  act,  and  the  fever  doesn’t  come  down 
promptly.  It  is  not  wise  to  change  every 
twenty-four  hours  if  you  have  reasonable 
expectation  that  the  drug  will  be  effective; 
give  it  a chance  for  at  least  two  or  three 
days. 

Drugs  in  Combination 

What  is  new  in  the  use  of  drugs  in  com- 
bination? Notable  examples  of  effective  com- 
bination are,  of  course,  in  tuberculosis,  where 
the  combined  use  of  Isoniazid  and  strepto- 
mycin and/or  para-amino  salicylic  acid  has 
been  established.  In  brucellosis,  a combina- 
tion of  drugs  is  helpful,  also  in  Hemophylous 
influenza.  Streptococcus  faecalis  or  entero- 
coccal  infections;  but  otherwise  there  is  really 
not  much  need  for  combinations  of  anti- 
biotics, if  one  knows  or  has  a reasonable  idea 
what  the  bacterial  agent  is.  In  practical 
terms,  if  an  organism  is  relatively  resistant 
to  any  of  the  bactericidal  agents,  the  addition 
of  a bacteriostatic  drug  or  of  another  bacter- 
icidal agent  may  lead  to  an  added  or  syner- 
gistic effect.  On  the  other  hand,  if  the  organ- 
ism is  quite  sensitive  to  any  of  the  bacteri- 
cidal agents,  the  addition  of  a bacteriostatic 
drug  may  occasionally  interfere  somewhat 
with  its  effective  action.  What  about  toxic 
reactions?  Most  of  us  are  tending  to  use 
rather  more  streptomycin  than  dihydrostrep- 
tomycin for  the  reason  that  we  are  less  con- 
cerned about  disturbance  of  the  vestibular 
apparatus  from  streptomycin  than  deafness 
from  the  dihydro  form.  However,  the  use  of 
a combination  of  streptomycin  and  dihydro- 
streptomycin, Distrycin,  to  reduce  overall 
toxicity  has  been  successful.  Of  the  Terra- 
mycin,  Aureomycin  and  Tetracyn  or  Achro- 
mycin group,  it  is  quite  clearly  established 
that  the  actions  and  effectiveness  of  these 
drugs  are  about  the  same.  There  is  no  good 
reason  to  use  a combination  of  any  two  of 
these,  and,  furthermore,  there  is  no  reason  to 
use  one  for  awhile,  and  then  shift  to  the  other 
in  the  hope  that  the  second  will  be  more  ef- 
fective. It  does  appear,  on  the  other  hand, 
that  the  tetracyclines,  of  which  Tetracyn  and 
Achromycin  and  Steclin  are  common  trade 
names,  are  least  likely  to  produce  side  re- 
actions, whereas  Terramycin  and  Aureo- 
mycin have  an  incidence  of  reactions  which 
may  go  up  as  high  as  twelve  or  eighteen  per- 
cent. The  principal  complications  of  these 
drugs  are  vomiting,  diarrhea,  ulcerations  and 
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pruritis  about  the  mouth  and  anus.  Erythro- 
mycin has  about  the  same  disadvantages  as 
the  broad  spectrum  antibiotics.  Carbomycin 
and  Magnamycin  are  similar  to  each  other 
and  have  complications  like  the  tetracyclines. 

Agents  in  Heart  Disease 

What  new  therapeutic  agents  have  been 
developed  for  heart  disease?  The  treatment 
of  cardiac  failure  is  undergoing  some  change. 
I believe  that  there  is  a tendency  to  use  less 
digitoxin  glycoside  and  more  crude  leaf  and 
other  glycosides.  Evidence  has  been  brought 
forth  to  show  that  the  digitalis  glycoside  of 
choice  for  the  special  circumstance  when  one 
is  worried  about  toxicity,  is  gitalin.  This  drug 
has  a wider  ratio  of  therapeutic  effectiveness 
to  toxic  level  than  the  other  digitalis  sub- 
stances. In  general,  the  maximum  therapeutic 
level  of  a digitalis  preparation,  such  as  crude 
leaf  or  digitoxin,  is  about  two/thirds  the 
amount  that  produces  toxic  nausea  and  vom- 
iting, or  even  toxic  effects  on  the  heart  it- 
self. This  principle  has  been  made  use  of, 
as  you  know,  in  gaging  dosage,  so  that  digi- 
talis was  pushed  until  toxic  levels  were 
reached,  and  then  reduced  to  sub-toxic  levels 
for  maintenance  therapy.  One  of  the  dis- 
advantages of  digitoxin  has  been  that,  unlike 
digitalis,  the  serious  toxic  effects  were  not 
heralded  as  early  by  nausea,  a relatively 
benign  complication.  It  has  always  been  dif- 
ficult to  know  when  a patient  was  fully  digi- 
talized, and  we  won’t  really  know  that  until 
estimate  of  blood  levels  and  renal  excretion 
becomes  a simple  laboratory  procedure,  and 
it  is  not  at  present.  The  administration  of 
diuretics  to  bring  a patient  with  failure  back 
to  dry  weight  has  been  thought  to  concen- 
trate digitalis  in  the  past,  and  perhaps  pre- 
cipitate digitalis  toxicity.  This,  we  now 
know,  was  based  upon  a false  premise.  What 
really  happened  was  that  potassium  was 
washed  out  in  the  urine,  and  its  deficiency 
enhanced  the  toxicity  of  the  digitalis  present. 
Accordingly,  the  appropriate  treatment  for 
digitalis  intoxication  is  the  administration  of 
potassium,  especially  when  toxicity  has  re- 
sulted from  loss  of  edematous  fluid.  The  oral 
diuretics,  either  Neohydrin,  which  is  a mer- 
curial, or  Diamox,  which  is  a carbonic  anhy- 
drase  inhibitor,  are  replacing,  to  a large  ex- 
tent, the  injectable  mercurials  for  mainten- 
ance of  compensation.  It  is  still  true,  how- 


ever, that  the  maximum  diuresis  for  amount 
of  mercury  present,  is  achieved  by  parenteral 
administration.  Intravenous  use  of  mer- 
curials is  hardly  justifiable  any  longer,  and 
parenteral  mercurials  should  be  given  either 
intramuscularly  or  subcutaneously.  There 
has  been  much  discussion  about  the  proper 
dosage  of  Diamox.  Some  of  the  more  recent 
evidence  points  out  that  its  effectiveness  is 
greatest  when  given  as  two  tablets  every 
other  day  orally.  I believe  that  it  is  more 
suitable  for  maintenance  therapy  than  for  in- 
tensive use,  and  serves  well  to  maintain  dry 
weight  in  the  patient  who  is  not  in  severe 
failure. 

Are  the  newer  antihypertensive  agents  ef- 
fective and  safe?  Probably  most  of  you  are 
familiar  with  the  furor  over  the  use  of  Apre- 
soline,  because  with  larger  dosages,  a rheu- 
matic syndrome  has  developed.  This  syn- 
drome simulates  lupus  erythematosus,  and 
LE  cells  have  been  found  in  the  peripheral 
blood.  This  has  seemed  to  be  a toxic  mani- 
festation rather  than  hypersensitivity.  There 
has  been  one  report  wherein  this  syndrome 
did  not  clear  up  after  discontinuance  of  the 
medication,  but  in  all  the  others,  it  has  sub- 
sided. In  any  case,  this  complication  has  de- 
veloped only  with  large  amounts  of  drug,  400 
to  600  mg.  per  day  for  a long  period,  a dosage 
level  which  most  of  us  do  not  utilize  anyway. 
Apresoline  has  been  more  effective  in  com- 
bination with  other  drugs  than  when  used 
alone. 

Probably  the  drug  which  has  proved  to  be 
most  satisfactory  for  management  of  patients 
with  hypertension  of  the  mild  type  has  been 
one  of  the  rauwolfia  series.  It  appears  to 
make  little  difference  which  one  of  the  var- 
ious alkaloids  of  rauwolfia  serpentina  is  used. 
The  alkaloid,  reserpine,  has  the  smallest 
dosage  in  mg.,  and  is  marketed  as  Serpasil  or 
Serpiloid  or  Reserpoid  or  Crystoserpine,  with 
a dosage  that  varies  from  one-half  to  one  or 
two  mg.  per  day.  If  the  whole  alkaloidal  ex- 
tract of  the  root  is  used,  a product  such  as 
Raudixin  has  been  developed  with  a dosage 
of  100-400  mg.  per  day.  There  is  an  alseroxy- 
lon  derivative  called  Rauwiloid,  and  that 
dosage,  in  2-4-6  mg.  per  day,  seems  to  have 
a similar  effect.  There  have  been  some  psy- 
chiatric depressions  following  rauwolfia  use, 
especially  with  the  larger  dosages,  and  for 
that  reason,  one  should  hesitate  to  push  the 
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dosage  of  this  substance  too  high. 

Within  the  past  six  months,  there  has  been 
considerable  publicity  given  to  another 
product,  a ganglionic  blocking  agent,  called 
Pentalinium,  more  commonly  known  to  us  as 
Ansolysen.  Most  of  the  work  on  this  new 
drug  was  done  in  foreign  countries,  especially 
in  New  Zealand,  where  Smirk  has  been  very 
active  in  its  use,  and  it  is  being  widely  recom- 
mended now  for  both  mild  and  severe  hyper- 
tension. In  our  hypertensive  clinic  at  the 
University  of  Nebraska,  we  have  so  far  re- 
stricted its  use  largely  to  more  severe  hyper- 
tensive patients.  It  seems  that  the  hexa- 
methonium  drug,  commonly  known  as  Bis- 
trium  or  Hexameton  or  Methium,  is  being 
displaced  by  this  newer  preparation,  Anso- 
lysen. Although  the  drugs  act  similarly,  it 
appears  that  Ansolysen  can  be  given  orally 
a little  more  safely  with  fewer  side  effects, 
such  as  constipation.  However,  it  is  still  very 
important  to  watch  for  constipation  with  the 
attendant  danger  of  increased  absorption. 
There  has  been  much  less  enthusiasm  for  the 
low  sodium  regimens  lately,  and  patients  in 
our  hypertension  clinic  are  advised  only  to 
omit  salty  foods.  The  veratrum  drugs  still 
have  a place  in  the  treatment  of  the  acute 
hypertensive  encephalopathy,  but  the  diffi- 
culty with  veratrum  is  the  close  approxima- 
tion of  therapeutic  and  toxic  dose. 

There  continues  to  be  considerable  en- 
thusiasm for  the  use  of  anticoagulants  in 
myocardial  infarction  and  in  those  disease 
states  which  are  apt  to  produce  thromboem- 
bolism. At  the  present  time.  Heparin  and 
Dicoumerol  still  remain  the  safest  of  these 
drugs,  and  there  have  been  no  untoward 
sensitivities  or  other  drug  reactions,  save 
those  of  the  disturbance  of  the  anticoagulant 
mechanism.  In  our  patients  at  the  University 
Hospital,  we  are  starting  to  use  a new  type 
of  anticoagulant,  Phenindandione,  for  which 
the  common  trade  name  is  Hedulin  or  Dan- 
ilone,  but  this  drug  is  still  relatively  untried 
and  hasn’t  any  great  advantage  over  Dicoum- 
erol. Vitamin  K-1,  marketed  as  Mephyton, 
is  still  the  drug  of  choice  for  those  hypopro- 
thrombinemic  states  in  which  anticoagulants 
have  been  used  in  excess,  and  is  difinitely 
superior  to  vitamin  K itself.  A reliable  lab- 
oratory determination  of  prothrombin  times 
is  still  sine  qua  non. 


In  leukemia,  there  has  been  clarification 
of  the  place  of  the  various  new  drugs,  but, 
as  in  the  infectious  diseases,  it  has  become 
even  more  important  to  delineate  the  par- 
ticular type  of  leukemia.  In  Hodgkin’s  di- 
sease, the  drug  of  choice  certainly  is  one  of 
the  nitrogen  mustard  preparations,  either 
given  by  injection  with  the  concomitant  use 
of  Chlorpromazine,  Thorazine,  to  control 
nausea,  or  in  the  oral  preparation  called 
TEM.  This  product,  TEM  (triethylenmela- 
mine),  is  preferably  given  in  short  courses  of 
one  to  three  days,  along  with  sodium  bicar- 
bonate, and  then  the  course  repeated  as 
needed  in  about  a month  or  so.  Local  irra- 
diation also  has  a place  in  the  treatment  of 
this  disease.  In  chronic  lymphocytic  leu- 
kemia, TEM  seems  to  have  an  advantage  over 
nitrogen  mustard  and  can  be  given  effectively 
in  very  small  dosage.  When  a severe  hemo- 
lytic anemia  accompanies  Hodgkin’s  disease 
or  lymphocytic  leukemia,  cortisone  has  been 
particularly  beneficial,  and  capillary  hemor- 
rhage can  be  remarkably  improved  by  its  use. 
In  chronic  myelocytic  leukemia,  on  the  other 
hand,  we  have  a new  drug,  Myleran,  which 
is  relatively  inexpensive,  and  seems  now  to 
be  the  drug  of  choice.  Urethane  still  has  a 
place,  and  a new  colchicine  derivative,  Deme- 
colcin,  has  been  reported  as  effective,  but  its 
experience  is  still  limited.  In  the  acute  leu- 
kemias, the  lymphoblastic,  myeloblastic  or 
monocytic,  none  of  the  drugs  that  we  have 
mentioned  has  been  of  any  particular  ad- 
vantage and,  indeed,  may  be  contraindicated, 
except  for  cortisone  in  lymphoblastic  leu- 
kemia. Of  the  folic  acid  antagonists,  aminop- 
terin  and  amethopterin  are  very  useful,  but  a 
new  drug  called  6-Mercaptopurine,  a meta- 
bolic antagonist  (Purinethol),  has  definitely 
prolonged  life  in  those  children  and  adults  in 
whom  antagonism  or  poor  result  with  folic 
acid  antagonists  has  developed.  It  appears 
that  6-Mercaptopurine  is  somewhat  effective 
also  in  chronic  myelocytic  leukemias,  but  in 
general  its  principal  place  is  in  the  acute  leu- 
kemias. While  we  are  not  sure  we  have 
actually  prolonged  life  in  Hodgkin’s  Disease 
and  lymphocytic  leukemia  with  these  newer 
drugs,  we  are  sure  that  we  have  prolonged 
the  life  of  patients  with  acute  leukemia  by 
the  combined  use  of  antibiotics,  folic  acid 
antagonists,  cortisone  and  the  new  mercap- 
topurine. 
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I 

Treatment  of  Arthritis 

I-  In  the  treatment  of  arthritis  there  has  been 
» a great  deal  of  therapeutic  advance.  Intra- 
articular  hydrocortisone  has  certainly  been 
a great  boon  and  is  being  used  widely.  The 
I emphasis  on  using  cortisone  or  ACTH  in  rheu’ 
matoid  arthritis  and  not  in  degenerative  or 
osteoarthritis  still  continues  to  be  made,  and 
I quite  properly  so.  There  have  been  some 
reports  of  spontaneous  fractures  developing 
in  patients  who  have  been  on  long-term  cor- 
tisone management  in  large  dosages.  We 
know  that  spontaneous  fractures  are  common 
I in  patients  who  have  Cushing’s  syndrome,  in 
I which  a state  of  overactivity  of  the  adrenals 
I is  present,  and  probably  more  spontaneous 
fractures  will  be  reported  as  wider  exper- 
ience with  cortisone  is  obtained.  In  the  treat- 
I ment  of  gout,  it  is  now  definitely  established 
that  Benemid  can  lead  to  a better  control  of 
the  disease  than  we  had  dared  hoped  at  first, 

! so  that  tophi  and  even  chronic  gouty  arthritis 
are  being  greatly  helped  by  this  new  drug. 
For  the  treatment  of  the  acute  case,  Butazo- 
ladine  and  ACTH  still  have  a place.  Bene- 
mid is  not  effective,  and,  in  fact,  may  even 
be  contraindicated  in  the  acute  stages.  There 
is  some  evidence  that  an  intravenous  prep- 
aration of  colchicine  may  be  remarkably  ef- 
fective in  controlling  the  acute  case,  but 
this  drug  is  still  not  readily  available  in  prac- 
1 tice.  There  is  evidence  that  large  doses  of 
salicylates  will  also  control  chronic  gouty 
arthritis  if  given  over  a long  period  of  time, 
j producing  an  increased  output  of  uric  acid, 
just  as  Benemid  does.  Butazolidine  has  been 
satisfactory  in  the  acute  attack  of  gout,  and 
it  is  appropriate  to  mention  other  uses  for 
this  remarkable  drug.  It  is  not  altogether 
safe,  since  some  hemolytic  anemias  have  re- 
sulted from  it,  but  if  used  for  short  courses 
it  is  quite  effective.  It  has  a striking  symp- 
tomatic effect,  and  that  is  probably  its  chief 
benefit  in  the  treatment  of  acute  rheumatoid 
arthritis  where,  in  selected  cases,  it  has  a 
place.  It  has  recently  been  recommended  for 
the  treatment  of  phlebitis,  but  the  experience 
with  Butazoladine  in  this  connection  has  been 
limited,  and  I would  not  recommend  it  for 
that  use  as  yet.  Butazolidine  has  been  used 
in  the  treatment  of  Hodgkin’s  Disease,  in 


which  it  seems  to  control  itching  of  the  skin. 

Miscellaneous  Agents 

There  are  a few  miscellaneous  agents  which 
are  worth  mentioning.  The  use  of  Trypsin 
has  been  recommended  strongly  for  its  effec- 
tiveness in  treatment  of  phlebitis,  but  most 
of  the  work  on  this  has  come  out  of  one  or 
two  laboratories,  and  its  general  acceptance 
is  not  recommended  until  this  work  is  more 
widely  confirmed.  Used  locally,  however,  it 
has  a remarkable  ability  to  clean  up  an  in- 
fected wound,  and  when  sprayed  on  the 
wound,  is  well-established  as  a satisfactory 
substance.  Used  parenterally,  it  may  cause 
a considerable  amount  of  generalized  un- 
toward reaction.  In  the  treatment  of  nephro- 
tic edema,  cortisone  and  nitrogen  mustard 
continue  to  prove  effective.  They  may  work 
through  similar  mechanisms,  but  this  is  un- 
certain. 

We  should  all  be  familiar  with  the  use  of 
N-allylnormorphine,  Nalline.  The  drug  is  an 
antagonist  for  all  of  the  narcotic  group  of 
drugs  and  useful  in  overdosage,  but  it  is  not 
effective  against  barbiturates.  It  is  a drug 
we  ought  to  have  available  in  all  of  our  local 
hospitals,  although  not  necessarily  in  the 
doctor’s  bag.  There  is  evidence  suggesting 
that  it  is  in  itself  a mild  respiratory  depres- 
sant, so  that  it  must  not  be  used  too  freely, 
especially  in  resuscitation  of  infants  whose 
mothers,  during  the  process  of  delivery,  have 
received  too  much  morphine.  If  the  physician 
is  sure  that  the  patient  has  received  an  ex- 
cessive amount  of  a narcotic,  then  it  certainly 
should  be  used,  as  it  is  our  most  effective 
remedy  for  this  unfortunate  state. 

It  would  be  impossible,  of  course,  in  a short 
discussion  such  as  we  have  had,  to  cover  the 
entire  field  of  therapeutic  advances  in  the 
past  year.  This  past  year  hs  been  a fruitful 
year  in  the  progress  of  control  of  disease,  and 
the  substances  that  we  have  spoken  about 
represent  some  of  the  major  advances. 

1.  As  quoted  by  Kempe,  C.  H.,  The  use  of  anti- 
bacterial agents.  Summary  of  round  table  discus- 
sion. Pediatrics  15:221  Feb.,  1955. 

2.  Spink,  W.  W.,  Staphylococcal  infections  and 
the  problem  of  antibiotic-resistant  staphylococci. 
A.M.A.  Arch.  Int.  Med.  94:167  Aug.,  1954. 

3.  As  quoted  by  Kempe,  C.  H.,  The  use  of  anti- 
bacterial agents.  Summary  of  round  table  discus- 
sion. Pediatrics  15:221  Feb.,  1955. 
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ANNUAL  REPORT  OF  THE 
MATERNAL  MORTALITY  STUDY  COMMITTEE 
October  15.  1955 

A year  ago  we  were  able  to  make  an  initial  report  to  the  South  Dakota  Society  of  Obstet- 
rics and  Gynecology  concerning  our  studies  up  to  that  time. 

Since  that  time  we  have  completed  charts  on  ten  additional  patients.  Some  of  these  occur- 
red in  previous  years,  but  we  are  happy  to  report  that  we  have  received  information  on  all 
known  maternal  deaths  which  have  occurred  during  1955,  so  that  from  this  point  onward  we 
can  anticipate  comprehensive  coverage  of  the  problem  in  the  State  of  South  Dakota. 

Of  the  ten  obstetrical  deaths  which  we  studied  one  was  directly  caused  by  the  pregnancy. 
One  death  occurred  in  a pregnant  woman  with  no  relationship  to  the  pregnancy,  and  one 
death  could  not  be  classified  in  this  regard  because  there  was  insufficient  information  avail- 
able to  the  committee. 

The  committee  attempted  to  determine  whether  any  of  these  deaths  could  have  been  pre- 
vented. It  is  important  to  remember  that  this  evaluation  is  based  upon  only  that  information 
which  was  made  available  to  fhe  committee.  It  was  thought  that  three  of  these  deaths  were 
preventable,  five  were  non-preventable,  and  two  were  not  classified  because  there  was  in- 
sufficient information  available  to  the  committee  to  arrive  at  a logical  conclusion  in  this  re- 
gard. 

Briefly  the  causes  of  death  were  as  follows: 

Cardiac  arrest  during  early  phase  of  Trilene  anesthesia  — 1 

Severe  postpartum  hemorrhage  — 1 

Puerperal  infection  with  septic  embolism  — 1 

Intestinal  obstruction  with  peritonitis,  secondary  to  old  post-operative  adhesions  and 
enlarging  pregnant  uterus  — 2 

Third  trimester  hemorrhages  complicated  by  transfusions,  chronic  nephritis,  and  fol- 
lowed by  uremia  — 2 

Severe  toxemia  complicated  by  spontaneous  rupture  of  the  liver  — 1 

Pulmonary  tuberculosis  — 2 

The  committee  requests  permission  from  the  Society  to  set  up  a simple,  objective  exhibit 
at  the  combined  meeting  of  the  North  and  South  Dakota  State  Medical  Societies  in  Aberdeen 
next  spring.  This  exhibit  would  include  graphs  and  charts  depicting  the  results  of  the  study 
up  to  that  time. 

Respectfully  submitted. 

Maternal  Mortality  Study  Committee  of  the 

S.  D.  Society  of  Ob.-Gyn. 
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(GREETINGS  TO  THE  MEMBERS  OF 
THE  SOUTH  DAKOTA  STATE  MEDICAL 
, ASSOCIATION: 

AFTER  JAMES  WHITCOMB  RILEY 
HAD  BECOME  FAMOUS.  HE  WROTE  OUT 
HIS  SECRET  FOR  SUCCESS  FOR  A 
YOUNG  POET  WHO  HAD  COME  TO  HIM 
FOR  ADVICE:  "GIVE  NOTHING  BUT 
PURE  JOY  AND  BEAUTY.  COMPASSION 
AND  TENDERNESS.  A "CHRIST-LIKE" 

LAYING  OF  HANDS  ON  THE  BROW 
THAT  ACHES.  ON  WOUNDS  THAT 
BLEED.  AND  ON  THE  WORN  AND 
WEARY " 

WITHOUT  SEEMING  INSIPID.  MAY  I 
SUGGEST  THAT  THIS  IS  ALSO  WHAT 
OUR  PROFESSION  MIGHT  HAVE  AS  AN 
ULTIMATE.  TRUE.  IT  IS  NOT  EASY  TO 
BE  CLOSE  TO  ACHES  AND  PAINS  AND 
NOT  BECOME  HARDENED  AND  INDIF- 
FERENT IF  WE  BECOME  CARELESS  AND 
TOO  HURRIED  WITH  OUR  PATIENTS. 

SOON  IT  WILL  BE  THE  TIME  OF  "PEACE  ON  EARTH  AND  GOOD  WILL  TOWARD 
MEN."  We  COULD  ALL  BECOME  BETTER  PHYSICIANS  IF  WE  FOLLOWED  SOME  OF 
JAMES  WHITCOMB  RILEY'S  ADVICE. 

MAY  THIS  "PEACE  BE  YOURS"  AT  THIS  HOLIDAY  SEASON  AS  EACH  OF  US 
DOES  HIS  OR  HER  OWN  PART  IN  MAKING  IT  A MORE  BEAUTIFUL  AND  PEACEFUL 
WORLD  IN  WHICH  TO  LIVE. 

MAY  YOU  ALL  HAVE  A JOYOUS  CHRISTMAS  SEASON. 


F.  DANIELS  GILLIS.  M.D..  President 


I 


Hydrochloride 
Tetracycline  HCI  Lederle 


For  nearly  two  years,  Achromycin  has  been  in  daily  use. 
Thousands  of  practicing  physicians  in  every  field  have 
substantiated  its  advantages,  and  the  confirmations  mount 
every  day. 

In  any  of  its  many  dosage  forms.  Achromycin  has  proved 
to  be  well  tolerated  by  patients  of  every  age.  It  provides  true 
broad-spectrum  activity,  rapid  diffusion,  and  prompt 
control  of  a wide  variety  of  infections  caused  by  Gram- 
negative and  Gram-positive  bacteria,  rickettsia,  and  certain 
viruses  and  protozoa. 

Achromycin— an  antibiotic  of  choice,  produced  under  rigid 
controls  in  Lederle’s  own  laboratories. 
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EDITORIAL 


HOSPITAL  ACCREDITATION 

The  House  of  Delegates  of  the  AMA  in 
Jun-e  1955  set  up  a special  committee  to  re- 
view the  functions  of  the  Joint  Commission 
on  Accreditation  of  Hospitals.  They  will  re- 
port their  findings  next  June. 

Because  many  of  the  doctors  are  concerned 
about  the  Joint  Commission,  the  AMA  com- 
mittee wants  to  give  you  a chance  to  “sound- 
off.” 

We  have  heard  complaints  on  accreditation 
in  South  Dakota.  Here,  now  is  a chance  to  be 
heard. 

The  committee  is  interested  especially  in 
the  following; 

1.  The  general  understanding  by  physicians 
of  the  functions  of  the  Joint  Commission. 

2.  Whether  the  method  of  appeal  from  an 
adverse  ruling  regarding  accreditation  is 
satisfactory. 

3.  The  effect  on  the  individual  physician’s 
hospital  connections  due  to  actions  of 
the  Joint  Commission. 

4.  Whether  any  organizations  not  now  rep- 
resented should  have  official  represen- 
tation on  the  Joint  Commission. 

5.  The  effect  of  the  Joint  Commission’s  re- 
quirements concerning  such  matters  as 
staff  meetings. 

6.  The  pros  and  cons  of  separating  admin- 
istrative and  professional  accreditation 
functions  in  the  inspection  of  hospitals. 


PAGE 


7.  Constructive  suggestions  for  improving 
the  hospital  accreditation  program. 

Any  comments  from  individual  members 
or  state  and  county  societies  should  be  ad- 
dressed to: 

W.  C.  Stover,  M.D.,  Chairman 
Committee  to  Review  Functions  of  Joint 
Commission  on  Accreditation  of  Hos- 
pitals 

535  North  Dearborn  Street 
Chicago  10,  Illinois 


"I  SEE  IN  THE  JOURNAL" 

The  quotation  written  above  was  seldom 
heard  in  South  Dakota  medical  circles  eight 
years  ago.  Participation  in  a Journal  not  our 
own  gave  rise  to  no  pride  in  accomplishment. 

Now,  we  hear  frequently,  “I  see  in  the 

Journal  that  Joe  “ ” is  moving  to  a 

new  location”  or  “I  see  in  the  Journal  that 
automotive  seat  belts  can  be  obtained  at  a 
discount  for  doctors.”  These,  and  other  com- 
ments are  proof  to  the  editors  that  our  Jour- 
nal interests  our  readers  because  it  contains 
news  and  commentary  of  local  interest. 

But,  it  can  be  better.  We  have  space  for 
more  news  of  our  membership  and  district 
societies.  You  can  help  by  sending  news  to 
the  executive  office.  Help  make  our  Journal 
the  only  publication  that  doctors  mean  when 
they  say  “I  see  in  the  Journal ” 
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Dr.  Eugeen  Geiling,  Chairman  of  the  De- 
partment of  Pharmacology  of  the  University 
of  Chicago,  lectured  recently  to  the  staff  and 
medical  students  of  the  University  School  of 
Medicine  on  early  medical  education  in  the 
United  States  with  special  emphasis  on  the 
College  of  Physicians  and  Surgeons  of  the 
western  district  of  New  York  established  at 
Fairfield  in  1809. 

This  school  ceased  to  exist  in  1840  but  its 
achievements  during  the  brief  span  of  its 
existence  were  remarkable,  due  mainly  to  the 
excellent  teaching  of  its  staff.  The  school 
attracted  students  from  all  parts  of  the  United 
States  and  its  graduates,  some  six  hundred  of 
them,  settled  not  only  in  New  York,  but  in 
the  regions  of  which  the  Great  Lakes  states 
were  formed  and  in  the  territories  beyond 
the  Mississippi. 

Dr.  Geiling  would  welcome  any  informa- 
tion that  anyone  could  supply  about  the  set- 
tling of  any  of  these  graduates  in  our  own 
territory.  Perhaps  someone  in  the  state  has 
old  records,  or  correspondence  that  could 
identify  a doctor  who  had  his  medical  educa- 
tion in  this  school  and  who  practiced  in  this 
locale.  If  so  send  any  such  information  to 
Dr.  Geiling. 

It  was  discovered  during  his  brief  stay  in 
Vermillion  that  no  one  to  date  has  written 
the  history  of  early  medicine  in  South  Da- 
kota and  that  no  one  has  collected  the  data 
and  material  of  historical  interest  that  exists 
in  the  state.  There  are  still  living,  some  of 
the  pioneer  doctors  in  the  state,  who  could 
relate  a good  many  tales  about  early  med- 
icine, which  should  be  recorded  for  historical 
purposes.  Many  families  must  have  letters, 
newspaper  clippings,  and  other  valuable  in- 


formation that  could  be  collected  and  pre- 
served. The  Medical  Library  of  the  Univer- 
sity of  South  Dakota  would  be  a good 
depository  for  any  such  records,  which  would 
then  be  available  for  reference  purposes  and 
to  anyone  who  at  some  future  time  under- 
takes the  writing  of  a history. 

Mrs.  Bernice  Smiley,  librarian  of  Mount 
Vernon  Public  Library,  whose  husband  was 
an  early  doctor  has  recently  offered  to  send 
historical  data,  personal  experiences,  and 
names  of  families  of  deceased  doctors  where 
there  is  a possibility  of  obtaining  information. 

To  date  only  one  publication  has  been  lo- 
cated that  describes  early  medicine  in  the 
Dacotah  territory.  This  is  in  J.  Grassick; 
North  Dakota  Medicine;  Sketches  and  Ab- 
stracts, written  in  1926.  In  his  chapter  on  the 
Pioneer  Physicians  reference  is  made  to  Dr. 
William  Jayne,  a practising  physician  of 
Springfield,  Illinois,  who  in  May  of  1862,  was 
appointed  by  Lincoln  as  the  first  governor  of 
the  Territory  of  Dakota.  The  Army  Doctor 
or  surgeon  was  the  original  Pioneer  Phys- 
ician of  the  Dacotahs,  serving  the  trains  of 
emigrants  headed  for  the  undeveloped  west. 
Previous  to  this  time,  medical  aid  was  given 
by  members  of  the  party.  Captain  Clark,  the 
“doctor”  of  the  Lewis  and  Clark  expedition 
received  his  medical  training  “free  hand” 
from  Doctor  Antoine  Sangrain,  a physician 
and  surgeon  of  note  in  St.  Louis  and  his 
fascinating  diary  describes  how  he  “bled” 
and  “swet”  those  who  were  ailing,  and  how 
he  made  use  of  herbs  and  remedies  used  by 
the  Indians,  with  some  concoctions  exper- 
imented with  on  his  own. 

Dr.  Geiling  at  a social  hour  following  the 
lecture  entertained  the  assembled  guests  with 
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anecdotes  and  personal  experiences  about  his 
early  days  at  Johns  Hopkins  University  and 
of  special  interest  were  his  references  to  Os- 
ier, Welsh,  and  Halsted.  The  supplement  of 
the  Bulletin  of  the  Johns  Hopkins  Hospital 
for  August  of  1950  contains  a series  of  articles 
about  Dr.  Welsh,  written  on  the  occasion  of 
the  centenary  of  his  birth.  These  articles  in- 
clude Dr.  Welsh’s  contributions  to  pathology, 
public  health,  medical  history  and  medical 
education.  He  was  the  first  professor  of  path- 
ology at  Johns  Hopkins  and  the  laboratory 
which  he  organized,  patterned  somewhat 
after  the  German  institutes,  was  the  first  of 
its  kind  in  America.  He  incorporated  not  only 
morphological  pathology,  gross  and  micro- 
scopic, but  also  physiological  or  experimental 
pathology  and  bacteriology.  The  close  asso- 
ciation of  bacteriology  with  pathology  of 
which  he  introduced  established  a pattern  of 
considerable  importance  to  some  of  our 
American  schools,  institutes  and  hospitals. 

The  Supplement  of  the  Bulletin  of  the 
Johns  Hopkins  Hospital,  February,  1952  is  de- 


voted to  Dr.  Halsted.  The  article  was  writ- 
ten by  Dr.  George  W.  Heuer,  who  knew  him 
intimately  and  believe  him  to  be  the  greatest 
surgical  philosopher  this  country  has  pro- 
duced. One  of  his  important  contributions 
to  surgery  was  the  use  of  cocaine  in  the  field 
of  anesthesia.  The  tragic  consequences  of  his 
experiments  with  the  drug  are  well  known. 
Other  problems  were  intestinal  sutures,  the 
surgery  of  the  thyroid  gland  in  which  his 
experiments  on  dogs  led  finally  to  the  opera- 
tion safe  from  hemorrhage  and  with  protec- 
tion against  removal  or  surgery  of  parathy- 
roid glands,  operation  for  mammary  cancer, 
of  hernia,  and  the  management  of  surgical 
tuberculosis. 

Dr.  Halsted  was  a complex  personality;  the 
despair  of  many;  biting  in  his  sarcasm  when 
he  chose  to  express  it;  but  to  his  intimate 
friends  a keen,  witty,  and  delightful  com- 
panion. 

Mrs.  Esther  Howard 

Medical  Librarian 


ANNUAL  CLINICAL  CONFERENCE 

Chicago  Medical  Society 
February  28,  29,  March  1 and  2,  1956 
Palmer  House,  Chicago 

DAILY  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS  AND 
SPEAKERS  on  subjects  of  interest  to  both  general  practitioner 

and  specialist 

PANELS  ON  TIMELY  TOPICS  TEACHING  DEMONSTRATIONS 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time-saving 
TECHNICAL  EXHIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFER- 
ENCE should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to 
attend  and  make  your  reservation  at  the  Palmer  House. 
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THE  MONTH  IN  WASHINGTON 


If  advance  signs  mean  anything,  the  Eisen- 
hower Administration  next  year  can  be  ex- 
pected to  ask  Congress  for  substantially  more 
money  for  medical  research,  both  direct  re- 
search by  scientists  on  the  U.  S.  payroll  and 
grants  to  others. 

Currently  the  federal  government  is  spend- 
ing more  money  on  medical  research  than  at 
any  time  in  history  — almost  $98  million 
through  the  National  Institutes  of  Health 
alone.  In  addition,  other  millions  are  being 
spent  on  medical  research  in  the  Department 
of  Defense,  Veterans  Administration  and 
other  agencies.  Much  of  it  is  difficult  to 
isolate  in  the  federal  budget. 

A special  committee  named  by  the  National 
Science  Foundation  at  the  request  of  former 
Secretary  Hobby  has  been  at  work  for  some 
time  on  an  appraisal  of  HEW’s  medical  re- 
search programs.  Its  report,  due  before  the 
reconvening  of  Congress,  should  be  valuable 
to  both  the  administration  and  the  appro- 
priations committees. 

A few  examples  of  what  is  happening  this 
year: 

National  Cancer  Institute  has  $24.8  million 
to  spend,  about  three  million  more  than  last 
year,  with  two-thirds  going  out  in  grants  to 
non-federal  researchers.  National  Heart  In- 
stitute also  is  working  on  a much  more 
liberal  budget,  $18.7  million  in  contrast  to 
last  year’s  $16.6  million.  Because  of  the  spec- 
tacular publicity  now  being  given  to  heart 
research  as  a consequence  of  President  Eisen- 
hower’s illness,  it  is  a foregone  conclusion 
that  next  year  this  institute  will  get  a great 
deal  more  money. 

The  Mental  Health  Institute  is  profiting 
by  the  largest  single  increase  of  any  research 
operation,  almost  $4  million,  from  $14.1  to  $18 
million.  Here  again  the  prospects  are  for  a 
substantial  increase  next  year;  problems  of 
mental  health  are  receiving  much  public  at- 
tention, a situation  that  will  not  be  ignored 
by  Congress.  Furthermore,  the  nationwide 
survey  of  mental  health  problems  now  about 
to  get  under  way  will  point  up  the  shortcom- 
ings in  mental  health  research,  and  be  an  ad- 
ditional argument  for  more  U.  S.  dollars. 

All  the  other  research  institutes  also  shared 
in  last  session’s  Congressional  generosity. 
The  Institute  of  Arthritis  and  Metabolic  Di- 


seases has  about  $2.5  million  more,  $10.7  mil- 
lion instead  of  the  $8.2  million  of  last  year. 
The  Institute  for  Neurological  Diseases  and 
Blindness  went  from  $7.6  million  to  $9.86 
million,  the  Microbiological  Institute  from 
$6.1  million  to  $7.5  million,  and  the  Dental 
Health  Institute  from  $1.9  to  $2.1. 

As  has  been  customary  with  recent  Con- 
gresses, Senate  and  House  this  year  actually 
voted  more  money  for  medical  research  than 
the  Bureau  of  the  Budget  permitted  Public 
Health  Service  to  request.  That  may  not  be 
the  situation  when  appropriation  bills  come 
up  next  session.  Secretary  Folsom  of  the 
Department  of  Health,  Education,  and  Wel- 
fare did  not  take  office  until  Congress  was 
about  to  adjourn  last  summer,  but  since  then 
he  has  repeatedly  gone  on  the  record  in  favor 
of  even  greater  U.  S.  expenditures  for  re- 
search. In  October  Mr.  Folsom  declared: 

“.  . . Today  we  find  new  problems  and  new 
opportunities.  We  find  that  heart  disease, 
and  cancer  and  arthritis,  are  taking  an  in- 
creasing toll.  And  so  today  as  a nation  we 
are  changing  our  lines  of  battle  to  fight  this 
increase  in  chronic  and  major  diseases.  All 
the  facts  point  to  one  great  need.  It  is  the 
need  for  more  research  — to  learn  how  these 
chronic  diseases  are  started,  so  they  can  be 
prevented;  to  learn  to  detect  them  in  the 
early  stages,  so  they  can  be  cured  . . .” 

Again  in  November,  addressing  a confer- 
ence on  antibiotics,  Mr.  Folsom  struck  the 
same  key,  only  this  time  more  firmly.  After 
noting  that  the  U.  S.  now  is  soending  over 
12  times  more  on  medical  research  than  it 
was  spending  in  1946,  he  declared:  “We  must 
seriously  consider  making  even  more  funds 
available  for  medical  research  to  bring  even 
greater  benefits  to  humanity.” 

NOTES: 

The  Joint  Congressional  Committee  on  the 
Economic  Report  may  have  some  health  leg- 
islation to  offer  next  year  as  a result  of  a 
study  of  the  problems  of  the  low-income 
family,  including  methods  of  paying  hos- 
pital, physician  and  drug  bills. 

The  medical  and  criminal  problems  con- 
nected with  narcotic  addiction  have  occupied 
the  attention  of  two  Congressional  groups 
between  sessions,  subcommittees  of  the  Sen- 
ate Judiciary  Committee  and  the  House  Ways 
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and  Means  Committee.  The  latter  is  particu- 
larly worried  over  abuses  it  claims  to  have 
discovered  in  the  use  of  barbiturates  and  am- 
phetamines. 

Dr.  Frank  B.  Berry,  assistant  Defense  Sec- 
retary for  Health  and  Medical  matters,  in 
his  annual  report  warns  that  the  doctor  pro- 
curement problem  again  may  become  acute, 
despite  last  summer’s  two-year  extension  of 
the  act.  He  said  the  Department  may  not  be 
able  to  obtain  all  the  older  physicians  it  needs 
because  of  the  amendment  barring  the  draft- 
ing of  men  over  35  if  they  have  applied  for  a 
medical  commission  and  been  rejected  on 
purely  physical  grounds.  Also,  Dr.  Berry 
thinks  the  ratio  of  3 physicians  per  1,000  of 
troops  may  be  too  narrow  a margin  for 
safety. 


SOCIAL  SECURITY 
BIG  ISSUE  IN  '56 

Every  physician  who  is  conscious  of  his 
duties  as  a citizen  should  now  be  taking  an 
active  interest  in  a timely  issue  which  the 
American  Medical  Association  considers  of 
great  importance  — not  only  to  the  medical 
profession  but  to  all  of  the  American  people. 

That  issue  is  HR  7225,  a bill  passed  by  the 
United  States  House  of  Representatives  last 
summer  near  the  end  of  the  Congressional 
session.  This  bill,  known  as  the  Social  Secur- 
ity Amendments  of  1955,  was  first  rushed 
through  the  House  Ways  and  Means  Com- 
mittee without  public  hearings.  Then  it  was 
passed  in  the  House,  by  a vote  of  372  to  31, 
under  a suspension  of  the  rules  which  barred 
amendments  and  limited  debate  to  40 
minutes.  The  Senate  Finance  Committee, 
however,  refused  to  take  hasty  action  on  a 
bill  of  such  major  importance.  After  hearing 
the  many  serious  questions  raised  by  Mrs. 
Hobby,  then  Secretary  of  the  Department  of 
Health,  Education  and  Welfare,  the  Com- 
mittee decided  to  hold  extensive  public  hear- 
ings during  the  second  session  of  the  84th 
Congress. 

Just  what  is  this  legislation  that  appears 
to  be  so  politically  attractive  to  individuals 
with  an  eye  on  the  1956  elections?  Why  was 
the  House  majority  leadership  so  deter- 
mined to  avoid  open  hearings  and  normal  de- 
bate? Let’s  take  a brief  look  at  the  main 
provisions  of  the  bill. 


This  is  the  legislation  which  would  lower 
the  Social  Security  retirement  age  for  wo- 
men from  65  to  62;  extend  monthly  benefits 
for  permanently  and  totally  disabled  chil- 
dren beyond  the  age  of  18;  expand  compul- 
sory social  security  coverage  to  all  self-em- 
ployed professional  groups  except  physicians, 
and  raise  social  security  taxes  over  and  above 
the  increases  already  scheduled  for  the  next 
twenty  years.  Those  provisions  alone  demand 
careful  study  of  their  effects  on  the  phil- 
osophy, scope  and  financial  stability  of  our 
social  security  system. 

The  most  controversial  section  of  the  bill, 
however,  is  the  one  which  would  make  perm- 
anently and  totally  disabled  persons  eligible 
to  receive  their  social  security  retirement 
benefits  at  age  50  instead  of  65.  It  is  this  sec- 
tion which  is  of  particular  concern  to  the 
medical  profession.  It  is  of  far  greater  con- 
cern than  the  question  of  voluntary  or  com- 
pulsory coverage  of  physicians  under  the 
social  security  system.  That  is  a separate 
issue  which  we  are  not  discussing  in  this 
editorial.  The  plan  for  a national  system 
of  permanent  and  total  disability  benefits 
has  far  more  serious  implication  for  medicine 
and  the  nation. 

It  raises  questions  such  as  these:  Is  there 
any  real  need  for  a federal  program?  What 
are  the  facts  on  permanent  and  total  dis- 
ability? Won’t  this  duplicate  or  overlap 
existing  programs  of  assistance  and  rehabili- 
tation? What  effect  will  cash  handouts  have 
on  a patient’s  incentive  to  be  rehabilitated? 
Won’t  this  extend  federal  control  over  phys- 
icians? — and,  finally  — How  will  this  affect 
the  future  of  medical  practice?  Will  this  lead, 
step  by  step,  to  the  lowering  and  eventual 
elimination  of  the  age-50  eligibility  require- 
ment; then,  cash  benefits  for  the  dependents 
of  those  who  are  permanently  and  totally 
disabled;  then,  a temporary  disability  benefits 
program;  then,  cash  benefits  or  direct  gov- 
ernment payments  for  hospital  or  medical 
costs,  and  then,  ultimately,  a full-fledged 
system  of  government  health  insurance? 

These  are  but  a few  of  the  many  grave 
questions  which  already  have  been  raised 
concerning  this  legislation.  As  physicians, 
we  must  be  concerned  over  the  medical  as- 
pects of  the  problem.  As  citizens,  we  also 
must  be  concerned  over  the  trends  and  im- 
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plications  in  the  never-ending  expansion  of 
our  social  security  system.  The  minority  re- 
port of  the  House  and  Means  Committee  ex- 
pressed it  this  way: 

“We  do  not  believe  that  our  committee  has 
discharged  its  obligation  to  either  the  Con- 
gress or  to  the  American  people  by  its  brief 
and  closed-door  consideration  of  this  vital 
legislation.  We  have  sought  to  point  out  the 
grave  social  and  economic  implications  of  the 
bill.  We  have  dwelt  at  some  length  with  the 
staggering  ultimate  costs  of  this  developing 
program,  because  we  do  not  believe  that 
either  the  Congress  or  the  public  has  any 
conception  of  its  magnitude.” 

Our  social  security  system  now  has 
reached  the  point  where  any  further  changes 
may  have  a profound  influence  on  the  na- 
tion’s economic,  social  and  political  future. 
The  time  has  come  to  face  up  to  the  question 
of  just  what  social  security  should  accomp- 
lish and  just  where  it  should  stop.  The  Asso- 


ciation strongly  urges  that  the  social  security 
issue  be  taken  out  of  the  arena  of  vote- 
catching  politics;  that  there  be  an  objective, 
thorough  study  of  social  security  in  all  its 
present  and  future  aspects,  and  that  the  facts 
and  realities  emerging  from  such  a study  be 
used  as  the  basis  for  a sound  national  de- 
cision on  this  vital  issue.  It  especially  pro- 
tests precipitate  action  on  the  complex  ques- 
tion of  disability  without  thorough  investi- 
gation of  alternative  mechanisms. 

In  our  opinion,  that  is  a reasonable,  respon- 
sible policy  that  deserves  the  moral  and  in- 
tellectual support  of  every  physician. 


CORRECTION 

In  the  “News  Notes”  Section  of  the  November 
issue  of  the  South  Dakota  Journal  of  Medicine, 
an  error  was  made  stating  that  Drs.  R.  H.  Hayes 
and  R.  E.  Staats  had  purchased  a building  in 
Deadwood,  S.  D.  It  should  have  read  Winner,  S.  D. 
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IS  your 


MEDICAL  ASSOCIATION 


SEARS  FOUNDATION 
HELPS  BEGINNING  M.D.’S 


The  Sears  Roebuck  Foun- 
dation is  making  available 
10-year  unsecured  loans  of 
up  to  $25,000  to  physicians 
who  seek  to  establish  prac- 
tice, but  are  unable  to  get 
full  local  financing.  For  the 
first  experimental  year, 
$125,000  has  been  allocated 
for  at  least  one  loan  in  each 
of  five  regions  of  the  coun- 
try. 

Applications  are  consid- 
ered on  the  basis  of  need, 
expected  use  of  the  funds, 
and  the  applicant’s  own  ef- 
fort in  understading  and 
solving  his  problems.  He 
must  furnish  information 
about  the  prospective  area 
of  practice,  the  need  for 
medical  care,  existing  med- 
ical resources,  benefits  to  the 
community  expected,  and 
the  conditions  making  for  a 
successful  practice.  Appli- 
cations are  screened  by  a 
Medical  Advisory  Board  ap- 
pointed from  nominations 
made  by  the  Board  of  Trus- 
tees of  the  American  Med- 
ical Association,  which  is 
cooperating  in  the  plan  chiefly 
through  physician  placement 
offices  of  state  medical  so- 
cieties. Chairman  of  the 


Advisory  Board  is  F.  J.  L. 
Blasingame,  M.D.,  Wharton, 
Tex. 

Applications  should  be  sent 
to  Director,  Sears  Roebuck 
Board  8 E.  Congress  St., 
Chicago  5,  Illinois. 


N.C.  CONFERENCE 

WELL-ATTENDED 

The  North  Central  Con- 
ference on  medical  economic 
subjects  drew  over  a hun- 
dred doctors  to  St.  Paul  for 
the  annual  discussion  meet- 
ings, November  20th. 

Subjects  brought  before  the 
group  were;  “Lay-Sponsored 
Medical  Plans”;  “Relation- 
ships Between  Physicians 
and  Hospitals”  and  “The 
Sears  Roebuck  Foundation.” 

On  the  program  from 
South  Dakota  was  Dr.  Don- 
ald H.  Breit  of  Sioux  Falls 
who  presented  a paper  on 
doctor-hospital  relationships. 

Attending  the  meetings 
from  South  Dakota  in  ad- 
dition to  Dr.  Breit  were: 
Drs.  F.  D.  Gillis,  Mitchell; 
A.  W.  Spiry.  Mobridge; 
A.  P.  Peeke,  Volga;  R.  G. 
Mayer.  Aberdeen;  H.  Rus- 


sell Brown,  Watertown;  R.  A. 
Buchanan,  Huron;  and  ex- 
ecutive secretary  John  C. 
Foster,  Sioux  Falls. 

Dr.  Brown  was  appointed 
chairman  of  the  committee 
on  nominations.  Dr.  R.  G. 
Mayer  was  appointed  chair- 
man on  resolutions,  and  Mr. 
Foster  chairman  of  the  audit- 
ing committee.  The  repre- 
sentatives from  North  and 
South  Dakota  had  a break- 
fast meeting  early  Sunday 
morning,  and  discussed  plans 
for  the  joint  meeting  of  the 
North  and  South  Dakota 
Medical  Associations  to  be 
held  in  June,  1956. 


ABERDEEN  DISTRICT 
SOCIETY  MEETS 

“The  Aberdeen  District 
Medical  Society  held  its  reg- 
ular monthly  meeting  Wed- 
nesday, November  2nd  in  the 
Mexican  Room  of  the  Sher- 
man Hotel.  The  Women’s 
Auxiliary  met  with  the 
members  of  the  district  so- 
ciety for  a steak  dinner, 
and  then  held  a separate 
meeting.  After  the  disposal 
of  routine  business;  Doctors 
Ed  Ingalls  and  Russell  Frys, 
of  Minneapolis,  led  an  inter- 
esting discussion  on  ‘Prob- 
lems of  Infertility’ .” 
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NEWS  NOTES 

Dr.  Thomas  Fox,  director 
of  professional  services  at  Ft. 
Meade  V.A.  Hospital,  has 
resigned  to  enter  private 
practice  in  Clifton  Springs, 
N.  Y.  Dr.  Fox  was  well 
known  for  his  work  at  the 
Mental  Hygiene  Center  in 

Rapid  City. 

❖ ❖ ❖ 

Drs.  Magni  Davidson  and 
Robert  Henry  of  Brookings 
received  fellowships  in  the 
American  College  of  Sur- 
geons in  November. 

* * * 

Dr.  E.  H.  Collins  of  Gettys- 
burg is  building  a modern, 
air-conditioned  office  in 

Gettysburg. 

^ ^ ^ 

Day  County  last  month 
approved  bonds  for  a new  40 

bed  hospital. 

* ^ ❖ 

Dr.  Perry  S.  Nelson,  form- 
erly located  in  Montana,  has 
joined  the  Redfield  Clinic, 
in  association  with  Drs. 
Scheffel  and  Patterson. 

* * * 

H.  W.  Farrell.  M.D.,  Sioux 
Falls,  was  admitted  to  Fel- 
lowship in  the  American 
Academy  of  Pediatrics  at 
their  last  meeting. 

^ ^ ^ 

Mrs.  F.  S.  Howe,  wife  of 
Medical  Association  past- 
president  F.  S.  Howe,  M.D. 
of  Deadwood,  passed  away  at 
Deadwood,  November  9th 
after  a brief  illness. 

^ 

Dr.  Roman  Hura.  Eagle 
Butte,  has  opened  an  office 
in  Dupree  two  days  a week. 
^ 

Dr.  Anthony  Triolo,  well- 
known  in  South  Dakota, 
where  he  was  associated  with 
the  State  Department  of 
Health,  passed  away  at 


Eugene,  Oregon  at  the  age 
of  52. 

❖ Hs 

The  South  Dakota  Ob.  & 
Gyn.  Society  met  in  Huron, 
October  15th  and  resolved 
to  set  up  an  exhibit  at  the 
Joint  Annual  Meeting  in 
June,  to  study  Blue  Shield, 
and  to  plan  for  a business 
meeting  at  the  June  sessions. 

❖ * =!= 

T.  W.  Reul,  M.D.,  Water- 
town,  and  E.  S.  Watson,  M.D.. 

Brookings,  S.  D.  attended  the 
International  Medical  As- 
sembly of  the  Post-Graduate 
Medical  Association  of  Amer" 
ica  in  Milwaukee  the  week 
of  November  13th. 

^ ^ 

Dr.  Leon  M.  Karp.  San 

Francisco,  has  been  named 
chief  surgeon  at  the  Hot 
Springs  V.A.  Hospital. 


X-RAY  PROGRAM 
ANNOUNCED 

The  American  College  of 
Radiology  has  announced  a 
five-point  program  aimed  at 
guiding  mass  chest  x-ray 
screening  programs  for  the 
detection  of  pulmonary  tu- 
berculosis. 

At  the  same  time,  the  Col- 
lege statement  pointed  out 
that  the  results  thus  far  have 
been  discouraging  in  the 
attempted  detection  of  heart 
disease  and  lung  cancer 
through  use  of  x-ray  screen- 
ing procedures. 

“Chest  x-ray  surveys  for 
the  detection  of  communic- 
able pulmonary  disease  are 
in  the  public  interest,”  the 
statement  said,  “and  they 
should  be  part  of  a program 


to  control  and  eliminate  pul- 
monary tuberculosis.” 

To  be  effective  in  tuber- 
culosis detection  certain  ad- 
ministrative and  medical 
controls  are  absolutely 
necessary,  including  ade- 
quate follow-up  of  people 
found  to  have  tuberculosis. 

The  statement  in  part  said: 

Chest  X-ray  Surveys  for 
the  detection  of  commun- 
icable pulmonary  disease  are 
in  the  public  interest.  They 
should  be  conducted  as  part 
of  a program  to  control  and 
eliminate  pulmonary  tuber- 
culosis. 

To  be  effective,  they  re- 
quire the  following  features: 

1.  Prior  arrangements  for 
prompt  follow-up,  medical  ex- 
amination and  definitive  diag- 
nosis of  all  persons  reported  to 
have  abnormal  pulmonary  x- 
ray  shadows. 

2.  Prior  arrangements  for  ade- 
quate medical  care  and  hos- 
pitalization (under  private  or 
public  auspices)  of  all  persons 
found  as  a result  of  the  survey 
to  be  in  need  of  such. 

3.  Prior  arrangements  for  ade- 
quacy of  roentgen  examination 
and  interpretation.  The  size  of 
film  used  in  surveys  is  not  of 
primary  importance;  the  quality 
of  exposure  and  processing  is. 
The  interpretation  should  be 
made  by  trained  medical  per- 
sonnel, preferably  pre-tested. 

Many  investigators  recom- 
mend that  all  survey  films  be 
read  twice.  Such  dual  reading 
may  be  by  one  interpreter  at 
two  different  sittings,  or  by  two 
independent  interpreters. 

4.  Radiological  supervision  of 
the  arrangement  for  and  opera- 
tion of  the  survey  equipment  is 
important  in  order  to  secure 
adequate  protection  of  the  tech- 
nical and  clerical  staff,  and 
adequate  maintenance  of  high 
quality  of  film  record 

5.  Routine  admission  hospital 
survey  x-ray  examination  of  the 
chest  is  desirable  as  a protective 
measure  in  large  general  hos- 
pitals, mental  institutions  and 
other  domiciliary  units  in  which 
adults  are  housed  in  close  pro- 
pinquity, providing  the  x-ray 
reports  reach  the  patients’  charts 
promptly,  and  the  attending 
physicians  take  suitable  stens 
for  prompt  completion  of  diag- 
nosis and  necessary  treatment. 
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Journal  Cancer 

Published  bimonthly.  A Profes- 
sional Journal  bridging  the  gap 
between  the  investigator  in  his 
laboratory  and  the  physician  at 
the  bedside.  Latest  results  and 
applications  of  clinical  cancer 
research. 


For  information  about  these  and  other  materials, 
write  Your  Division  of  the 


American  Cancer  Society 


‘Approved  by  the  American  Academy  of  General 
Practice  for  Informal  Study  Credit.  (16  mm 
color  sound  films;  running  time  30-50  minutes) 


Simple  office  (Jetection  amJ  diagnostic  procedures  make  it  possible  for  you  to  help 
prevent  one-third  of  current  annual  cancer  deaths. 

The  General  Practitioner  can  obtain  free,  up-to-date  information  on  early  detection, 
diagnosis  and  treatment  of  cancer,  from  the  American  Cancer  Society. 


Professional  Films 

A series  of  24  kinescopes*  of 
color  television  clinical  teach- 
ing conferences,  entitled 
"Physicians’  Conferences  on 
Cancer,”  presented  by  leading 
clinicians  in  the  cancer  field; 
plus  about  150  other  films  on 
cancer  detection,  diagnosis  and 
treatment. 


CA— A Bulletin  of 
Cancer  Progress 

Published  bimonthly.  Digests 
and  abstracts  of  current  arti- 
cles on  cancer  in  the  medical 
literature  of  practical  value  to 
the  doctor.  Also  contains  fea- 
ture articles,  questions  and 
answers,  news  items,  clinical 
conferences,  etc. 


Monograph  Series 

Published  about  twice  yearly. 
Series  of  textbooks  on  cancer 
by  site,  emphasizing  detection 
and  diagnosis  for  the  practic- 
ing physician,  written  by  out- 
standing clinicians. 


Cancer  Current  Literature 

Issued  monthly.  Listing  of  cur- 
rent articles  appearing  in  the 
medical  literature,  domestic 
and  foreign,  pertaining  to  can- 
cer in  whole  or  in  part. 
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EmMACEUTICAL 

ECONOMICS 


WHAT  KIND  OF  BUSINESS  SHOULD 
THE  DRUG  BUSINESS  BE* 
by  H.  C.  Van  Arsdale** 


We  have  heard  on  this  program  just  what 
kind  of  business  the  drug  business  is.  Later, 
we  will  be  told  of  things  to  come.  At  this 
time,  we  should  like  to  submit  to  you  our 
impression  of  current  prospects,  which  is 
offered  in  the  hope  that  we  may  consolidate 
the  gains  we  have  made  and  take  advantage 
of  the  opportunities  offered  in  our  bright 
future. 

From  the  figures  presented  concerning  drug 
store  economics,  you  may  draw  any  conclu- 
sion which  may  fit  your  present  mood.  We 
suspect  that  the  vast  majority  have  been 
pleased  by  what  they  have  seen  and  we  know 
that  all  will  welcome  the  projection  of  our 
future  in  later  speeches.  However,  we  can- 
not conscientiously  permit  you  to  accept 
these  figures  without  pointing  out  some  of 
the  weaknesses  hidden  therein. 

As  an  example,  you  have  seen  that  total 
drug  store  volume  is  up  only  66%  in  the  past 
10  years,  while  Rx  volume  has  risen  195%-. 
Is  this  good,  or  should  it  not,  in  fact,  become 
a warning  signal? 

We  learn  that  prescription  volume  has 
grown  from  14%  of  total  business  in  1945,  to 
25%  in  1954.  Is  the  cheering  justified,  or 
should  we  not  further  analyze  these  figures? 

We  think  we  should  seriously  consider 
what  these  figures  actually  show  — that  we 
have  absolutely  no  reason  for  complacency. 
We  are  not  flourishing,  we  are  virtually 
dying  on  the  vine! 

*Presented  to  the  National  Association  of  Retail 
Druggists  Convention,  Atlantic  City,  October  18, 
1955. 

**Executive  Vice  President,  Smith,  Kline  and 
French,  Inc. 


Let’s  review  for  a moment.  Prescription 
volume  growth  in  dollars  is  ahead  of  our 
general  national  economy,  but  our  total  drug 
store  volume  is  lagging  behind. 

In  1945,  prescription  volume  was  14%  of 
total  drug  store  sales.  That  was  probably  an 
excellent  figure  for  one  department  in  a bus- 
iness with  many  departments  to  serve  the 
public. 

Today’s  figure  of  25%  of  prescription  bus- 
iness to  the  total  volume  is  truly  dangerous 
and  points  up  the  terrible  weakness  of  the 
drug  store  when  it  is  placed  in  competition 
with  other  types  of  retail  outlets  for  a share 
of  the  consumer’s  dollar  spent  for  health  and 
beauty  products. 

Drug  store  total  volume  sales  should  be  in 
keeping  with  the  growth  in  the  prescription 
department  and  the  national  economy,  — not 
the  paltry  2%  to  4%  gains  we  have  been 
showing  for  the  past  several  years. 

While  we  recognize  the  handicaps  and 
weaknesses  present  in  the  drug  store  at- 
tempting to  compete  in  the  market  place, 
such  as  lack  of  store  space  and  off-street 
parking,  there  is  an  alarming  lethargy  and 
indifference  in  the  attitude  of  the  average 
pharmacist.  He  is  seemingly  content  to  stand 
in  the  back  room  and  watch  the  parade  pass 
him  by. 

One  fact  is  evident  ....  we  can  fill  no  more 
prescriptions  than  the  physician  writes,  and 
that  is  now  at  the  rate  of  about  16  per  day, 
per  pharmacy.  This  number,  plus  refills, 
brings  the  total  available  market  to  about  27 
per  store,  per  day. 
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Unfortunately,  the  current  philosophy 
seems  to  be  fight  fellow  pharmacists  tooth 
and  nail  for  a larger  share  of  the  25%  of  the 
business  and  to  hand  over  to  other  outlets, 
without  a struggle,  the  front  of  the  store  bus- 
iness which,  after  all  the  inroads  made  upon 
it,  still  represents  % of  the  total  volume. 

Let’s  keep  off  the  rose  colored  glasses  for 
another  moment  or  two  to  examine  a possi- 
bility — or  indeed  a probability  — which 
causes  this  speaker,  and  no  doubt  many  of 
our  audience,  to  wake  up  screaming. 

Let’s  assume  for  a moment  that  a rat-race 
develops  among  the  giant  manufacturers  who 
produce  the  wonder  drugs  in  the  antibiotic 
and  hormone  fields.  Can  you  conceive  the 
chaos  which  could  be  visited  on  our  industry 
if  prices  on  these  items  followed  the  descend- 
ing spiral  or  penicillin?  We  would  be  in  the 
position  of  filling  the  same  (or  less)  number 
of  prescriptions  at  $1.00  each  or  less,  instead 
of  the  present  average  price  of  about  $2.27, 
and  we  would  have  to  do  it  with  pharmacists’ 
wages  at  the  current  scale  of  about  $6,000  per 
year. 

You  remember,  we  trust,  that  the  bottom 
fell  out  of  the  penicillin  market  because  of 
the  entry  into  the  field  of  outsiders  which 
caused  over-production.  Their  bid  for  the 
business  would  have  gone  unnoticed  had  not 
the  physicians  (and  particularly  many  short- 
sighted pharmacists)  accepted  without  proper 
evaluation  the  lure  of  a “fast  buck.”  Produc- 
tion economies  alone  would  have  brought 
lower  consumer  prices  voluntarily  from  the 
recognized  manufacturers,  just  as  have  been 
granted  on  items  such  as  insulin,  cortisone, 
and  hundreds  of  others  — but  this  would 
have  been  accomplished  in  an  orderly  man- 
ner, preventing  the  chaotic  conditions  which 
still  persist. 

We  must  remind  you  also  that  the  one 
great  deterrent  to  physician  dispensing  of 
ethical  specialties  is  their  current  cost. 
Ridiculously  low  prices  will  put  today’s  spec- 
ialties in  the  physician’s  bag  along  with  his 
ever-ready  supply  of  penicillin,  thus  reduc- 
ing not  only  the  value,  but  the  number  of 
prescriptions  written. 

This  is  not  a very  pretty  prospect,  but  we 
must  be  realistic  in  attempts  to  evaluate  the 
atmosphere  in  which  we  conduct  our  bus- 
inesses today.  We  do  not  enjoy  the  role  of 
“Gloomy-Gus,  the  crepe  hanger,”  but  we 


have  another  unsatisfactory  report  for  you 
today,  and  that  is  on  the  much  maligned  and 
much  discussed  Fair  Trade  laws. 

Fair  Trade  Publicity- 

Attacked  from  all  sides  and  places,  high 
and  low.  Fair  Trade  was  never  more  poten- 
tially explosive.  Subject  to  criticism  and 
abuse  in  the  public  press  and  by  many  in 
government,  particularly  by  the  Attorney 
General’s  office,  the  subject  has  far  too  few 
vocal  defenders.  State  courts  have  weakened 
the  effectiveness  of  the  law  in  too  many  in- 
stances, and  it  has  now  become  such  a con- 
troversial subject  that  in  one  state,  Lousiana, 
an  enemy  and  a proponent  of  the  law  are 
running  for  public  office  with  Fair  Trade  as 
the  only  issue. 

It  can  never  become  a popular  public  law 
until  there  is  a far  greater  understanding  of 
its  purpose  and  intent,  and  since  it  benefits 
ours  more  than  any  other  industry,  we  are 
to  blame  for  the  public’s  antipathy.  We  have 
failed  miserably  in  our  responsibilities  to 
sell  the  law  to  the  public  for  what  it  is,  a 
process  to  promote  orderly  distribution  . . . . 
a voluntary  contract  offering  protection  of 
the  manufacturer’s  trademark  and  goodwill 
. . . . protection  to  the  public  through  elimina- 
tion of  “bait”  advertising  and  promotion  . . . . 
and  to  force  manufacturers  to  price  their 
products  fairly  and  competitively. 

Not  only  has  retail  pharmacy  failed  in  get- 
ting this  story  to  the  public,  but  a large  seg- 
ment actually  seems  determined  to  weaken 
the  law  with  under-the-counter  chiseling  with 
favored  customers  and  over-the-counter 
chiseling  through  the  use  of  trading  stamps 
or  other  similar  devices,  and  the  promotion 
of  private  brand  merchandise  at  prices  which 
place  Fair  Traded  articles  at  a disadvantage, 
such  as  \<t  sales  and  2-for-l  deals. 

These  cheaters  love  Fair  Trade  — for  the 
other  fellow!  So  long  as  his  competitors  and 
the  manufacturers  of  Fair  Traded  merchan- 
dise are  chumps  enough  to  hold  an  umbrella 
over  him  by  not  taking  retaliatory  action,  he 
sails  along  and  mouths  his  support  of  Fair 
Trade  louder  than  anyone. 

Too  many  before  this  speaker  have  tried 
and  failed  to  draw  the  fine  line  between 
“Ethics”  and  “Economics.”  The  difference 
actually  lies  in  the  conscience  of  the  individ- 
ual. 

If  a pharmacist  sees  nothing  wrong  in 
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chiseling  prices  “just  a little  bit”  with  a few 
customers,  — or  issues  trading  stamps,  — or 
tries  to  steal  the  market  from  the  Fair  Trad- 
ing manufacturer  with  private  brand  \<t  sales, 
there  is  not  much  point  in  discussing  “Ethics” 
with  him. 

If  he  embraces  Fair  Trade  as  an  opportun- 
ity to  indulge  in  a little  fancy  foot  work  at 
the  expense  of  a competitor,  he  thinks  of  it 
as  a “one-way  street.”  If  he  sees  nothing 
wrong  in  accepting  a deal  with  a chiseling 
wholesaler  willing  to  violate  his  own  Fair 
Trade  contracts  with  offers  of  kickbacks,  re- 
bates, or  special  prices,  — he  deserves  what 
he  will  get  if  all  Fair  Trade  is  destroyed. 

Fair  Trade  is  either  Fair  Trade,  or  it  isn’t! 
Double-talk,  subterfuge,  and  corner-cuts  can 
never  be  part  of  it.  If  we  want  it  to  exist  for 
the  benefit  of  all  Pharmacy,  we  will  observe 
it  to  the  letter  at  all  levels. 

We  should  think  that  regardless  of  “Ethics” 
involved,  the  “Economics”  of  this  situation 
would  be  all  that  is  necessary  to  earn  every- 
one’s wholehearted  support  to  every  principle 
and  concept  embodied  in  the  law. 

For  remember  this,  — a combination  of  re- 
duced prescription  prices  and  the  loss  of  the 
protection  of  Fair  Trade  would  bankrupt 
fully  a fourth  of  the  drug  stores  of  America, 
and  perhaps  an  even  larger  percentage  would 
bite  the  dust  in  the  urban  markets.  While  it 
is  true  that  three  states  and  the  District  of 
Columbia  do  not  have  Fair  Trade  laws,  re- 
tailers in  those  areas  are  still  in  business  be- 
cause of  present  prescription  prices  and  ex- 
treme emphasis  on  sundries,  novelties,  and 
the  soda  fountain. 

If  store  owners  cannot  and  will  not  con- 
duct themselves  under  the  set  of  principles 
which  govern  Fair  Trade  through  the  urging 
of  their  conscience,  then  it  certainly  behooves 
them  to  do  so  if  only  because  of  pressure  of 
“Economics.” 

Manufacturer  Creates  Retailer's  Business 

It  should  surprise  no  one  that  the  obser- 
vance of  Fair  Trade  Laws  and  the  operation 
of  the  Prescription  Department  are  so  closely 
interwoven,  for  the  approach  to  understand- 
ing either  is  identical.  We  will  tell  you  why 
we  think  so. 

Whether  you,  the  retailer,  like  it  or  not, 
you  have  exactly  the  same  bosses  as  the 
wholesaler  — the  manufacturers  in  our  in- 
dustry. 


That’s  how  the  drug  business  is  today,  and 
it  is  in  the  full  realization  of  this  important 
bit  of  fact  that  we  can  do  better  with  what 
we  have  to  work  with  — right  now. 

The  manufacturer  creates  our  business  and 
provides  us  with  our  customers  through  his 
research,  his  advertising,  and/or  his  promo- 
tions. He  determines  how  much  business  the 
wholesaler  gets  by  the  amount,  if  any,  he 
takes  on  a direct  basis.  He  determines  how 
much  we  both  shall  bet  by  his  policy  of  either 
confining  his  sales  through  pharmacies  or 
obtaining  wide  distribution  through  other 
outlets. 

He  establishes  our  earnings  by  issuing  list 
prices  and  discount  schedules,  — and  even 
determines  our  investments  in  our  own  bus- 
iness. 

If  this  be  a yoke,  it  rests  easily  on  our 
shoulders  and  galls  only  those  who  refuse  to 
work  as  a team. 

We  believe  that  it  is  only  in  teamwork  and 
a spirit  of  fair  play  that  we  can  reach  our 
goals  in  our  respective  fields. 

The  manufacturer  must  have  full  consid- 
eration of  the  problems  in  each  field  and  we 
must  impress  some  of  our  bosses  of  changing 
conditions  which  require  up-dating  of  some 
of  the  pricing  and  discount  policies,  many  of 
which  were  established  twenty  or  more  years 
ago. 

On  the  other  hand,  we  must  be  sure  to  dis- 
charge our  obligations  to  those  who  are  cog- 
nizant of  our  needs  and  have  developed  vol- 
ume on  their  product  and/or  have  increased 
our  wages  in  keeping  with  today’s  standards. 

We  must  not  forget  that  we  are  doing  over 
half  our  total  volume  on  products  that  were 
unknown  ten  years  ago  and  that  in  our  dy- 
namic economy  we  must  be  alert  to  all  op- 
portunities to  compete.  Let’s  quite  moaning 
about  adding  to  the  inventory  and  go  looking 
for  new  items  to  sell!  New  products  are  the 
life  blood  of  our  business! 

Most  of  the  complaints  about  inventory  in- 
creases come  from  the  prescription  depart- 
ment. The  facts  are  that  while  inventories 
are  doubled  over  ten  years  ago  — our  sales  in 
that  department  are  up  almost  three  times. 
Until  inventory  figures  are  in  excess  of  sales 
gains,  there  should  be  no  cause  for  complaint, 
so  let’s  welcome  our  new  sales  opportunities. 
You  can’t  do  business  from  an  empty  wagon! 

We  cannot  and  must  not  overlook  the  im- 
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portance  of  new  products.  In  many  ethical 
manufacturers’  lines  we  find  that  fully  75% 
of  their  volume  is  produced  on  items  intro- 
duced by  them  within  the  past  ten  years. 

In  the  front  of  the  store,  the  change  is 
just  as  outstanding.  As  examples,  — one 
product  (unknown  only  four  years  ago)  — 
hair  sprays  — will  put  $30  million  in  retailers, 
cashj-egisters  this  year.  A new  type  of  lip- 
stick, now  featured  by  three  manufacturers, 
will  add  another  $30  to  $40  million  to  retail 
sales. 

So  ....  in  conclusion,  we  shall  summarize 
some  of  our  current  assets  and  liabilities 
with  a few  recommendations  on  how  best  to 
prosper  under  conditions  as  we  find  them 
today. 

1.  Avoid  complacency! 

We  are  doing  all  right,  only  because  of 
present  levels  of  prescription  prices,  but 
are  failing  to  show  gains  in  keeping  with 
national  growth  in  the  front  of  the  store. 
Let’s  fight  to  hold  our  automatic  bus- 
iness! 

2.  Modernize  and  departmentalize! 

We  are  losing  traffic  because  of  limited 
space  and  lack  of  off-street  parking. 
Expose  more  goods  to  sell  more  to  the 
customers  we  do  get!  Departmentalize 
and  make  those  important  companion 
sales.  Price-tag  your  merchandise  ....  a 
display  without  prices  is  meaningless! 

3.  Keep  the  unit  sale  high! 

At  today’s  wage  rates,  we  can’t  pay 
pharmacists  for  slot-machine  functions. 
Display  large  sizes  of  advertised  prod- 
ucts. Avoid  private  brands  which  have 
to  be  sold  at  high  selling  costs  and  tend 
to  stock  consumers  for  too  long  a period 
with  10  and  2-for-l  deals. 


4.  Keep  that  Prescription  Department  in- 
ventory up! 

Stock  those  new  items  of  reputable 
manufacturers.  After  all,  all  you  can 
lose  is  a sale.  If  the  new  product  does 
sell,  you  make  a profit;  if  it  doesn’t  sell, 
the  manufacturer  takes  it  back.  Like  no 
one  else  in  any  retail  business,  phar- 
macists have  a guaranteed  inventory  in 
unbroken  packages.  On  broken  packages 
he  should  have  obtained  his  entire  cost 
of  any  new  product  out  of  the  first  pres- 
cription. Stick  to  the  standards  and  be 
ready  to  serve  the  medical  profession 
and  the  public. 

5.  Sell  Fair  Trade  to  the  Public! 

Learn  about  Fair  Trade  by  practicing 
fair  play  with  your  customers  and 
wholesale  suppliers.  Only  by  actually 
believing  in  these  principles  can  we  sell 
consumers  on  the  fairness  of  the  Act  and 
its  protection  for  them. 

6.  Don't  forget  who's  "Boss"! 

The  wholesalers  of  America  have  as 
bosses  not  only  1600  manufacturers,  but 
50,000  retailers  as  well.  We  try  to  please 
them  all  with  varying  results.  Like  the 
independent  salesman  who  takes  orders 
from  nobody,  retailers  have  only  one 
real  boss,  themselves.  However,  they  de- 
pend on  the  manufacturer  to  create  cus- 
tomers and  sales  for  them,  and  the 
manufacturers,  in  turn,  are  responsible 
to  the  people  of  America  to  keep  them  in 
health  and  happiness. 

7.  Don't  kill  the  goose! 

Let’s  work  as  members  of  the  Health 
Team  with  respect  and  understanding, 
each  for  the  other,  all  toward  our 
avowed  purpose  of  a better,  fuller,  and 
longer  life  for  all  Americans. 
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PATENTED  PREPARATIONS  OF  THE 
USP  AND  NF 
Winihrop  E.  Lange,  Ph.D. 
Assistant  Professor  of  Pharmacy, 

S.  D.  State  College 
Brookings,  South  Dakota 


Examination  of  the  new  USP  XV  and  NF 
X showed  an  increase  in  the  number  of 
patented  preparations  which  became  official 
December  15,  1955.  It  was  thus  felt  that  a 
listing  of  these  preparations  might  be  of  aid 
to  the  practicing  pharmacist  in  locating  these 


products  when  the  Official  English  Title  ap- 
pears either  in  literature  or  on  prescriptions. 
This  information  may  be  found  in  either  the 
1955  edition  of  New  and  Nonofficial  Remedies 
or  the  25th  edition  of  the  United  States  Dis- 
pensatory. 


Official  English  Title 

NATIONAL  FORMULARY  X 

Trade  Name 

Manufacturer 

Butethamine  HCl 

Monocaine  HCl 

Novocol 

Dihydroxyaluminum 

Robalate 

Robbins  1 

Aminoacetate 

Estradiol 

Ovocylin 

Ciba 

Lidocaine 

Xylocaine 

Astra 

Methaphenilene  HCl 

Diatrine  HCl 

Warner-Chilcott 

Naepaine  HCl 

Amylsine  HCl 

Novocol 

Naphazoline  HCl 

Privine  HCl 

Ciba 

Nitrofurazone 

Furacin 

Eaton  Labs. 

Para-nitrosulfathiazole 

Nisulf  azole 

Breon 

Pheniramine  Maleate 

Trimeton  Maleate 

Schering 

Promethazine  HCl 

Phenergan 

Wyeth 

Sodium  Psylliate  Inj. 

Sylnasol 

Searle 

* Assistant  Professor  of  Pharmacy, 

South  Dakota 

Sulfaguanidine 

Same  name 

Numerous 

Sulfathiazole 

Same  name 

Numerous 

Theophylline 

Cinaphyl 

Ascher2 

Sodium  Glycinate 

Vinbarbital 

Delvinal 

Sharp  & Dohme 

1)  Also  Alglyn  (Brayten,)  Aspogen  (Eaton),  Al- 
zinox  (Patch),  Dimothyn  (Flint,  Eaton),  and 
Doraxamin  (Dorsey). 


2)  Also  Dorsaphyllin  (Smith-Dorsey),  Glynazan 
(First  Texax  Chemical),  Glytheonate  (Patch), 
Synophylate  (Central),  and  Theoglycinate 
(Brayten). 
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UNITED  STATES  PHARMACOPEIA  XV 
Trade  Name 


Official  English  Title 

Acetrizoic  Acid 
Aluminum  Phosphate  Gel 
Antazoline  HCl 
Oxidized  Cellulose 
Chloramphenicol 
Chlorcyclizine  HCl 
Choloroquine  Phosphate 
Chlorothen  Citrate 
Clorpheniramine  Maleate 
Chlor-tetracycline  HCl 
Cortisone  Acetate 

Desoxycorticosterone  Acetate 
Diethylcarbamizine  Citrate 
Doxylamine  Succinate 
Ergonovine  Maleate 
Estradiol  Dipropionate 
Ethinyl  Estradiol 
Ethisterone 
Hexachlorophene 
Hydrocortisone 


Hydroxyamphetamine  HBr 
Giobin  Zinc  Insulin  Inj. 

Isophane  Insulin  Inj. 

Protamine  Zinc  Insulin  Inj. 
lodoalphionic  Acid 
lopanoic  Acid 
lophendylate  Injection 
Isoniazid  Tablets 
Isoproterenol  HCl 

Menadiol  Sodium  Diphosphate 
Menadione  Sodium  Bisulfite 
Meperidine  HCl 
Mephentermine  Sulfate 
Meralluride 

Sterile  Mercaptomerin  Sodium 
Mersalyl  & Theophylline  Tablets 

Methantheline  Bromide  , 
Methapyrilene  HCl  ^ 

Methoxamine  HCl 
Methyltestosterone 
Oxytetracycline 
Oxtetracycline  HCl 
Benzathine  Penicillin  G 

Phenindamine  Tartrate 
Phentolamine  HCl 
Phytonadione 
Polymyxin  B Sulfate 
Progesterone 
Propylhexedrine 
Pyrathiazine  HCl 
Pyrilamine  Maleate 
Sulfacetamide 
Sulfamethazine 
Sulfisaxazole 
Sulfone  Sodium 
Testosterone  Propionate 
Thenyldiamine  HCl 
Thiopental  Sodium 
Thonzylamine  HCl 
Thrombin 
Tolazoline  HCl 
Trimethadione 
Tripelennamine  HCl 


Urokon 
Phosphaljel 
Antistine  HCl 
Oxycel 
Chiormycetin 
D-Paraiene  HCl 
Aralen  Phosphate 
Chlorothen  Citrate 
Chlor-Trimeton 
Aureomycin  HCl 
Cortogen  Acetate 
Cortone  Acetate 
Doca  Acetate 
Hetrazan 

Decapryn  Succinate 

Ergotrate  Maleate 

Ovocylin  Dipropionate 

Estinyl 

Pranone 

pHisoHex 

Cortef 

Cortril 

Hydrocortone 
Paredrine  HBr 
Giobin  Insulin  with  Zinc 
NPH  Iletin 

Protamine  Zinc  & Iletin 

Priodax 

Telepaque 

Pantopaque 

Cotinizin 

Aludrine  HCl 

Isuprel  HCl 

Svnkayvite  Sodium  Diphosphate 

Hykinone 

Demerol  HCl 

Wyamine 

Mercuhydrin 

Thiomerin  Sodium 

Mersalyn 

Salyrgan-Theophylline 

Banthine  Bromide 

Thenylene  HCl 

Semikon  HCl 

Vasoxyl  HCl 

Same  name 

Terramycin 

Terramycin  HCl 

Bicillin 

Permapen 

Theophorin 

Regitine  HCl 

Mephyton 

Aerosporin  Sulfate 

Corlutone 

Benzedrex 

Pyrathiazine 

Neo-Antergan 

Sulamyd 

Sulmet  (Vet.) 

Gantrisin 
Diasone  Sodium 
Same  name 
Thenfadil  HCl 
Pentothal  Sodium 
Neohetramine  HCl 
Thrombin 
Priscoline  HCl 
Tridione 

Pyribenzamine  HCl 


3)  Also  Eticylol  (Ciba),  Lynoral  (Organon),  Oradiol 
(Vanpelt  & Brown,  and  Orestralyn  (McNeil). 

4)  Also  Gamophen  (Ethicon),  Hex-O-San  (Retort), 
and  Surgi-Cen  (Central).  _ 

5)  Also  Niadrin  (Endo),  Nicozide  (Premo),  Ny- 
drazide  (Squibb),  Pyrizidin  (Nepera),  Rimifon 


Manufacturer 

Mallinckrodt 

Wyeth 

Ciba 

Parke,  Davis 

Parke,  Davis 

Abbott 

Winthrop 

Whittier 

Sphering 

Lederle 

Sphering 

Sharp  & Dohme 

Organon 

Lederle 

Merrell 

Lilly 

Ciba 

ScheringS 

Sphering 

Winthrop4 

Upjohn 

Pfizer 

Sharp  & Dohme 

Smith,  Kline  & French 

Burroughs  Wellcome,  Squibb 

Lilly 

Lilly 

Sobering 

Winthrop 

Lafayette 

PfizerS 

Lilly 

Winthrop 

Hoffmann-LaRoche 

Abbott 

Breon,  Winthrop 
Wyeth 

Lakeside  Labs. 

Wyeth 

Kirk 

Winthrop 

Searle 

Abbott 

Massingill 

Burroughs-Wellcome 

Numerous 

Pfizer 

Pfizer 

Wyeth 

Pfizer 

Hoffmann-La  Roche 
Ciba 

Sharp  & Dohme 
Burroughs-Wellcome 
Gold  Leaf 

Smith,  Kline  & French 
Upjohn 

Sharp  & Dohme 

Sobering 

Lederle 

Hoffmann-La  Roche 

Abbott 

Numerous 

Winthrop 

Abbott 

Nepera 

Parke,  Davis  & Upjohn 

Ciba 

Abbott 

Ciba 


(Hoffmann-La  Roche),  Tyvid  (Merrell),  and 
Zinadon  (Keith -Victor). 

Note:  Sulfadiazine,  Sulfamerazine  and  Sulfapyri- 
dine  have  been  omitted  due  to  the  use  of  the 
same  name  on  Trade  products  and  numerous 
manufacturers. 
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My  Fellow  Druggists: 


As  the  Yuletide  Season  approaches,  I deem  it  an  opportune  time  to  write  a short  message  : 
to  you.  ^ I 

We,  the  Druggists,  have  our  share  of  worries  and  troubles  trying  to  please  the  public  and 
make  a living. 

However,  particularly  at  fhis  time  of  the  year,  we  should  all  be  happy  and  appreciative  of  J | 
several  facts-that  we  are  in  business  in  a free  country;  free  to  operate  our  respective  businesses  1 1 
to  the  best  of  our  ability;  free  to  express  our  opinions  of  our  cities,  states  and  nations  problems  | 
and  political  affairs  and  free  to  worship  as  we  wish. 

So  with  the  Seasons  Greetings  to  you,  my  Fellow  Druggists,  I respectfully  solicite  your  I 
interest,  your  understanding,  and  your  cooperation  in  promoting  our  State  Association  for  the  f 
good  of  all.  I' 

Very  sincerely,  I 

Edward  W.  Peterson  ^ 
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Special  Board  of  Pharmacy 
Examinations  Announced 


The  South  Dakota  Board 
of  Pharmacy  will  offer 
SPECIAL  examinations  for 
licensure  in  the  subjects  of 

(6)  PRACTICAL  PHAR- 
MACY — LABORATORY, 

(7)  ORAL  and  (5)  TOXICOL- 
OGY-JURISPRUDENCE at 
the  Division  of  Pharmacy, 
South  Dakota  State  College, 
Brookings,  South  Dakota  on 
Wednesday  and  Thursday, 
January  11,  12,  1956;  pro- 
vided five,  or  more,  eligible 
candidates  agree  to  appear 
for  such  special  examina- 
tions. 

Pharmacy  college  grad- 
uates who  have  successfully 
passed  their  written  exam- 
inations in  the  subjects  of  (1) 
PHARMACY,  (2)  MATERIA 
MEDICA,  (3)  CHEMISTRY 
and  (4)  PHARMACEUTICAL 
MATHEMATICS  and  who 
have  now,  or  will  have,  com- 
pleted at  least  52  weeks  of 
practical  experience  on  or 
before  January  11,  1956,  will 
be  eligible  to  apply  for  ex- 
aminations at  this  special 
meeting. 

Candidates  who  took  their 
written  subjects  prior  to  May 
24,  1955,  will  be  examined  in 


the  NEW  written  subject  of 
(5)  TOXICOLOGY  - JURIS- 
PRUDENCE which  replaces 
the  former  subject  of  IDEN- 
TIFICATION. Such  candi- 
dates should  indicate  on  the 
back  of  their  application  card 
if  they  want  copies  of  laws 
and  regulations  pertaining 
to  pharmacy,  for  study  in 
preparation  for  such  exam- 
ination. 

Candidates  making  appli- 
cation for  these  special  ex- 
aminations are  required  to 
enclose  their  check  in  the 
amount  of  $20.00.  All  checks 
so  submitted  will  be  returned 
to  applicants  who  appear  at  8 
A.  M.  at  the  Division  of 
Pharmacy  at  State  College 
on  January  11,  1956.  Appli- 
cants who  fail  to  appear 
without  good  cause  shown, 
shall  forfeit  such  deposit  to 
help  with  expense  of  such 
meeting. 

The  next  REGULAR  ex- 
aminations meeting  of  the 
South  Dakota  Board  of  Phar- 
macy will  be  held  at  South 
Dakota  State  College,  Brook- 
ings, on  Tuesday,  Wednesday 
and  Thursday,  June  5,  6,  7, 
1956. 


THREE  SCIENCE  FAIRS 
TO  BE  HELD  IN 
SOUTH  DAKOTA 

Students  wishing  to  enter 
science  fairs  will  find  three 
available  in  South  Dakota 
next  spring. 

Science  fairs  will  be  held 
at  South  Dakota  School  of 
Mines  and  Technology,  South 
Dakota  University  and  South 
Dakota  State  College.  All 
are  scheduled  in  mid-April. 

Entries  may  be  made  by 
individual  students  or  by 
groups.  High  school  students 
in  grades  10-12  will  com- 
pete for  trips  to  the  National 
Science  Fair  at  Oklahoma 
City  May  10-12.  Entries  from 
students  in  other  grades  are 
also  encouraged. 

Lasit  year  two  winners 
were  selected  to  attend  the 
national  fair  from  each  of  the 
science  fairs  in  South  Da- 
kota. State  College  and  the 
University  held  fairs  last 
year  for  the  first  time  while 
the  School  of  Mines  will 
stage  its  initial  one  in  April. 

The  fairs  are  held  through- 
out the  country  to  promote 
interest  in  science  among 
students  in  high  school  and 
grade  school.  The  national 
fair  is  conducted  by  the 
Science  Clubs  of  America 
and  administered  by  Science 
Service,  the  non-profit  Insti- 
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STORE  MANAGERS  AND  ASSISTANT  MANAGERS 

needed  by  small  independently-owned  chain  which  is 
growing  very  fast.  Lots  of  opportunity  — high  earnings 
— percentage  of  profits  — paid  vacations  — insurance  — 
hospitalization  — best  working  conditions  — all  in  one 
area  — you  will  not  move  from  town  to  town.  Openings 
limited.  Send  information  immediately  to  Schlegel  Drug 
Stores,  1406  Harrison  Street,  Davenport,  Iowa,  attention 
Personnel  Department.  All  inquiries  held  in  strictest 
confidence.  Registered  pharmacists  only. 

STORE  OWNERS:  Tired  of  long  hours  — small  pay  — 
many  problems?  Get  rid  of  these  problems.  Come  to 
work  for  us.  48-hour  week  guaranteed,  vacations,  high 
base  salary  and  percentage  of  profit,  with  no  money  in- 
vested. Openings  limited.  Act  now.  Send  information 
immediately  to  Schlegel  Drug  Stores,  1406  Harrison 
Street,  Davenport,  Iowa,  attention  Personnel  Department. 
All  inquiries  held  in  strictest  confidence.  Registered  phar- 
macists only. 


"Hearts  and  Flowers,"  Prize  Winning  Hobo  Day  Pharmacy  Float 


tution  for  the  Popularization 
of  Science. 

A statewide  committee  has 
been  established  to  coordin- 
ate the  South  Dakota  fairs. 
Elmer  R.  Johnson,  professor 
of  chemistry  at  State  Col- 
lege, is  chairman  and 
Thomas  B.  Thorson,  assistant 
professor  of  entomology- 
zoology  at  State  College,  is 
secretary-treasurer. 

Members  from  the  School 
of  Mines  are  Don  Macken, 
director  of  extension  activ- 
ities, Leighton  Palmerton, 
director  of  student  person- 
nel, and  John  Willard,  pro- 
fessor of  chemistry. 

Committee  members  from 
the  University  are  Wayne  W. 
Gutzman,  professor  of  math- 
ematics and  director  of  the 
statistical  research  bureau, 
Benton  W.  Buttrey,  assistant 
professor  of  zoology,  and 
W.  W.  Slattery,  manager  of 
the  news  bureau. 


MERLE  WALKER 
SEPARATED  FROM 
SERVICE 

Merle  Walker,  SDSC  1953, 
has  recently  been  separated 
from  active  service  with  the 
Army  Medical  Service  Corps. 

Stationed  at  Fort  Hood, 
Texas,  Walker  served  as  a 
pharmacist  at  the  base  hos- 
pital. 

He  has  a position  with 
Leonard  Roudebush  (Roude- 
bush  Drug)  at  Custer. 


PHARMACY  WINS 
FLOAT  AWARD 

The  float  entered  by  the 
Student  Branch  of  the  Amer- 
ican Pharmaceutical  Associa- 
tion in  the  Annual  South  Da- 
kota State  College  Hobo  Day 
Parade  was  awarded  First 
Prize  in  the  Most  Beautiful 
Division. 

Depicting  the  song  “Hearts 
and  Flowers”  the  float  fea- 
tured a large  12  x 14  foot 


heart  at  the  back  of  a spa- 
cious floral  garden.  Seated  in 
the  center  of  the  heart  was 
Mary  Lou  Scheurenbrand, 
junior  pharmacy  student 
from  Mitchell'  and  in  the 
garden  was  Connie  Warner, 
sophomore  student  from 
Aberdeen. 

Co-chaiiTnen  for  the  float 
committee  were  junior  stu- 
dents Maurice  Anderson, 
Sandstone,  Minnesota  and 
Perry  Zenk,  Wilmont. 
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INDEX 
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By  Product 

Abten  356  Sept. 

(Paul  Maney) 

Achromycin  Ophthalmic  Sterilized 64  Feb. 

(Lederle) 


(Lederle) 

Achromycin  Preparations  441  Nov. 

(Lederle) 

Achromycin  Products  175  May 

(Lederle) 

Alflorone  Actate  Ointment 355  Sept. 

(Sharp  & Dohme) 

Ambar 399  Oct. 

(Robbins) 

Ampoules  Histalog  65  Feb. 

(Lilly) 

Antar  66  Feb. 

(Ulmer) 

Antepar  Citrate  100  Mar. 

(Burroughs-Wellcome) 

Anthrox  Spore  Vaccine  Carbazoo 65  Feb. 

(Lederle) 

Asterol  Powder  318  Aug. 

(Hoffmann-LaRoche) 

Aureomycm  Calcium  Cream  28  Jan. 

(Lederle) 

Aureomycin  Powder  28  Jan. 

(Lederle) 

Aureomycin  Soluble  Oblets  Vet  65  Feb. 

(Lederle) 

Banasil 66  Feb. 

(Ulmer) 

Bicillin  Poultry  Formula 355  Sept. 

(Wyeth) 

Biolator  New  Castle  Vaccine 28  Jan. 

(IjGd0rl0) 

Bristamin  Tablets  355  Sept. 

(Bristol) 

Bristaphen  ‘200’  262  July 

(Bristol) 

Chlorostrep  318  Aug. 

(Parke-Davis) 

Chlor-trimeton  Repetabs  263  July 

(Shering) 

Corticloron  Nasal  Spray 141  Apr. 

(Shering) 

Cortisporin  401  Oct. 

(Burroughs-W  ellcome) 

Cortrophin-Zinc  441  Nov. 

(Organon) 

Cremomycin  34  Jan. 

(Sharp  & Dohme) 

Deladumone  397  Oct. 

(Squibb) 

Delatestryl 397  Oct. 

(Squibb) 

Depo-testadiol  27  Jan. 

(Up.iohn) 

Dibuline  Sterile  Solution 206  June 

(Sharp  & Dohme) 

Digoxin  Preparations 440  Nov. 

(Burroughs-W  ellcome) 

Digoxin  Solution 64  Feb. 

(Burroughs-W  ellcome) 

Donnatal  Extentabs  64  Feb. 

(Robins) 

Doriden 398  Oct. 

(Ciba) 

F-Cortef  Ointment  66  Feb. 

(Up.iohn) 

Flaxedil 139  Apr. 

(Lederle) 

Florinef  99  Mar. 

(Squibb) 


Fruit-freeze 265  July 

(Merck) 

Gantrisin  Nasal  Solution  319  Aug. 

(Hoffmann-LaRoche) 

Hydrospray  365  Sept. 

(Sharp  & Dohme) 

Ilotycin  393  Oct. 

(Lilly) 

Incremin  399  Oct. 

(Lederle) 

Kao-Strep  Bolus  with  Vitamin  A 442  Nov 

(Wyeth) 

Lazagel  397  Oct. 

(Squibb) 

Liquid  Bardase  139  Apr. 

(Parke-Davis) 

Loten-Encote 356  Sept. 

(Paul  Maney) 

Lotusate  441  Nov. 

(Winthrop-Stearns) 

Marezine  Suppositories  206  June 

(Burroughs-Wellcome) 

Mebroin  174  May 

(Winthrop-Stearns) 

Meticortelone  318  Aug. 

(Shering) 

Meticorten  Tablets  138  Apr. 

(Shering) 

Mictine 66  Feb. 

(Upjohn) 

Milontin  Suspension 174  May 

(Parke-Davis) 

Mio-pressin  262  July 

(Smith,  Kline,  and  French) 

Monodral  with  Mebaral  174  May 

(Winthrop-Stearns) 

Mysteclin  140  Apr. 

(Squibb) 

Neo-synephrine  Childrens  Spray  207  June 

(Winthrop-Stearns) 

Neothylline  401  Oct. 

(Paul  Maney) 

Niphylline  440  Nov. 

(Paul  Maney) 

Noludar  99  Mar. 

(Hoffmann-LaRoche) 

Otamylon  Ear  Drops  262  July 

(Winthrop-Stearns) 

Panmycin  Readimixed  64  Feb. 

(Upjohn) 

Pathilon  Tridihexethide  175  May 

(Lederle) 

Peritrate 28  Jan. 

(Warner-Chilcott) 

Phelantin  Kapseals 27  Jan. 

(Parke-Davis) 

Phenaphen  No.  4 64  Feb. 

(Robins) 

Piptal  174  May 

Polycycline  Aqueous  250  174  May 

(Bristol) 

Polycycline  Dosages  319  Aug. 

(Bristol) 

Polycycline  Ointment  with  Xylocaine  263  July 

(Bristol) 

Polycyline  Ophthalmic  Ointment  263  July 

(Bristol) 

Polycycline  suspension  with  Sulfa 206  June 

(Bristol) 

Pregnecal  66  Feb. 

(Ulmer) 

Raulen  356  Sept. 

(Paul  Maney) 

Reditrin  Capsules 206  June 

(Sharp  & Dohme) 
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Renografin 398  Oct. 

(Squibb) 

Robitussin  A-C  27  Jan. 

(Robins) 

Romilar  Expectorant  442  Nov. 

(Hoffmann-LaRoche) 

Romilar  HBr 28  Jan. 

(Hoffmann-LaRoche) 

Sandril  Products  139  Apr. 

(Lilly) 

Sandril  with  Pyronil  65  Feb. 

(Lilly) 

Selsun  Sulfide  Jelly  100  Mar. 

(Abbott) 

Strip  Cup  399  Oct. 

(Lederle) 

Sulfastrep  100  Mar. 

(Sharp  & Dohme) 

Suspension  Remanden  34  Jan. 

(Sharp  & Dohme) 

Tarquinor  99  Mar. 

(Squibb) 

Tedral  Suspension  262  July 

(Warner-Chilcott) 

Theelin  R-P  319  Aug. 

(Parke-Davis) 


Thorazine  Syrup 140  Apr. 

(Smith,  Kline  and  French) 

Trevidal  356  Sept. 

(Organon) 

Tricofuron  Preparations 356  Sept. 

Tricoloid  with  Phenbarbital  . _ 174  May 

(Burroughs-Wellcome) 

Trisocort  Spray ak  102  Mar. 

(Smith,  Kline  and  French) 

Tri-synar  ___  . . 138  Apr. 

(Armour) 

Valmid  206  June 

(Lilly) 

Varidase 175  May 

(Lederle) 

V-Cillin  440  Nov. 

(Lilly) 

Vetstrep  Spray  28  Jan. 

(Merck) 

Vi-Daylin  Drops  139  Apr. 

(Abbott) 

Wigraine  265  July 

(Organon) 

Zymadrops  66  Feb. 

(Upjohn) 


INDEX  BY  MANUFACTURER 


Abbott  Laboratories 

Selsun  Sulfide  Jelly : 100  Mar. 

Vi-Daylin  Drops  139  Apr. 

The  Armour  Laboratories 

Tri-synar  _ . 138  Apr. 

Bristol  Laboratories 

Bristamin  Tablets  ....  355  Sent. 

Bristaphen  ‘200’ 262  July 

Polycycline  Aqueous  250  174  May 

Polycycline  Dosages  319  Aug. 

Polycycline  Ointment  with  Xylocaine  263  July 
Polycycline  Ophthalmic  Ointment  ...  263  July 

Polycycline  Suspension  with  Sulfa  ....  206  June 

Burroughs-Wellcome  and  Company  (USA),  Inc. 

Antepar  Citrate 100  Mar. 

Cortisporin  401  Oct. 

Digoxin  Preparations  440  Nov. 

Digoxin  Solution  64  Feb. 

Marezine  Suppositories 206  June 

Tricoloid  with  Phenobarbital  174  May 

Ciba  Pharmaceutical  Products,  Inc. 

Doriden  398  Oct. 

Eaton  Laboratories 

Tricofuron  Preparations  356  Sept. 

Hoffmann-LaRoche,  Inc. 

Asterol  Powder 318  Aug. 

Gantrisin  Nasal  Solution  319  Aug. 

Noludar  99  Mar. 

Romilar  Expectorant  442  Nov. 

Romilar  HBr  28  Jan. 

Lakeside  Laboratories 

Piptal  174  May 

Lederle  Laboratories  Division,  American 
Cyanamid  Company 

Achromycin  Ophthalmic  Sterilized  64  Feb. 

Achromycin  Pharyngets  and  Troches  139  Apr. 

Achromycin  Preparations  441  Nov. 

Achromycin  Products  175  May 

Anthrox  Spore  Vaccine  Carbazoo  65  Feb. 

Aureomycin  Calcium  Cream  28  Jan. 

Aureomycin  Powder 28  Jan. 

Aureomycin  Soluble  Oblets  Vet 65  Feb. 

Biolator  New  Castle  Vaccine  28  Jan. 

Flaxedil 139  Apr. 

Incremin  399  Oct. 


Pathilon  Tridihexethide  175  May 

Strip  Cup 399  Oct. 

Varidase  . 175  May 

Eli  Lilly  and  Company 

Ampoules  Histalog  65  Feb. 

Ilotycin  398  Oct. 

Sandril  Products  139  Apr. 

Sandril  with  Pyronil  65  Feb. 

Valmid  206  June 

V-Cillin  . 440  Nov. 

Paul  Maney  Laboratories 

Abten  ..  356  Sept. 

Loten  Encote 356  Sept. 

Neothylline  401  Oct. 

Niphylline  440  Nov. 

Raulen  356  Sept. 

Merck  and  Co.,  Inc. 

Fruit-feeze  265  July 

Vetstrep  Spray 28  Jan. 

Organon,  Inc. 

Cortrophin-Zinc  441  Nov. 

Trevidal  356  Sept. 

Wigraine  265  July 

Parke,  Davis  and  Company 

Chlorostrep  318  Aug. 

Liquid  Bardase  139  Apr. 

Milontin  Suspension 174  May 

Phelantin  Kapseals  27  Jan. 

Theelin  R-P  319  Aug. 

A.  H.  Robin  Company,  Inc. 

Ambar 399  Oct. 

Donnatal  Extentabs  64  Feb. 

Phenaphen  No.  4 - 64  Feb. 

Robitussin  A-C 27  Jan. 

Schering  Corporation 

Chlor-trimeton  Repetabs 263  July 

Corticloron  Nasal  Spray 141  Apr. 

Meticortelone  318  Aug. 

Meticorten  Tablets  138  Apr. 

Sharp  and  Dohme  Division,  Merck  and  Company 

Alflorone  Acetate  Ointment 355  Sept. 

Cremomycin  34  Jan. 

Dibuline  Sterile  Solution 206  June 

Hydorspray  356  Sept. 


(Continued  on  Page  488) 
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MARCH  DATE  SET 
ON  RURAL  HEALTH 

“Your  Doctor  and  You”  will  be  the  theme 
of  the  11th  National  Conference  on  Rural 
Health  sponsored  by  AMA’s  Council  on  Rural 
Health,  March  8-10  at  the  Multnomah  Hotel, 
Portland,  Ore.  Chief  topics  to  be  discussed 
include:  the  family  physician,  mental  health, 
programs  for  older  people,  prepaid  medical 
care,  and  successful  community  enterprises. 
Ample  time  will  be  devoted  to  discussion  and 
group  participation. 

An  informal  pre-conference  session  will  be 
held  for  physicians  only  on  Thursday  morn- 
ing, March  8,  beginning  at  9 a.  m.  Principal 
topic  of  discussion  will  be  the  relationship 
and  responsibilities  of  a family  doctor  to  his 
patients.  ^ i 


MEDICAL  EDUCATION 
MEETING  IN  FEB. 

The  role  of  advanced  training  in  the  over- 
all medical  education  picture  will  be  dis- 
cussed during  the  opening  session  of  the  52nd 
annual  Congress  on  Medical  Education  and 
Licensure  to  be  held  February  11-14  at  the 
Palmer  House,  Chicago.  The  meeting  will  be 
sponsored  by  the  AMA’s  Council  on  Medical 
Education  and  Hospitals,  the  Federation  of 
State  Medical  Boards  of  the  United  States 
and  the  Advisory  Board  for  Medical  Special- 
ties. 

More  than  500  medical  educators,  officers 
and  members  of  state  licensing  boards  and 
others  interested  in  medical  education  are 
expected  to  attend  the  four-day  conference. 


for  your 
comfort,.. 

*p..  EXAMINING 
%l  STOOL 


This  stool  is  built  to  last.  All 
welded  construction.  Made  of 
7/8”  guage  tubing.  Mounted  on 
3”  ball-bearing  swivel  casters. 
Stool  is  adjustable  from  17”  to  28”. 
Seat  is  upholstered  in  naugahyde 
covering  of  black,  brown  or  gray. 
Padded  foam  rubber  seat  which 
can  be  recovered  easily. 

SD-1255a 

Physicians  & Hospitals  Supply  Co. 

1400  Harmon  Place  Minneapolis  3,  Minn. 
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a potent  germicide 
FOR  COLD  STERILIZA  TION 

Pheneen  ' 'Ulmer’ 


ELIMINATES  DOUBTEUL  STERIL- 
ITY IN  OEEICE  USE  . . . 

Rapid  germicidal  activity  plus  specific 
sporacidal  properties  enable  Pheneen 
to  provide  the  extra  margin  of  safety 
during  minor  office  surgery.  Instruments 
may  be  stored  for  months  in  Pheneen 
without  weekly  changes  of  solution. 

Special  “built-in”  rust  inhibitant  makes 
this  possible.  Routine  use  of  colorless, 
odorless  Pheneen  reduces  questionable 
sterility  to  a minimum. 

SD-1255b 


Physicians  & Hospitals  Supply  Co. 

1400  Harmon  Place  Minneapolis  3,  Minn. 
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